Digitized  by  the  Internet  Archive 
in  2017  with  funding  from 
The  National  Endowment  for  the  Humanities  and  the  Arcadia  Fund 


f-  - 


h 


Ml 


THE 

JOURNAL 

I OF 

^ftbansas  medical 

SOCIETY 

No  1 FORT  SMITH,  ARKANSAS 


New  from  Lilly/Dista  Research 

JMLFON' 

fenoprvfen  calcium 

300-mg^  Pulvules® 


^DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 


♦Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrate 
■■'noprofen. 


600091 


D.C'.  SAN  FRANCrSCO 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/  or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 
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surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 
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spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Arlington  Hotel,  Hot  Springs 
April  25-28,  1976 


First  Meeting 
HOUSE  OF  DELEGATES 

The  first  meeting  of  the  House  of  Delegates 
was  called  to  order  at  1:07  P.M.  by  Speaker 
Chudy.  Invocation  was  by  W.  Payton  Kolb. 

The  Executive  Vice  President,  Mr.  Schaefer, 
called  the  roll  of  delegates.  The  following  dele- 
gates, officers,  and  members  seated  as  delegates 
by  action  of  the  House  were  present: 

ARKANSAS,  R.  H.  Whitehead;  ASHLEY, 
Donald  L.  Toon;  BAXTER,  John  Guen timer; 
BOONE,  Joe  Bill  Wilson;  BRADLEY,  George 
F.  Wynne;  CHICOT,  Charles  D.  Blackmon; 
CIWRK,  R.  Jerry  Mann;  COLUMBIA,  Joe 
Rushton;  CRAIGHEAD  POINSETT,  Gus  A. 
Craig,  James  M.  Robinette,  James  W.  Sanders, 
Frank  James;  CRAWFORD,  Millard  C.  Edds; 
CRITTENDEN,  Milton  Deneke;  DALLAS, 
John  H.  Delamore;  DREW,  J.  P.  Price;  FAULK- 
NER, J.  J.  Magie;  GARLAND,  Robert  L.  Hill, 
E.  K.  Clardy,  Robert  L.  Lewis;  GRANT,  Curtis 
B.  Clark;  GREENE-CLAY,  J.  Larry  Lawson, 
Richard  Martin;  HEMPSTEAD,  George  Wright; 
HOT  SPRING,  Robert  H.  White;  INDEPEND- 
ENCE, J.  E.  Lytle;  JEFFERSON,  George  V. 
Roberson;  JOFINSON,  Boyce  W.  West;  LEE, 
Dwight  W.  Gray;  MILLER,  Donald  I..  Duncan; 
MISSISSIPPI,  M.  J.  Oslrorne;  MONROE,  N.  C. 
David,  Jr.;  OUACHITA,  Cal  R.  Sanders;  POLK, 
David  Fried;  POPE,  James  Kollr;  PLTLASKI, 
Edgar  Easley,  Raymond  Biondo,  Flarold  Purdy, 
J.  B.  Cross,  James  Weber,  William  Jones,  Paul 
Cornell,  Robert  Dickins,  Frank  AV^esterfield, 


James  Deer,  Whlliam  G.  Reese,  Ellery  C.  Gay, 
George  Mitchell,  WL  Ray  Jouctt,  G.  Thomas  Jan- 
sen, Purcell  Smith;  SALINE,  Helen  Rountree; 
SEBASTIAN,  Robert  Hughes,  Ken  Lilly,  A.  C. 
Bradford,  W.  P.  Phillips,  Carl  L.  Williams;  ST. 
FRANCIS,  David  L.  Lockhart;  LINTON,  James 
F.  Clark,  George  LVTrren;  VAN  BUREN,  John 
A.  Hall;  WASHINGTON,  Spencer  Albright, 
Joe  Parker,  John  Vinzant;  WHITE,  Janies  H. 
Golleher;  WOODRUFF,  B.  E.  Hendrixson; 
YELL,  James  Maupin;  COLINCILORS,  Eldon 
Fairley,  John  B.  Kirkley,  Paul  Gray,  John  Bell, 
L.  J.  P.  Bell,  Fred  C.  Inman,  Raymond  Irwin, 
John  P.  Burge,  J.  B.  Jameson,  A.  E.  Andrews, 
C.  Lynn  Harris,  Robert  McCrary,  Curtis  B. 
Clark,  W.  Payton  Kolb,  VVhlliam  S.  Orr,  Jr., 
Henry  V.  Kirby,  Morriss  Henry,  C.  C.  Long, 
Kemal  Kutait;  PRESIDENT,  T’.  E.  Townsend; 
PRESIDENT-ELECT’,  A.  S.  Koenig,  Jr.;  FIRST 
VICE  PRESIDENT’,  Asa  Crow;  SPEAKER, 
Amail  Chudy;  VICE  SPEAKER,  Charles  F. 
Wilkins,  Jr.;  SECRETARY,  Elvin  Shu f field; 
TREASURER,  Kenneth  R.  Duzan;  PAST 
PRESIDEN  FS  Joe  Verser,  C.  R.  Ellis,  H.  \V. 
T homas,  Ross  Fowler,  Stanley  Applegate,  Robert 
LVatson,  and  Ben  Saltzman. 

Purcell  Smith,  Chairman  of  the  Credentials 
Committee,  reported  that  fifty-five  delegates  had 
registered  and  that  a (piorum  was  present. 

Upon  motion  of  Henry,  the  House  approved 
the  minutes  of  the  99th  Annual  Session  as  jnib- 
lished  in  the  June  1975  issue  of  the  Journal. 
By  motion  of  Orr,  minutes  of  the  meeting  of 
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100th  Meeting  Celebration 


3'  'fir  3 ;s; 


";■  Ihoma.  Stanlel  Appl^galc:  C.-' R .''Vuir  R^n' 3;^  ^X^^^Xanci  'a 

a past  presKiont,  l<l,r>-7h  I’rcsulent  1.  E.  Townsend,  and  197()-77  President  A 

H ;ilinv  K I rt  li  ri  n \ 


Duel  Hiown,  along  witli  Mrs.  Louis  K.  Huiulley,  uitJow  of  a past  president, 
S.  Koenig.  Jr.  joe  \orlon  led  the  audience  in  singing  Happy  Rirthda\. 


)'!(_-]  Rrown,  Little  Rock.  1957-s58  president,  and  H.  King  Wade, 


19()2-()3  president,  light  candles  on  the  cake. 
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ilic  House  ol  Delegiiies  lickl  Decenilicr  I I,  1975, 
were  ;i|)])rovc(l  l)y  tlie  House. 

With  \'iee  Speaker  W'ilkiiis  presicliu<>,  tlie 
1 louse  welcomed  special  guests. 

■Mrs.  Noiniaii  H.  (iaicliicr,  I’resideul-elecl  ol 
the  .\uiericaii  Medical  Auxiliary,  addressed  the 
1 louse  as  lollows: 

"Thank  yon  for  yonr  very  gracious  icciconic 
and  for  llie  opport nnity  to  share  in  this,  yonr 
eenlenni(d.  The  Arkansas  Medical  Society 
should  be  very  proud  of  its  Auxiliary.  JVe  on 
the  national  level  are  proud  of  them  and  I am 
happy  to  bring  greetings  to  you  today  from  the 
AM  A Auxiliary.  You  have  an  Auxiliary  com- 
posed of  bright,  dedicated  women  udio  are  eager 
to  be  of  service  to  you.  'The  Arkansas  Auxiliary 
has  maintained  a good  membership  record  over 
the  years  but  it  is  only  fair  to  point  out  to  you 
that  about  25%  of  your  wives  are  not  members 
of  the  Auxiliary,  flave  you  encouraged  them  to 
join  this  group  of  xeomoi  who  are  busy  provid- 
ing much  h eal  t h -relat  e d community  service 
which  is  good  for  people!'  Direct  these  Auxiliary 
members;  they  can  be  of  great  use  to  you  in 
carrying  out  the  programs  that  you  would  like 
to  see  aceom plished  in  your  own  areas.  If  you 
eomniunicate  with  then}  and  tell  then}  ud}at  yo}) 
wa}}t,  you  will  be  s})rprised  at  how  m}}ch  they 
eayi  accon}plish . Yo}}r  A}}xiliary  worked  hard 
for  the  Ark(})}sas  Medical  Society.  N(}tio}}(}Uy, 
we  raised  a lot  of  }}}oney  for  AMA-ERF.  East 
year  it  was  over  one  })}illion,  three  h}}ndred 
thirty  tho})sand  dollars.  Elere  in  Ark(}ns(}s  yo}) 
h(}X)c  done  n}ighty  well  in  that  area;  I thi?}!;  yo}) 
will  be  s})rprised  a}}d  pleased  with  yo})r  report. 
This  })}oney  is  good  for  st}}dents  who  are  trying 
to  manage  medical  ed})e(}tion  (}nd,  also,  good 
for  the  )}}edieal  schools  who  }}eed  these  })nre- 
stricted  f})nds  to  help  carry  cm  their  work.  'Ehe 
A}ixiliary  is  good  for  doctors,  too.  JVe  are 
n}ighty  pro})d  of  yo})  and  all  that  yo}i  hax)e  ac- 
<(>}/} plished  and  xi>e  wa)}l  very  n}})ch  for  the  p})b- 
lie  to  know  the  tr})e  story  abo}}t  yo})  and  )i}e.  In 
this  day,  it  is  q}}ite  necessary  that  ix’c  co})nteract 
7}}}}ch  of  the  }}7}fax)orable  pi  ess  that,  so  far,  is  so 
prexaxhnxt  as  fxxr  as  the  xnedical  professixm  is  eof}- 
cerxxed.  We  xvant  to  eoxnlxxt  thxxt  /}}isinfo}-7n(}tio7} 
a7}d  let  people  kxioxv  j})st  hoxe  great  yo}t  (xre. 
Arkaxxsas,  I thmk,  }/}ight  be  ixxterested  to  k7}oxv 
that  txoexity-five  7/}edical  associations  thro}}ghout 


the  co})7}try  noxa  inxiite  the  A}}xiliary  preside7}t 
to  sit  071  their  (io})7}cil.  They  do  this  for  txvo 
rcaso}}s:  (I)  the  xmnnen  can  })nderstand  the  rea- 
S077S  behixxd  the  policy  thixt  the  (',o}i7}cil  sets; 
(2)  the  xvo}}}e7}  xvho  arc  there  can  offer  help  ix} 
(xrexxs  they  krxoxv  the  Axxxiliary  can  help  yo}i  in. 
We  find  that  xvhere  the  Medical  Society  xxnd  the 
Auxiliary  xx’ork  close  together,  it  helps  to  pro- 
xnote  })7}ity  axxd,  /??  this  dxxy  and  xxge,  }}nity  in 
the  Mediexxl  Society,  ))7}ity  in  the  A}}xili(}ry,  txnd 
betxeee}}  the  txeo  gro})ps  is  7}}ost  i//} portxxrxt.  I 
xeo})ld  like  to  leax>e  yo})  xeith  oxxe  little  tho})ght; 
behi)}d  exxery  s})eeessf})l  doctor,  there  stxxnds  a 
s})rprised  )}}Othe}-i}}-laxe.  'Tharxk  yo}).” 

Mrs.  J.  Gordon  Dees,  Jackson,  Mississippi, 
President  ol  the  Woman's  Auxiliary  to  tlie 
.Soutltern  Medical  Association,  was  welcomed  and 
addressed  the  Hotise  as  lollows: 

‘‘Tha)}k  yo}},  doctors.  Eet  )}}C  <}ss}}re  yo})  I a)}} 
happy  to  be  here  today  to  brixig  you  greetixxgs 
fro/)}  the  So})ther7}  Medical  A}}xilia)y.  I haxie 
j})st  ret}ir)}ed  fro/)}  a t/ic'c/oig  xvith  o)/r  co/mc/i- 
tion  chair)}}an  i/}  Xexe  Orlea7}s  a)}d  I can  ass})re 
yo})  they  are  already  hard  at  xvork  on  plans  (or 
a xvonderf})l  co7}Xje7}tio7}  i)}  Elexv  Orleans  ix)  .\o- 
xienxber.  I a/}}  s}/re  that  yo}/r  oxe/}  Dr.  Jaxxsen, 
xvho  is  presidexxt-eleet  of  the  So}/ther)}  Medical 
Association,  has  coxxxnnced  all  of  yo})  mr/i  that 
yo})  neetl  to  pay  yo})r  $3b  (hies  and  beconxe 
7}}embers  of  So}}thern.  I a/n  s}ire  all  yo}i  gen- 
tlemen are  noxv  n}e}}}bcrs  of  Soxitherx),  b}il,  }n 
case  he  forgot  to  tell  yo}i,  let  me  admonish  yo}i 
to  remind  your  spo}ise  that  upon  payxxxent  of 
yo}ir  (hies  and  membership  in  Southern  Medical 
Association,  your  spouse  is  automatically  an 
Auxiliaiy  member,  ll’c  want  her  and  we  need 
her  to  join  our  big  happy  family  in  Southern 
Meilical  Auxiliaiy.  I do  extend  to  you  my  oxen 
persoxuil  inxntation  to  be  xvith  us  for  our  con- 
vention in  Ah'xv  Orleans  Noxiember  S-ll.” 

Next,  Vice  Speaker  W'ilkins  inlrodticed  the 
jjiesident  ol  the  Arkansas  Auxiliary,  Mrs.  Gurry 
P)radl)urn  of  Little  Rock.  Mrs.  Uradhurn  spoke 
briefly  as  follows:  "We  have  been  xvorking  hard 
this  year.  At  a state  lex'el,  xve  have  made  txvelxie 
student  loans  totaling  $6,S0().  Our  AMA-ERk 
Committee  has  raised  $11,000.  IVe  haxie  gixxm 
sexwral  scholarships  to  Aldersgate  Mediial  Camp. 
Our  membership  is  SS7  but  xve  do  xvant  to  ask 
you  to  inxnte  your  spouse  to  attend  our  House 
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1975-7*)  I’residfiit  T.  E.  Townsend  lit  the  first  candle  on  the  birthday  take.  Lighting  other  candles  were  Stanley  .Applegate 
(president,  1971-72)  Ben  N.  Saltzman  (president,  197-1-75),  and  .A.  S.  Koenig,  jr.  (president,  1976-77). 
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The  Society  Celebrates  its  100th  Meeting 


Mrs.  Louis  K.  Hundley  (widow  of  1958-59  president)  and  Past  Presidents  John  Wood  (1973-74),  Ross  Fowler  (1969-70),  and 
Robert  Watson  (1972-73)  participating  in  the  cake  lighting  cercmon>. 
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The  Society  Celebrates  its  100th  Meeting 


Past  Presidents  Joe  Vcrser  (1963-d4),  C.  R.  Ellis  (1964-05),  Jot*  Norton  (1967-68).  and  H.  W.  'Flionias  (1968-(>9)  light  candles 
on  the  birthday  cake. 
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of  Delegates  <111(1  join  us,  xee  can  do  more 
together.'' 

Mrs.  Carl  Wilson,  prcsidcnl-elccl  ol  the  Aux- 
iliary, Irom  Fort  Smith,  was  inti oduced  by  Vice 
Speaker  ^Vilkins  and  she  spoke  :is  follows: 

“Ladies  and  gentlemen,  I am  honored  to  be 
presented  to  you  as  the  incoming  president  of 
the  Medical  Auxiliary  and  humbled  when  I 
think  that  what  I do  this  year  ivill  reflect  upon 
your  n'ines  and,  thus,  upon  you.  1 am  a regis- 
tered Medical  Records  Librarian  so  I know  how 
denoted  you  are  and  hoie  hard  you  work.  As  a 
wife  of  a doctor  whose  two  brothers  are  doctors 
and  whose  son  is  a doctor,  things  become  ever 
clearer  and  more  personal.  The  Medical  Auxil- 
iary’s number  one  project  this  year  unll  be  to 
help  pass  the  Malpractice  Amendment.  We  in- 
tend to  do  our  best  to  bring  this  about.  You 
can  help  us.  Thank  you  for  askiyig  us  to  appear 
before  you  today.” 

Vice  Speaker  Wilkins  introduced  guests  from 
the  University  of  Arkansas  College  of  Medicine. 
Warren  Skaug,  Steve  Snow,  and  Randol  Hooper 
were  present  as  representatives  of  the  Junior 
Class  at  the  Medical  School. 

President-elect  A.  S.  Koenig  introduced  the 
president-elect  of  the  American  Medical  Associa- 
tion, Richard  E.  Palmer  of  Alexandria,  Virginia, 
who  addressed  the  House.  Dr.  Palmer  reviewed 
the  malpractice  crisis  across  the  country  and  leg- 
islative reforms  in  .some  states  and  the  re-insur- 
ance company  set-up  by  the  AMA.  He  urged  phy- 
sicians to  support  the  American  Political  Action 
Committee.  He  reviewed  the  financial  pioblems 
and  the  American  Medical  As,sociation  atid  the 
reorganization  underway.  He  mentioned  other 
problems  facing  American  medicine  such  as 
utilization  review,  the  I’almadge  bill  introduced 
in  Congre,ss,  the  Health  Planning  and  Develop- 
ment Act,  the  Federal  Ihade  Commission,  Health 
Manpower,  and  Health  Maintenance  organiza- 
tions. 

President  "E.  E.  Townsend  introduced  a spe- 
cial guest,  Nyni  L.  Barker,  president  of  the 
d'exas  Medical  A.ssociation  and  a graduate  of 
the  University  of  Arkansas  .School  of  Medicine. 

President  Town.send  presented  his  “President’s 
Address.”  The  address  appears  elsewhere  in  this 
issue. 

President  Townsend  introduced  Mr.  George 
Warner,  Assistant  Dean  for  Administration  at 


the  University  of  .\rkansas  College  of  Medicine, 
and  Mrs.  David  Baiclay,  AMA-lrRE  Chaiinian 
lor  the  Arkansas  Medical  Auxiliaiy.  Mr.  Warner 
expressed  Dean  Bruce's  regrets  that  he  could  not 
be  present.  Piesident  d’ownsend  prersented  to 
Mr.  Warner  for  the  Ibiiversily  of  .Arkansas  Cf)l- 
lege  ol  Metlicine  a grant  of  ,‘js20,,fil2  from  the 
American  Medical  yVssociation  F’ducation  and 
Research  Foundation.  Mr.  'Warner  receiced  the 
check  on  behalf  of  the  school  and  thanked  the 
■Society  lor  its  support  and  help.  President 
I ownsend  then  expre.s.sed  thanks  to  Mrs.  Barclay 
and  the  Auxiliary  for  their  great  work  in  raising 
hinds  for  AMA-ERF".  Mrs.  Barclay  e.xjrressed 
thanks  lor  the  cooperation  she  had  received  and 
challenged  Arkansans  to  meet  the  same  goal  this 
year. 

Speaker  Chndy  called  for  reports  of  commit- 
tees. Elvin  Shnffield  reported  for  his  Committee 
on  Medical  Legislation,  which  is  printed  as  a 
supjrlement  to  these  minutes.  Speaker  Chndy 
expressed  the  thanks  of  the  Society  to  Dr.  Shnl- 
field  and  Mr.  Warren  for  their  dedicated  work 
in  the  field  of  legislation. 

S|x.*aker  Chndy  called  for  new  business.  Speak- 
ing lor  the  Washington  County  Medical  Society, 
Spencer  Albright  presented  a resolution  in  sup- 
port of  Amendment  58  and  spoke  in  favor  of 
the  re.solution  as  follows: 

“I  speak  for  adoption  by  the  entire  House  of 
Delegates  of  the  Arkansas  Medical  Society  of  a 
resolution  approved  by  the  ]Vashington  County 
Medical  Society.  This  resolution  is  before  you 
and  it  is  entitled  ‘A  Resolution  to  Affirni  Sup- 
port for  Amendment  5S  to  the  Arkansas  State 
Constitution.’  Much  of  the  work  has  been  done, 
as  mentioned  by  our  leaders,  and  I feel  that  it 
is  high  time,  and  our  Society  feels  it  is  high 
time,  that  the  grass  roots  physician  become  in- 
volved and  voice  his  and  her  support  for  this 
amendnient  and  not  just  have  it  approved  by 
our  Administration  and  by  our  Council. 

7 would  like  to  state  first  of  all  in  speaking 
on  this  that  I haxie  been  practicing  medicine  in 
Arkansas  for  ten  years  and  I,  myself,  hax>e  never 
had  a threat  of  a laxvsuit  but  I have  seen  this 
crisis  developing  and  hitting  my  competent  pro- 
fessional colleagues.  I feel  that  as  one  of  you, 
the  physicians  not  in  a position  of  leadership,  T 
have  a professional  obligation  to  speak  out  for 
my  colleagues. 
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Society  Executive  Committee  for  1976-77.  (Seated)  W.  Payton 
Kolb,  Little  Rock,  President-elect  (left)  and  A.  S.  Koenig,  Jr., 
Fort  Smith,  President.  (Standing)  Elvin  Shuffield,  Little  Rock, 
Secretary,  and  John  P.  Burge,  Lake  Village,  Chairman  of  the 
Council. 

‘In  snpport  of  this,  I would  like  to  say  that 
although  lue  do  riot  have  a medical  malpractice 
crisis  in  Arkansas  as  great  ns  other  states  do, 
we  do  have  a crisis  and  it  has  been  aettinv  worse 

O O 

recently.  You  may  not  realize  that  in  197^,  two 
hundred  and  forty-five  malpractice  claims  were 
filed  against  physicians  in  Arkansas.  This  means 
approximately  one  in  eight  of  us.  National  sta- 
tistics indicate  that  malpractice  claim  rates  are 
increasing  at  the  rate  of  twelve  percent  per  year, 
which  compounded  annually  means  that  in  19S0, 
there  will  be  approximately  one  out  of  every 
four  of  us  actually  facing  a lawsuit.  Or,  said  in 
a different  luay,  if  yon  take  the  years  1975 
through  1980  inclusively,  approximately  100- 
llOy^  of  us  physicians  will  sustain  a medical 
malpractice  claim  during  this  six-year  period. 
Said  in  another  way,  an  average  of  one  suit  or 
more  for  each  of  us  physicians  during  that  time. 
So,  the  malpractice  claims  in  Arkansas  — con- 
trary to  what  you  are  hearing  from  the  lawyers  — 
are  getting  very  high.  In  the  past  three  years 
in  Washington  County  alone,  we  have  had  two 
suits  — one  for  1.5  million  dollars  and  another 
for  over  3 million  dollars  — filed.  I have  re- 
viewed  these  and  there  is  really  no  evidence  of 
true  malpractice  on  the  part  of  the  physician, 
only  a dissatisfied  patient. 


‘This  is  not  a crisis  of  physicians  and  their 
malpractice  companies.  It  includes  the  hospitals, 
as  we  have  alluded  to  earlier,  and  directly  affects 
every  single  health  consumer  in  Arkansas  and 
this  is  what  we  have  to  get  across,  as  far  as  I am 
concerned,  to  our  patients.  Also,  to  bring  it 
close  to  home,  in  1976  the  Arkansas  Baptist  Hos- 
pital System  in  Little  Rock  was  told  they  would 
have  to  pay  a premium  of  $750,000  for  merely 
one  million  dollars  worth  of  coverage  and  this 
cost,  of  course,  would  go  on  to  the  patient.  The 
National  Administration  of  our  sole  remaining 
insurance  underwriting  company  in  Arkansas, 
the  St.  Paul  Company,  probably  holds  the  key 
to  when  the  actual  health  care  delivery  crisis 
may  suddenly  be  precipitated  in  our  state.  This 
could  be  brought  about  by  further  changes  in 
the  terms  of  their  policies  which  we  have  been 
hearing  about,  or  by  just  deciding  to  leave  our 
state,  as  they  have  done  in  16  states  over  the 
last  few  years.  This  health  care  delivery  crisis 
could  have  been  preeipitated  one  year  ago  be- 
cause in  the  spring  of  1975,  St.  Paul  gave  an 
ultimatum  to  our  State  Insurance  Commissioner 
and  to  us  physicians  which  in  effect  said  ‘you 
will  accept  our  new  controversial  claims-made 
policy  or  we  will  leave  Arkansas  on  July  1,1975;’ 
that  was  last  year.  So  we  physicians  really  didn’t 
have  much  choice;  we  had  to  knuckle  under  and 
accept  it.  St.  Paul  did  move  out  of  the  states 
which  did  not  accept  it.  I don’t  know  how  much 
you  know  about  these  new  claims-made  policies 
but  to  me  it  is  a very  bad  policy,  for  one  major 
reason.  We  physicians  have  lost  our  right  to 
defend  ourselves  in  court.  You  may  have  noticed 
that  your  malpractice  premiums  are  more  this 
year;  but  don’t  forget,  it  is  poorer  coverage. 
Check  it  out  carefully.  My  premiums  have  in- 
creased 25%  even  though  we  have  poorer  poli- 
cies. Also,  when  these  claims-made  policies  were 
introduced,  we  were  told  by  the  insurance  com- 
pany that  we  would  have  a free  ride  for  about 
two  or  three  years  — their  premiums  to  us  would 
be  lower,  and  then  they  would  be  adjusted  an- 
nually depending  on  their  losses.  But  I just 
noticed  two  days  ago  in  our  Northwest  Arkan- 
sas Times  that  the  St.  Paul  Insurance  Company 
has  already  asked  for  a 69%  increase  in  our  mal- 
practice insurance  premiums  for  next  year.  So 
I think  this  free  ride  in  Arkansas  is  going  to  be 
a lot  shorter  than  it  was  indicated. 
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W.  Pavton  Kolb  of  Little  Rock  thanks  the  members  of  the  House  of  Delegates  after  being  elected  to  the  position  of  President- 
elect of  the  Society. 


7 think  we  physicians,  and  for  (hat  matter, 
all  of  the  Arkansas  health  care  consumers,  are 
sitting  on  a time  bomb.  ]Ve  are  the  pawns  with 
our  destiny  being  controlled  by  the  national  ex- 
ecntixws  of  St.  Paul,  who  can  at  any  time  decide 
to  leave  our  state  if  their  requests  for  policy 
changes  and  premiion  increases  are  not  granted. 

‘Xow,  you  have  heard  that  the  .Arkansas  Peg- 
islature  did  address  itself  to  the  ixn pending  crisis. 
It  did  pass  two  bills.  This  was  discussed  earlier. 
One  was  to  create  a joint  underwriting  associa- 
tion to  provide  us  unth  malpractice  insurance  if 
St.  Paul  pulls  out.  The  other  bill  introduced  by 
a physician  xnember  of  the  Medical  Society  and 
the  Senate  was  to  set  up  a mechanism  of  non- 
binding arbitration.  But  St.  Paul  said  no  to  this. 
So  these  bills  really  stopgap  matters  but  don’t 
get  to  the  heart  of  the  matter.  The  Arkansas 
Legislature  cannot  deal  with  this  crisis  adequate- 
ly within  the  framework  of  our  present  constitu- 
tion.  Under  the  un-cxirrent  Arkansas  Constitu- 
tion, binding  arbitration  in  medical  malpractice 
claims  is  not  permitted.  This  is  the  heart  of 
the  matter.  The  medical  malpractice  amend- 
ment was  placed  in  the  Workxnen’s  Compensa- 


tion part  of  our  State  Constitution  so  that  the 
fewest  7iumber  of  words  could  be  added  to  our 
Constitution  to  accom plish  the  desired  goals  of 
giving  our  State  Legislature  adequate  authority 
and  freedom  to  deal  to  this  problem.  As  I 
emphasized  earlier,  this  is  only  a?}  enabling 
amendment.  The  amendnient  does  gixw  the  Leg- 
islature the  authority  to  establish  binding  arbi- 
tration if  this  approach  is  judged  by  the  Legis- 
lature to  be  in  the  best  interest  of  the  health 
care  consumer.  The  fact,  and  xve  ?)iust  empha- 
size this  to  our  patients,  that  it  is  in  the  Work- 
men’s Compensation  section  in  no  xvay  indicates 
or  implies  that  the  Legislature  xaill  establish  a 
W orkmen’s  Com pensation  system  to  handle  mal- 
practice claiins.  Xo  one  is  .saying  that  passage 
of  the  tnedical  malpractice  ameixdxnent  in  itself 
xvill  insure  the  solxnng  of  this  crisis.  But  I do 
not  think  there  is  a ghost  of  a chance  that  our 
Arkansas  Legislature  can  come  up  xeith  a legis- 
lative package  that  has  any  hope  of  solxnng  the 
malpractice  crisis  xeithout  the  passage  of  Amend- 
ment 5S.  You  must  realize  that  only  three 
amendments  can  be  introduced  each  year.  This 
is  our  chance  until  197S.  If  there  is  a crisis. 
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A.  S.  KocniK,  Jr.,  Fort  Smith  (right)  president  for  107()-77  and  W,  Payton  Kolb,  I.ittle  Rock,  president-elect. 


there  may  not  be  another  chance  because  we 
may  not  be  able  to  get  the  amendment  on  the 
ballot.  Some  of  you  say  the  crisis  in  Arkansas 
is  not  as  bad  as  in  other  states.  Let’s  just  wait 
and  let  theyn  solve  it.  But  I think  this  is  only 
inviting  disaster  because  if  the  states  do  not 
solve  the  inedical  ynalpractice  problem  soon,  the 
United  States  Congress  already  has  bills  to  force 
a national  solutioji  for  us.  But,  these  bills  are 
of  the  ‘no  fault’  type,  arbitration  type,  and  to 
be  protected  from  medical  ynalpractice  under 
each  of  these  bills,  the  physician  must  accept 
assignment  or  become  associated  with  a Federal- 
Goverment-adrninistered  health  program.  I per- 
sonally do  not  want  Federal  intervention  in  the 
medical  malpractice  crisis;  I want  to  see  it 
solved  at  the  state  level.  The  Arkatysas  Trial 
Lawyers  Association  has  signaled  that  it  is  going 
to  actively  campaign  to  .see  that  Anyendment  5S 
is  defeated  in  November.  It  has  been  criticized 
as  ‘trying  to  put  doctors  above  the  laxv,’  ‘special 
interest  legislation  for  doctors  axid  ixisurance 
companies,’  ‘anti-consxnner  legislation.’  1 per- 
sonally do  not  feel  that  any  of  this  is  true.  I 
feel  that  it  is  a very  pro-consumer  amendment. 


After  all,  it  is  intended  to  help  preserve  health 
care  delivery  in  Arkansas.  This  is  what  the 
health  care  consumer  needs  in  Arkansas.  I have 
had  the  privilege  of  hearing  a representative 
of  the  Arkansas  Trial  Lawyers  Association  speak 
at  our  Fayetteville  Rotary  Club  in  March  of 
this  year,  condemning  roundly  Amendment  5S, 
saying  the  only  real  problem  is  that  there  is  in- 
creased medical  malpractice  itself.  Now,  remem- 
ber, generally  ivhen  there  is  an  amendm  ent 
which  draws  organized  opposition,  it  is  defeated. 
A’ow,  I sincerely  feel  that  the  passage  of  this 
ameyidment  is  in  the  best  interest  of  the  public 
and  I hope  you  join  me  in  this.  We  must  con- 
vince the  public  of  the  fact.  IVe  must  reach  all 
of  the  public  ivith  our  message.  I urge  physi- 
cians to  write  letters  to  their  own  patients,  tell- 
ing xohy  passage  of  Amendment  58  is  in  their 
best  interest.  It  is  well  known  that  patients  re- 
spect and  love  their  own  individual  physician 
but  many  do  not  like  physicians  in  general. 
Proynoting  the  passage  of  Ameyydyneyyt  58  will 
take  time  and  effort  and  money  on  your  part 
but  I would  be  udlling  to  bet  the  time  that 
you  speyyd  during  these  next  six  nyonths  pronyot- 
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ing  Amendment  5S  xeould  be  much  less  lime 
than  you  xeould  spend  preparixig  your  oxen  de- 
ftmse  ixi  a malpractice  suit.  The  money  that 
you  xvould  spend  in  preparing  these  letters  that 
you  xeould  distribute  xeould  be  a lot  cheaper 
than  the  increase  of  your  malpractice  premiums 
over  the  next  fexe  years  if  xee  don’t  solve  this 
problem.  It  xeould  only  take  a couple  of  hours 
to  dictate  a short  letter  to  your  patiexits.  JVe 
have  been  doing  this  at  our  clinic  for  the  last 
month,  utilizixig  facts  xehich  the  leadership  of 
oxir  Society  xeill  supply  you.  It  can  be  typed  on 
your  oxen  letterhead.  It  takes  not  xnore  than 
probably  $100  or  $200  to  have  a couple  thousand 
copies  of  the  letter  printed  and  distributed  to 
your  patients  xehile  they  are  xeaiting  to  see  you. 
This  xeould  be  time  and  xnoney  xeell  spent.  It 
has  been  shoxen  through  experiexice  that  tele- 
vision, radio  and  ncxespaper  ads  in  sxipport  of 
causes  xehich  physicians  believe  in  are  not 
effective  xvays  to  get  public  sxipport  because  the 
public  just  believes  that  rich  doctors  are  spend- 
ing a lot  of  money  to  try  to  brainxeash  them. 
Therefore,  to  reach  the  people  of  Arkansas,  xee 
must  have  grass  roots  physician  support  and  each 
and  every  physician  must  do  his  part.  Let  me 
translate  this  briefly  in  conclusion,  into  simple 
math.  If  each  one  of  us  1,500  physicians  in 
Arkansas  in  the  next  six  months  can  get  333  of 
his  patients  to  vote  for  Amendment  58  in  No- 
vember, this  xaill  add  up  to  500,000  ‘yes’  voles, 
xehich  should  be  considered  a mandate  from  the 
people  of  Arkansas  that  they  xvant  the  medical 
malpractice  crisis  in  Arkansas  solved  quickly, 
equitably,  and  comprehensively  at  the  state 
level.  Therefore,  I do  move  the  acceptance  of 
and  approval  and  im plementation  of  this  reso- 
lution after  appropriate  study  and  editing  by 
a reference  committee  of  our  Society  as  an  ex- 
pression of  support  of  the  physicians  of  the 
House  of  Delegates  as  representing  all  of  the 
physicians  in  the  State  of  Arkansas  for  Amend- 
ment 58.  Thank  you.”  The  lesolution  was  re- 
feiTcd  to  a Reference  Committee. 

Speaker  Chucly  called  for  resolutions.  With 
approval  of  delegates  present,  Jerry  Mann  of 
Clark  County  presented  a resolution  concerning 
third  party  payments.  He  read  the  resolved  por- 
tion of  the  resolution  as  follows: 

‘‘The  Clark  County  Medical  Society  requests 
all  third  party  payees  to  alloxo  payments  either 


T.  E.  Townsend  of  Pine  Bluff  makes  his  “President’s  Address’* 
to  the  House  of  Delegates  on  Sunday,  April  25,  1976. 


directly  to  the  physician  or  to  the  patient  as  the 
doctor  and  patient  agree,  and,  that  the  resolu- 
tion be  presented  to  the  Arkansas  Medical  So- 
ciety xvith  the  recommendation  that  it  be  passed 
and  expedited  by  all  means  consistent  xvith  the 
Constitution  of  the  Arkansas  Medical  Society 
and  as  rapidly  as  possible.” 

C.  R.  Ellis  of  Hot  Sjning  County  tiien  pre- 
sented an  identical  resolution  from  his  county 
society  and  recpiestcd  the  floor  of  tlie  House  to 
speak  regarding  the  re-solntion.  He  spoke  as  fol- 
lows: “As  xvas  just  stated  to  you  by  an  earlier 
speaker,  if  xve  do  hax'e  to  go  up  on  premium 
rates  for  liability  insurance  and  xve  are  forced 
to  take  assignments  for  all  of  our  payments  from 
the  goxiernment,  all  xve  xvould  lack  xvould  be 
an  attachment  to  the  Medicare  laxv  saying  that 
you  haxie  to  take  assignment  because  you  luwe 
to  take  it  on  all  of  the  others.  'Lhen  they  put 
the  squeeze  on  our  fees  and  our  professional 
liability  goes  up,  you  see  xvhere  you  are  left. 
This  is  merely  saying  that  you  hax/e  a choice 
xvhether  the  patient  receives  the  money  from  the 
government  and  pays  you  or  gets  a refund  or 
xvhether  you  have  to  accept  it  straight  from  the 
government , xvhich  gives  them  total  control  of 
your  fees.  Of  course,  I xvill  be  glad  to  speak  to 
it;  I am  expecting  to  speak  to  it  again  IVednes- 
day  after  xve  have  studied  it  in  Reference  Com- 
mittee.” 
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Mrs.  Carl  Wilson  o£  Fort  Smith,  1976-77  President  of  the  Ar- 
kansas Medical  Auxiliary,  pledges  support  of  the  Auxiliary  in 
Society  projects  during  the  coming  year. 


Speaker  Chucly  then  called  on  the  president 
and  chief  execntivc  officer  of  Arkansas  Bine 
Cross-Bine  Shield,  who  made  the  following  pre- 
sentation to  the  House. 

Presentation  By  Dr.  Mitchell 

“I  npprecidie  the  time  on  the  agenda.  Of  the 
7na?iy  relatinn.ships  that  Blue  Cross-Blue  Shield 
has,  there  exists  a traditional  relationship  much 
valued  betiveen  Arkansas  physicians  and  the 
Society.  Your  interest,  your  participation,  and 
your  support  are  very  itn portant  to  our  success 
in  providing  affordable,  reliable,  and  realistic 
medical  care  insurance  to  your  patients  and  the 
570,000  subscribers  that  we  have.  Our  most  tra- 
ditional  relationship,  of  course,  is  represented 
by  the  six  physicians  that  you  elect  to  go  on  our 
Board  of  Trustees.  Also,  since  1968,  twenty-five 
physicians  appointed  by  the  Council  represeyit- 
ing  all  fields  of  practice  have  conscientiously 
served  as  the  Medical  Service  Review  Commit- 
tee (iMSRC)  which  provides  meaningful  peer  re- 
view to  Blue  Cross-Blue  Shield  in  all  of  our  pro- 
grams. So,  as  in  the  past,  we  once  again  seek 
your  opinion  ayid  hopefully  your  acceptance  and 
support  of  a major  change  in  Blue  Shield.  This 
has  nothing  to  do  with  any  government  pro- 
gram; it  involves  private.  Blue  Shield  coverage. 


In  1968,  I appeared  before  the  House  of  Dele- 
gates and  reviewed  ivith  you,  and  you  later  ap- 
pioved,  a UCR  (usual,  customary  atid  reason- 
able) payment  mechanism  for  Blue  Shield.  The 
last  two  years,  we  have  on  staff  been  looking  very 
closely  at  the  Blue  Shield  UCR  program  to  see 
if  it  continued  to  meet  the  desirable  features  of 
a good  payment  mechanisyn  on  behalf  of  our 
subscribers,  physicians  and  claims.  For  our  sub- 
scribers, of  course,  a subscriber  prograyyy  yyiust 
be  understandable,  dependable,  affordable,  and 
not  create  ayiy  confusion  between  the  physician 
and  the  patient.  For  physicians,  the  same  is 
true,  along  with  soyne  additional  features.  That 
is,  the  payynent  ynechanisyyi  should  be  clearly 
defined.  The  payynent  limit  should  be  equitable 
and  reasonable.  The  payynent  liynit  should  be 
updated  when  necessary  through  mechanisms 
which  avoid  undue  escalation  and  avoid  the 
recognition  of  unreasonable  charges.  To  report 
services,  there  must  be  a codiyyg  and  noyyiencla- 
ture  which  clearly  and  adequately  expresses  the 
professional  .services  that  physicians  do  today. 
In  other  words,  it  must  be  conteyyiporary  and 
ynoderate.  There  ynust  be  peer  review  to  assess 
the  quality  of  care,  appropriate  utilization  of 
services,  and  the  deterynination  of  reasonable 
payynent  in  unusual  situations.  A desirable  pro- 
grayn  for  Blue  Cross-Blue  Shield  would  be  the 
suyyy  of  all  those  featyires.  In  esseyyce,  subscriber 
acceptance,  and  individual  physician  participa- 
tioyy  ayyd  support. 

AVe  do  not  believe  that  the  current  UCR  pro- 
grayyy yyyeets  all  these  desirable  criteria.  There- 
fore, we  are  proposing  a different  prograyn  which 
I hope  you  will  endorse  conceptually  so  that  we 
cayy  playy  for  iyyyplementation  around  Janyiary  1, 
1977.  The  yyew  Blue  Shield  prograyyy  iyy  essence, 
would  be  as  follows: 

1.  We  would  establish  a yiew  procedure  code 
systeyyy.  That  is,  we  would  replace  the  cur- 
rent four-digit  code  section  of  the  Physi- 
ciayy’s  Manual  with  a five-digit  procedure 
code  section  patterned  after  the  AMA  Cur- 
rent Procedural  Termiyyology  (CPT). 

2.  We  would  have  a published  fee  schedule. 
That  is,  we  u’ould  establish  maxiynum  fee 
limits  to  replace  the  UCR  for  each  field 
of  practice  on  a statewide  basis  with  the 
dollar  limits  listed  aloyyg  side  each  five- 
digit  procedure  code  and  yioyyienclature. 
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The  fee  schedule  ivould  be  iipiluled  autiu- 
ally  usitig  a reusonnble  index  such  os  the 
all-services  componeut  of  the  con  sinner 
price  index. 

3.  I'here  would  be  peer  review  uulh  access  to 
the  Medical  Services  Review  Committee 
physicians  or  the  Plan  to  reveal  utilization 
and  charges  in  unusual  situations. 

4.  The  Physician’s  Partici pating  Agreement 
would  be  amended  xidierein  the  physician 
would  agree  to  bill  his  usual  charge  made 
to  all  patients  on  forms  provided  by  the 
Plan,  which  as  you  know  is  the  uniform 
AMA  form  at  this  time,  and  agree  to  ac- 
cept an  amount  not  to  exceed  the  pub- 
lished fee  schedule  as  payment  in  full  for 
covered  services  except  for  any  applic rible 
deductible  and  co-insurance.  In  unusual 
situations,  either  physicians  or  the  Plan 
may  gain  access  to  peer  review.  Both  the 
physician  and  the  Plan  agree  to  accept  the 
recommendation  of  the  recognized  peer  re- 
view body  of  the  Arkansas  Medical  Society 
as  bi7iding  on  both  parties. 


‘As  you  might  imagine,  xvc  are  asking  for  your 
collective  consideration  of  this  concept.  ]Ve  have 
never,  nor  would  we  now,  ask  for  your  collective 
approval  of  a specific  schedule.  The  decision  to 
participate  is  a matter  for  each  individual  phy- 
sician to  make  after  he  has  had  the  opport  unity 
to  revieiv  the  final  program  details  and  to  re- 
view the  published  fee  schedule.  7 hus  far,  this 
concept  has  been  endorsed  for  your  considera- 
tion by  our  Board  of  Trustees,  the  Medical  Serv- 
ices Revieiv  Committee  of  the  State  Society,  and 
your  Council.  Again,  I thank  you  for  time  to 
appear  on  your  agenda  and  I will  be  at  the 
Reference  Committee  hearings  to  further  ex- 
plain the  program  and  ansivcr  any  questions. 
'Phank  you." 

,Sj)cakcr  Cliudy  advised  ineiiibers  ol  the  House 
iliiii  the  report  would  he  relerred  to  a Refereuee 
Cioiuniittee  of  the  I louse. 

.Speaker  Chudy  called  on  Ci.  C.  hoiig,  Chair- 
man of  the  Council,  for  a supplemeniary  report. 
Chairman  Long  pointed  out  that  the  report  had 
been  duplicated  and  distributed  to  members  of 
the  House.  It  was  moved  by  Kolb  that  the  re- 
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port  be  referred  to  tlie  Reference  Committee 
without  being  read  on  the  floor  of  the  House, 
and  it  was  so  voted. 

Chairman  Long  then  requested  that  Alfred 
Kahn,  Jr.,  come  to  the  rostrum.  He  called  the 
attention  of  the  House  to  the  fact  that  Dr.  Kahn 
has  served  for  twenty  years  as  editor  of  the 
Journal  of  the  Arkansas  Medical  Society,  work- 
ing continually  for  improvement  in  the  pulili- 
calion  and  receiving  very  little  recognition.  As 
a token  of  the  Society's  thanks,  he  presented  to 
Dr.  Kahn  a framed  certificate  reading  as  fol- 
lows: “Presented  to  Alfred  Kahn,  Jr.,  in  grateful 
appreciation  for  dedicated  effort  in  the  advance- 
ment of  medical  science  and  in  recognition  of 
his  unique  contribution  as  editor  of  the  Journal 
of  the  Arkansas  Medical  Society  by  the  Arkansas 
IVfedical  Society,  April  1976.  C.  C.  Long,  Chair- 
man of  the  Council,  and  X.  E.  Xownsend,  Presi- 
dent.” Dr.  Kahn  expressed  his  appreciation  to 
the  Council  and  to  the  House.  He  indicated 
that  he  had  received  much  siqrport  from  the 
executive  vice  president,  Paul  Schaefer,  and  he 
expressed  thanks  to  all  of  the  people  who  had 
contributed  to  the  succe,ss  of  the  Journal,  jrartic- 
nlarly  the  people  at  the  University  of  Arkansas 
Medical  Center,  for  their  support  through  the 
years. 

Speaker  Chudy  amended  assignments  to  the 
Reference  Committees  as  follows:  Reference 
Committee  No.  1:  Add  Report  of  the  Council 
(with  exception  of  Item  6 from  the  December 
14,  1975,  report)  and  delete  the  Committee  on 
Medical  Education  report.  Reference  Commit- 
tee No.  2:  Add  Report  of  the  Committee  on 
Medical  Education,  Report  of  the  Committee  on 
Medical  Legislation,  Hot  Spring  County  Resolu- 
tion, Clark  County  Resolution  and  deletion  of 
the  Council  report  with  the  exception  of  Item  6 
of  the  December  14  meeting,  which  is  to  be 
considered  by  Reference  Committee  No.  2.  Ref- 
erence Committee  No.  3:  Add  Resolution  from 
the  Washington  County  Medical  .Society  and 
the  presentation  on  Blue  Shield  by  Dr.  Mitchell. 

.Speaker  Chudy  urged  members  to  attend  the 
open  hearings  of  the  Reference  Committees  and 
to  participate  in  the  discussion  of  the  various 
items  of  business. 

Vacancies  on  the  Arkansas  State  Medical 
Board  and  the  Arkansas  State  Board  of  Health 
were  announced  by  Speaker  Chudy.  Congres- 


sional district  meetings  for  election  of  nominees 
were  announced. 

Meetings  were  held  on  the  floor  to  select  dis- 
trict representatives  to  the  Nominating  Com- 
mittee. Selected  were  Richard  Martin,  J.  J. 
Magie,  David  I.ockhart,  Charles  Blackmon, 
George  Warren,  A.  E.  Andrews,  Robert  McCrary, 
William  S.  Orr,  H.  V.  Kirby,  and  Ken  Lilly. 

The  first  meeting  of  the  House  of  Delegates 
of  the  convention  adjourned  at  3:30  p.m. 

ADDRESS  OF  THE  PRESIDENT 
ARKANSAS  MEDICAL  SOCIETY 
T.  E.  Townsend 

I woidd  like  to  thank  each  of  you  for  the 
honor  you  bestowed  upon  me  one  year  ago.  It 
has  been  a privilege  to  serve  as  your  president. 

I encourage  you  to  review  the  activities  of  the 
various  committees  when  the  March  issue  of  the 
Journal  reaches  yon.  These  committees  chaired 
by  dedicated  individuals  determine  to  a great 
extent  the  concerns  and  future  policies  of  the 
.Society.  I would  especially  like  to  thank  Asa 
Crow  and  the  program  committee  for  the  ex- 
cellent program  they  have  in  store  for  us. 

So  many  things  have  happened  in  the  past 
year  that  are  so  important  to  the  practice  of 
medicine  that  I will  attempt  to  touch  only  the 
highlights  for  most  of  them. 

One  of  the  nationwide  developments  which 
affects  all  of  us  is  the  combination  of  Compre- 
hensive Health  Planning,  Regional  Medical  Pro- 
grams and  Arkansas  Health  .Systems  Foundation 
into  four  Health  Service  Agencies.  The  agencies 
are  to  determine  the  funding  of  most  all  health 
programs  involving  public  funds.  There  are 
some  of  us  who  are  concerned  about  the  control 
they  may  also  have  over  private  expansion  of 
health  care.  These  H.SA’s  will  determine  where 
to  build  — how  much  to  build  and  when.  We 
asked  for  representation  on  the  boards  and  got 
only  token  representation.  I urge  you  to  become 
involved  in  the  activities  of  the  H.SA  in  your 
region. 

Dr.  Joe  Verser,  who  has  served  as  Secretary  of 
the  State  Medical  Board  so  outstandingly  for 
these  many  years  and  deserves  all  of  our  grati- 
tude, has  been  trying  to  work  out  some  solutions 
to  the  debate  between  the  students,  the  Healing 
Arts  Board  and  the  State  Medical  Board.  I have 
met  with  Dr.  Verser,  Dean  Bruce  and  the  Heal- 
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Alfred  Kahn,  Jr,,  thanks  the  Society  for  certificate  of  appreciation  which  wa,s  presented  to  him  by  C.  C.  Long  as  Chairman 
of  the  Council. 


ing  Arts  Board  and  we  hope  to  liave  a satisfac- 
tory solution. 

Many  physicians  have  been  concerned  about 
the  Medicare  geographic  distribution  of  Arkan- 
sas for  physician  reiinljiirsement.  I'lie  .Society 
and  Blue  Cross-Blue  Shield  have  tried  every 
means  available  to  have  the  state  declared  one 
district.  We  have  Ijeen  refused  on  each  attempt. 
Congressmen  Hammenschmidt  and  Thornton 
have  introduced  a bill  that  would  allow  this. 
We  hope  this  will  pass  in  the  near  future. 

By  now  all  of  you  are  well  aware  of  the  suc- 
cess that  we  had  in  getting  the  Malpractice 
Amendment  on  the  ballot  this  fall.  I must  say 
that  we  had  some  rather  exciting  moments  with 
this.  Elvin  Shnffield  and  Eugene  Warren  worked 
long  and  hard  on  this  and  went  far  beyond  the 
call  of  duty  in  getting  our  Legislators  to  agree 
to  put  this  to  the  vote  of  the  people.  The  offi- 
cers of  the  Society  feel  that  the  jfassage  of  this 
amendment  depends  upon  the  patient-physician 
relationship  more  than  anything  else.  Only  by 
each  physician  informing  his  patients  of  the  im- 


portance and  necessity  of  this  amendment  pass- 
ing are  we  going  to  succeed.  As  you  know,  the 
amendment  merely  gives  the  State  Legislature 
the  right  to  determine  how  to  best  compensate 
the  injured  party.  This  is  all  we  ask.  We  are 
well  aware  of  the  fact  that  some  people  are 
injured  medically  and  we  feel  they  should  be 
the  ones  compensated.  We  woidd  like  to  end 
the  days  of  75-80%  of  the  monies  paid  for 
liability  going  for  other  than  compensating  the 
injured  party.  Yon  will  be  well  informed  of  the 
Society's  plans. 

In  1951,  on  Page  62,  Volume  XLVIII,  No.  2, 
of  the  Journal  of  the  Arkansas  Medical  Society, 
there  appears  this  article  and  I (piote: 

"The  Council  has  selected  Paul  Charles 
Schaefer,  a native  of  Saint  Louis,  as  Executive 
Secretary  of  the  Society  to  replace  Sid  ]Vrights- 
rnan.  Mr.  Schaefer  is  a graduate  of  the  I'ni- 
versity  of  Missouri  until  the  degree  of  P>achelor 
of  Science  in  Business  Administration  and  has 
an  extensive  experience  rvitli  the  Arkansas  Mis- 
'^ouri  Power  Company,  in  administrative  ap- 
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poiuftnents  ivilh  the  Fouvth  Aviny  Mendquartevs, 
in  private  business  and  in  sales  managerial  ca- 
pacities. During  U'orld  ITVir  II,  he  served  as  a 
pilot  in  the  Air  Corps  flying  in  the  CBI  Theater. 
In  civic  activities,  he  sened  as  Boys  Work  Chair- 
num  for  the  Rotary  Chib,  in  xiarious  Boy  Scouts 
of  America  offices,  holding  the  coveted  Easle 
Scout  Award,  as  Master  and  Junior  Counselor 
offices  in  the  DeMolay  organization  and  pro- 
fes.ses  an  interest  in  golf,  hunting  and  fishing.” 

In  the  25  yeais  that  Paul  has  devoted  to  the 
Society,  we  liave  l>ecome  a cohesive  unit  repre- 
senting tlie  needs  of  medicine  in  tlie  state  and 
nation.  He  is  a true  "Pro  " in  every  sense  of  the 
word  and  the  Ijest  interest  of  the  people  and  the 
physicians  have  always  been  first  in  his  efforts. 

I would  like  to  conclude  hy  having  this  House 
of  Delegates  stand  and  salute  the  best  friend  that 
the  .Aikansas  .\fedical  Society  has  ever  had  — 
Paid  Charles  Schaefer. 

REPORT  OF  THE  COMMITTEE  ON 
MEDICAL  LEGISLATION 
Elvin  Shuffield,  Chairman 

Mr.  S|x?aker,  Officers,  Afembers  of  the  House 
of  Delegates,  Members  of  the  Arkansas  .Medical 
Society  and  Guests: 

I he  recent  session  of  the  extended  .se,ssion 
ol  the  .Arkansas  Legislature  recjuired  an  extra- 
ordinary amcjunt  of  work.  I o all  ol  the  mem- 
bers, I wi.sh  to  take  this  opportunity  to  thank 
you  for  your  splendid  cooperation  and  phoning 
the  members  of  the  legishiture.  I do  not  believe 
1 have  ever  seen  such  concerted  effort  on  the 
part  ol  this  membership.  Lhe  original  Hcjuse 
joint  Resolution  No.  17  was  changed  to  House 
joint  Rescrlution  No.  18  and  this  ]:)assed  both 
Houses  and  now  is  proposed  Consti  tuticrnal 
.Amendment  No.  58  and  let  me  urge  you  to  keep 
this  number  in  your  mind  at  all  times  throtigh 
November. 

I his  session  was  extremely  interesting  from 
the  standpoint  that  Mr.  AAhirren  and  1 would 
daily  sort  of  run  a little  roll  call  among  oiir- 
selv'es  to  see  where  we  stoerd  and  it  appeared 
that  we  had  all  the  votes  necessary  to  jjass  the 
House  Joint  Resolution  No.  18,  Init  yet  Mr. 
Schaefer  and  his  staff  were  receiving  telephone 
c.'dls  that  we  were  not  talking  up  this  resolution, 
we  were  not  working  on  it  hard  enough  and  it 


we  did  not  get  busy,  we  would  lose  the  resolu- 
tion. AVdren  the  roll  call  was  over,  the  House 
vote  was  86  to  7 in  favor  of  the  resolution  and 
it  was  interesting  that  of  the  7 “no”  votes,  5 of 
these  would  be  wliat  I termed  plaintiff  attorneys. 

I hen  we  had  v^ery  similar  e.xperience  in  the 
Senate  hearings  and  on  the  final  roll  call  it  was 
32  to  1 and  again  an  attorney  was  the  sole  vote 
of  record  against  us. 

We  are  now  in  the  position  of  a world  series 
baseball  game  with  the  winning  hitter  being  at 
i.)at  and  there  are  two  strikes  and  three  balls 
and  if  we  do  not  hit  this  last  pitch,  then  we  have 
lost  everything  that  we  have  worked  for  up  to 
date. 

It  is  going  to  be  necessary  for  each  one  of  voti 
to  take  a very  active  part  in  contacting  the  voters 
to  sujtport  the  proposed  Gonstitutional  .Amend- 
ment .No.  58  and  remember,  this  is  not  an 
amendment  to  help  doctors.  T his  is  to  help  the 
peojde.  Ihis  proposed  amendment  can  only 
lead  to  legislation  that  will  help  to  sohe  the 
jjroblem.  I'he  amendment  itself  will  not  do  a 
thing  except  permit  the  Legislature  to  trv  to 
woik  out  the  problem.  In  our  endeavors  we  are 
hojhng  that  the  legislation  in  janmiry  1977, 
will  be  worked  out  in  conference  before  we  ever 
go  to  the  special  session  and  try  to  solve  onr 
jtroblems  to  please  most  of  the  people.  It  must 
be  understood  that  there  will  be  a few  people 
that  could  nevei  be  pleased  with  whatever  legis- 
lation is  enacted.  Lhis  amendment  will  cover 
hospitals,  nursing  homes,  M.D.’s,  osteopaths,  den- 
tists, chiropractors,  registered  nurses,  licensed 
Jtractical  nurses,  psychiatric  technician  nurses, 
chiropodists,  phannacists,  psychologists,  veteri- 
narians, physical  therapists,  inhalation  therapists, 
hearing  aid  dispensers,  speech  pathologists  and 
audiologists.  In  spite  of  some  of  the  newspaper 
statements  to  the  contrary,  there  is  absolutely 
nothing  in  this  proposed  amendment  that  would 
limit  the  recovery  of  a jtatient  or  deny  him 
j^roper  legal  proceedings. 

1 wi.sh  again  to  thank  the  membership  of  this 
.Society  for  its  splendid  work,  and  also  thank  Mr. 
Eugene  Wanen  for  the  splendid  achievements 
he  made  and  thank  Mr.  .Schaefer,  Mr.  McIntosh 
and  Miss  Richmond  and  their  staff  for  all  the 
telephone  calls  and  good  services  they  rendered 
in  helping  us  to  pass  this  legislation. 
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F I-ilincr  Mcxandria.  Virginia,  pre.sident-elc(  t of  the  Aincri<an  Mo< heal 
rdsitod  ith  of  the  Arkansas  Medical  Society  at  its  . netting 

MS, ted  cMth  <^„,ed  problems  of  organized  medicine  with  State 


Richard 
Association, 
on  Siindav.  April  25th.  He 
President  1.  E.  Townsend. 


an 


I-  , Vlre  President  Paul  C Schaefer,  AMA  President-elect  Richard  E.  Palincr 
Socicdy  President  I.^E.  Townsend  in  one  of  the  lighter  moments  of  the  coinention. 


si's 

ii^e  {rave  Mr.  Scliacter  a suiiuling  o%alion. 
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RESOLUTION  TO  AFFIRM  SUPPORT  FOR 
AMENDMENT  58  (MEDICAL  MALPRACTICE 
AMENDMENT)  TO  ARKANSAS 
STATE  CONSTITUTION 
By  Washington  County  Medical  Society 
Proposed  April  6,  1976 

■W'HEREAS,  there  is  a medical  malpractice 
crisis  in  Arkansas  now,  and 

WHEREAS,  medical  malpractice  claims 
against  physicians  and  hospitals  are  increasing 
in  Arkansas  at  an  alarmingly  rapid  rate,  and 
this  rate  appears  to  be  increasing,  and 

WHEREAS,  there  is  currently  only  one  Med- 
ical Malpractice  Insurance  Company  still  doing 
business  in  Arkansas,  and  the  new  “Claims 
Made”  Policy,  which  is  the  only  type  of  policy 
now  issned  by  that  company,  has  taken  away 
from  physicians  the  right  to  insist  on  defense  in 
a court  of  law  in  cases  of  alleged  medical  mal- 
practice, and  has  created  other  nndesiralde  re- 
strictions on  insurance  coverage  for  physicians 
facing  medical  malpractice  claims,  and 

WHEREAS,  Arkansas  physicians,  working 
through  the  Arkansas  Medical  Society,  did  en- 
cotirage  the  Arkansas  General  Assembly  to  pro- 
pose Amendment  58  (Aledical  Alalpractice 
Amendment)  to  tlie  people  of  Arkansas  for  ap- 
proval or  rejection  in  the  General  Election  on 
November  2,  1976,  and 

WHEREAS,  passage  of  Amendment  58  is  es- 
sential, if  futtire  General  Assemblies  of  the  State 
of  Arkansas  are  to  have  proper  and  adecpiate 
freedom  and  authority  to  enact  an  adetjuate, 
comprehensive,  and  ecpiitable  legislative  pack- 
age solution  for  the  current  medical  malpractice 
ciisis  in  Arkansas  that  would  be  in  the  Itest  in- 
teiest  of  the  vast  majority  of  health  care  con- 
sumers in  Arkansas,  and 

WHEREAS,  if  the  current  medical  malprac- 
tice crisis  in  Arkansas  is  not  solv'ed  jrromptly  at 
the  state  level,  healtli  care  services  in  Arkansas 
may  soon  deteriorate  to  the  great  detriment  of 
the  vast  majority  of  health  care  constuners  in 
Arkansas,  and  Eederal  legislation  may  lie  re- 
qtiired  to  support  and  try  to  preserve  the  health 
care  delivery  system  in  the  United  States, 

THEREEORE,  BE  IT  HEREBY  RE- 
SOLVED, 

1 HAT  we,  the  physicians  in  the  Washington 
County  Aledical  Society  of  the  State  of  Arkansas, 


do  hereby  affirm  our  support  for  the  passage 
of  Amendment  58  (Aledical  Malpractice  Amend- 
ment) to  the  Constitution  of  the  State  of  Arkan- 
sas in  the  General  Election  on  November  2, 
1976,  as  the  first  step  in  sectiring  the  proper 
solution  to  the  medical  malpractice  crisis  in 
Arkansas. 

THAT  we  believe  that  passage  of  Amendment 
58  is  very  mtich  a “pro-consumer”  amendment 
and  in  the  best  interest  of  the  vast  majority  of 
health  care  constuners  in  the  State  of  Arkansas 
since  it  seeks  to  preserve  the  delivery  of  high 
quality  medical  care  in  Arkansas,  and 

1 HAT  we  urge  the  Council  and  Hotise  of 
Delegates  of  otir  Arkansas  State  Aledical  Society 
to  adopt  a similar  Resohition  at  the  forthcoming 
state  meeting  in  April,  1976,  and 

THAT  we  tirge  that  the  dilemma  of  the 
physicians  and  the  hospitals  in  Arkansas  be  pre- 
sented to  the  general  public  of  Arkansas  in  a 
vigorotis  way  that  is  primarily  based  on  a per- 
sonal one-to-one  approach  between  each  indi- 
vidual physician  and  his  jjatients  and  friends. 
1 his  can  be  done  by  a jjersonal  letter  from  a 
physician  to  his  patients  or  personal  verbal  con- 
tacts as  speeches  to  clubs,  organizations,  or  other 
groiqrs  of  citizens,  or  more  informal  personal 
contacts  to  convince  citizens  that  passage  of 
Amendment  58  is  in  their  own  personal  best 
interest,  and 

1 HAT  we  urge  all  pliysicians  in  Arkansas  be 
strongly  encotiraged  to  participate  in  this  cam- 
paign,  and  that  we  urge  that  fonnal  advertising, 
as  on  television,  radio,  or  through  newspapers 
be  held  to  the  minimum  amount  necessary  for 
success. 

RESOLUTION  FROM  CLARK  COUNTY  MEDICAL 
SOCIETY  REGARDING  THIRD  PARTY  PAYMENTS 

WHEREA.S,  financial  arrangements  between 
the  physician  and  his  patient  have  always  been 
considered  an  integral  part  of  the  doctor-patient 
relationship,  and 

WHEREA.S,  the  doctor- patient  relationship 
has  always  been  a major  factor  in  the  welfare  of 
the  patient,  and 

WHEREAS,  third  party  payments  directly  to 
the  physician  have  eroded  the  doctor-patient  re- 
lationship by  interfering  with  financial  arrange- 
ments between  physicians  and  patients;  now 
THEREEORE,  BE  IT  RESOLVED,  that  the 


18 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Prockkdings 


Past  Presidents  attending  a breakfast  on  Wednesday  uerc  Ben  Salt/inan.  1.  K. 
Townsend.  H.  W I homas,  H.  King  Wade.  Jr..  |oe  Verser.  Jack  Kennedy,  C.  R. 
Ellis,  Stanley  .Applegate,  and  Robert  Watson. 


Members  of  the  Fifty  Year  Club  were  honoied  at  a breakfast  on  Tuesday  morning. 
Present  were  I).  F.  Owens,  1).  B.  Stough.  Eva  F.  Dodge,  Curtis  W.  Jones.  W.  W. 
Chamberlain,  Gaston  Hebert.  R.  H.  Whitehead,  G.  Allen  Robinson,  and  Nlac  McEendon. 


On  behalf  of  the  American  Medical  .Association's  Education  and  Research  Founda- 
tion (AMA-ERF)  President  Fownsemd  presented  a $20,512  grant  to  the  I'niversity  of 
Arkansas  College  of  Medicine  and  expressed  api)rcciation  to  Mrs.  David  Barclay  of  the 
Auxiliary  for  their  work  in  raising  funds  for  .ANI.A-ERF.  Mr.  George  ^Varner.  Assistant 
Dean  for  Administration  at  U.ACM.  accepted  the  grant  for  the  school. 
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Asscxiatc  Execulive  Vice  I’residtiit  Leah  E.  Richmond  responds 
l<>  vote  of  tlie  House  naming  lier  Sweetheart  of  the  House  of 
Delegates.” 


CJlark  County  Medical  Society  request  all  third 
party  payees  to  allow  payments  either  directly  to 
the  jrhysician  or  to  the  patient  as  the  doctor  and 
jratient  agree,  and,  be  it  further  resolved,  that 
this  resolntion  be  presented  to  the  Arkansas 
Afedical  Society  with  the  recommendation  that 
it  lie  passed  and  expedited  by  all  means  con- 
sistent with  the  Constitution  of  the  Arkansas 
Medical  Society  and  as  rapidly  as  possible. 

RESOLUTION  FROM  HOT  SPRING  COUNTY 
MEDICAL  SOCIETY  REGARDING 
THIRD  PARTY  PAYMENTS 

^VHEREAS,  financial  arrangements  between 
the  physician  and  his  patient  has  always  been 
considered  an  integral  part  of  the  doctor-patient 
relationship;  and 

WHEREAS,  the  doctor-patient  relationship 
has  always  lieen  a major  factor  in  the  welfare 
of  the  patient;  and 

'WHEREAS,  third  party  payments  directly  to 
the  physician  have  eroded  the  doctor-patient  re- 
lationship by  interfering  with  financial  arrange- 
ments Itetween  physicians  and  patients;  now 


THEREFORE,  RE  IT  RESOLVED,  THAT 
the  Hot  Spring  Comity  Medical  Society  reejuest 
all  third  party  payees  to  allow  payments  either 
directly  to  the  physician  or  to  tlve  patient  as 
the  doctor  and  the  ]iatient  agree,  and  be  it  fur- 
ther resohed,  that  this  resolution  lie  jiresented 
to  the  .Arkansas  Medical  Society  with  the  recom- 
mendation that  it  be  passed  and  expedited  by 
all  necessary  means  consistent  witli  the  Consti- 
tution of  tlie  Arkansas  Medical  Society  and  as 
rajiidly  as  possilile. 

SUPPLEMENTAL  REPORT  OF  COUNCIL 
C.  C.  Long,  Chairman 

The  Council  of  the  Arkansas  Medical  Society 
met  on  March  14,  1976,  and  transacted  the  fol- 
lowing business: 

1.  Chairman  Long  advised  the  Council  that 
the  proposed  constitutional  amendment  on 
malpractice  has  lieen  designated  Amend- 
ment No.  58  and  that  members  should  begin 
using  that  identification  in  communications 
with  patients. 

2.  Decided  against  participation  in  a hearing 
before  tlie  Conmii.ssioner  of  the  Arkansas 
Dejiartment  of  Social  and  Rehabilitative 
Services  on  the  proposed  implementation  of 
the  Maximum  Allowable  Cost  regulations 
for  drugs  under  the  Metlicaid  Program. 

3.  Decided  against  participation  with  the 
Pharmaceutical  Association  in  a court  test 
of  the  Maximum  Allowable  Cost  regula- 
tions. 

4.  Voted  not  to  pay  Medical  Society  repre- 
sentatives for  attendance  at  meetings  of  the 
Health  Systems  Agencies. 

5.  Approved  participation  in  a Southwestern 
States  Reception  at  the  AM.V  meeting  in 
Dallas  in  June  1976. 

6.  Voted  to  present  a certificate  of  apprecia- 
tion to  Dr.  Alfred  Kahn  for  his  many  years 
of  service  as  editor  of  the  Jonrnal  of  the 
Society.  I'lie  Council  expres,sed  the  hope 
that  Dr.  Kahn  would  continue  in  this  ca- 
pacity for  many  years  to  come. 

7.  Approved  the  annual  report  of  audit  of  the 
Society  records. 

8.  Voted  to  eliminate  the  Student  AMA  Liai- 
son Committee,  Senior  Medical  Day  Com- 
mittee, and  the  Arkansas  State  Advisory 
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Around  the  Convention 


Charles  F.  Wilkins,  Jr.,  of  Russellville  and  C.  C.  Long  of  Fort  Smith  confer  on 
some  of  the  problems  of  the  Society. 


Spencer  .Mbright  of  Fayetteville  solicits  support  for  the  Society’s  campaign  to  get 
.\mendment  58  approved  by  the  voters  in  November. 


G.  Thomas  Jansen,  Pulaski  County  Delegate,  presents  questions  to  the  chief  exccu- 
ti\'e  officer  of  the  Arkansas  Uliu*  Cross-Blue  Shield,  George  K.  Mitchell,  on  the  proposed 
change  in  Blue  Shield  pavmcnts. 
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Mrs.  A.  A.  Little,  Dr.  and  Mrs.  Jim  Lytle,  and  Dr.  and  Mrs.  Henry  Kirby  are  greeted  by  Sharon  Allen  of  Blue  Cross-Blue 
Shield  at  the  Monday  evening  party. 


Committee  to  tlie  Selective  Service  System. 
Voted  to  ujxlate  the  membership  on  the  fol- 
lowing committees: 

Physician-Nnrse  Joint  Practice  Committee 
Committee  on  Constitutional  Revision 
Medical  St  hool  Ciommittee 
Committee  on  Pharmacy 

Requested  the  District  Councilors  to  recom- 
mend changes  in  District  Professional  Rela- 
tions Committee. 

9.  Heard  Congressman  John  Paid  Hammer- 
schmidt  discuss  his  legislative  proposal,  H.R. 
10641,  designetl  to  place  all  of  Arkansas  in 
one  district  for  the  payment  of  Medicare 
and  Medicaid  fees. 

10.  Voted  to  cliange  Leah  Richmond’s  title  to 
Associate  Executive  Vice  President  and  to 
change  John  McIntosh’s  title  to  Assistant 
Executive  Vice  President. 


11.  Voted  to  approve  the  Arkansas  Medical  So- 
ciety Employees’  Pension  I’rust  Plan  with 
the  provision  that  the  waiting  period  for 
eligibility  be  left  to  the  discretion  of  the 
plan  trustees. 

12.  Approved  an  educational  campaign  pro- 
posed by  Mr.  Schaefer  to  convince  the  peo- 
ple of  the  state  that  they  shoidd  siqrport 
Constitutional  Amendment  No.  58,  the  mal- 
practice amendment.  Ehe  plan  is  Itased  on 
a one-to-one  personal  contact  approach.  The 
campaign  is  to  be  conducted  l)y  the  head- 
quarters staff  and  members  of  the  Medical 
Society. 

13.  Ajjproved  a plan  presented  by  Mr.  Schaefer 
that  he  retire  August  1,  1976,  as  Executive 
Vice  President  of  the  Society.  Included  in 
the  plan  was  the  employment  of  Dr.  C.  C. 
Long  as  Executive  Vice  President  to  replace 
Mr.  Schaefer. 
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FINAL  SESSION 

HOUSE  OF  DELEGATES 


Wednesday,  April  28,  1976 

Speaker  of  the  House  Amail  (Ihiuly  called  the 
House  lo  order  at  10:00  A.M.  on  \Vednesday, 
Ajtril  28,  1970.  Invocation  was  by  Ken  Lilly. 

The  Executive  Vice  Presidetit,  Mr.  Schaefer, 
called  the  roll  of  nieinlters.  The  following  dele- 
gates, officers,  ;nid  members  seated  as  delegates 
by  action  of  the  blouse  were  present: 

ARKANSAS,  R.  H.  ^Vhitehead;  ASHLEY, 
Donakl  L.  Toon;  BAXTER,  John  E.  Guenthner; 
BOONE,  Joe  Bill  AVilson;  BRADLEY,  George 
E.  bV''ynne;  CHICOT,  Charles  D.  Blackmon; 
CLARK,  R.  Jerry  Mann;  CLEBURNE,  William 
M.  \Vells;  CRAIGHEAD-POINSETT,  James 
W.  Sanders,  Prank  James,  Joe  Verser,  Clarence 
Gossett;  CRAWFORD,  Millard  C.  Edds;  CRIT- 
TENDEN, Milton  Deneke;  FAULKNER,  J.  J. 
Magie;  GARLAND,  Robert  L.  Hill,  E.  K. 
Clardy,  Robert  L.  Lewis;  GRANT,  Curtis  B. 
Clark;  GREENE-CLAY,  A.  J.  Baker,  HEMP- 
STEAD, Jim  McKenzie;  HOd’  SPRING,  Robert 
H.  White;  INDEPENDENCE,  J.  E.  Lytle;  JEF- 
FERSON, Banks  Blackwell,  T.  E.  Townsend, 
George  V.  Roberson;  JOHNSON,  Boyce  W. 
West;  LEE,  Dwight  W.  Gray;  MISSISSIPPI,  M. 
J.  Osborne;  MONROE,  N.  C.  David,  Jr.;  NE- 
VADA, H.  Blake  Crow;  POIT,  David  Fried; 
POPE,  James  M.  Kolb;  PULASKI,  Edgar 
Easley,  Raymond  Biondo,  J.  B.  Cross,  James 
Weber,  ^V^illiam  Jones,  Paul  Cornell,  Fred  Kit- 
tler,  J.  Mayne  Parker,  William  G.  Reese, 
George  K.  Mitchell,  ^V.  Ray  Jonett,  Ben  N. 
Saltzman,  Robert  Wat.son,  Rolrert  Valentine, 
Purcell  Smith,  G.  Thomas  Jansen;  SEBASTIAN, 
Robert  Hughes,  Ken  Lilly,  Kemal  Kutait,  Carl 
L.  'Williams,  A.  C.  Bradford;  ST.  FRANCIS, 
David  L.  Lockhart;  UNION,  George  Warren; 
\\b\SHINGTON,  Joe  Parker,  Stanley  Apple- 
gate,  John  Vitizant;  COUNCILORS,  Eldon 
Fairley,  John  B.  Kirkley,  Paul  Gray,  John  Bell, 
L.  J.  P.  Bell,  Fred  C.  Inman,  Raymond  Irwin, 
John  Burge,  J.  B.  Jameson,  John  H.  Moore,  A. 
E.  Andrews,  C.  Lynn  Harris,  Robert  McCrary, 
Curtis  B.  Clark,  W.  Payton  Kolb,  William  S. 
On',  Jr.,  Henry  V.  Kirby,  C.  C.  Long,  Kemal 
Kutait;  PRESIDENT,  A.  S.  Koenig,  Jr.;  FIRST 


\'ICE  PRESIDENT,  Asa  Crow;  SPEAKER, 
Amail  Chudy;  VICE  SPEAKER,  Charles  F. 
AV'ilkitis,  Jr.;  SECRETARY,  Elvin  Shuffield: 
I'REASURER,  Kenneth  R.  Duzati;  PASd 
PRESIDEN  TS,  Joe  Verser,  C.  R.  Ellis,  H.  W. 
1 homas,  Ross  Fowler,  John  P.  Wood,  Ben  N. 
Saltzman,  and  d’.  E.  d’ownsend. 

Speaker  Chndy  called  for  the  report  of  the 
Nominating  Committee.  The  following  report 
was  presented  by  Ken  Lilly,  Committee  Cihair- 
man: 

REPORT  OF  THE  NOMINATING  COMMITTEE 

For  President-elect:  bV.  Payton  Kolb,  Little 
Rock:  C.  Randolplt  Ellis,  Malvern 

For  First  Vice  President:  Mahlon  O.  Maris, 
Harrison 

For  Second  Vice  President:  Boyce  W.  West, 
Clarks\  ille 

For  d'hird  Vice  President:  John  M.  Hestir, 
DeWiit 

For  Lreasurer:  Kenneth  R.  Duzan,  El  Dorado 
For  .Secretary:  Elvin  Shuffield,  Little  Rock 
For  Speaker,  House  of  Delegates:  Amail 
Chudy,  Nortii  Idttle  Rock 

For  Vice  Speaker,  House  of  Delegates:  Asa  A. 
Crow,  Paragon  Id 
For  Councilors: 

First  District:  John  B.  Kirkley,  Jonesltoro 
.Secotid  District:  John  E.  Bell,  Searcy 
Third  District:  L.  J.  P.  Bell,  Helena 
Fourtli  District:  John  P.  Burge,  Lake  Village 
Fifth  District:  J.  B.  Jameson,  Camden 
Sixth  District:  C.  I.ynn  Harris,  Hope 
Seventh  District:  Robert  F.  McCrary,  blot 
Springs 

Eighth  District  (two-year  term):  William  S.  Orr, 
Jr.,  Little  Rock;  (one-year  term):  \V.  Ray 
Jouctt,  Little  Rock 

Ninth  District:  Rhys  A.  Williams,  Harrison 
Tenth  District  (two-year  term):  Kemal  Kittait, 
Foi  t Smith;  (one-year  term):  Charles  E.  ^Vdlk- 
ins,  Jr.,  Russelhille 

For  Delegate  to  the  American  Medical  As.socia- 
tion  (January  1,  1977  - Decendter  31,  1978):  Joe 
Verser,  Hariisburg 

Alternate  Delegate  to  the  American  Medical 
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Association  (January  1,  1977  - December  81, 
1978):  A.  E.  Andrews.  Texarkana 

With  Vice  Speaker  Wilkins  presiding,  the 
House  accepted  the  Report  of  the  Nominating 
Committee  as  presented. 

C.  R.  Ellis  recpiested  that  his  name  be  re- 
moved from  the  proposed  slate  of  officers.  There 
Acere  no  nominations  from  the  floor  and  the 
House  elected  by  acclamatioti  the  slate  of  officers 
as  proposed  by  the  nominating  committee,  as 
amended  to  delete  the  name  of  Dr.  Ellis  as  a 
candidate  for  president-elect. 

Speaker  Chudy  requested  that  the  eighth  dis- 
trict councilors,  AVilliam  S.  Orr  and  TV.  Rav 
Jouett,  escort  the  new  president-elect  to  the 
rostrum.  W.  Payton  Kolb  thanked  the  members 
ol  the  House  for  the  hotior  bestow’ed  upon  him. 
He  pledged  his  full  support  to  President  Koenig 
and  the  other  officers  during  the  coming  year. 

The  report  of  Reference  Ciommittee  No.  1 Avas 
presented  by  Chairman  Raymond  IiAvin. 

REFERENCE  COMMITTEE  No.  7 
Raymond  Irwin,  Chairman 

Reference  Committee  No.  1 composed  of  Ray- 
mond A.  liAvin,  Chairman,  John  E.  Bell,  John 
B.  Kirkley  and  J.  B.  Jameson  met  Sunday  after- 
noon, April  25,  197b.  1 he  lolloAving  committee 
reports  Avere  considered: 

1.  Cuynrnitiee  on  Public  Health  — The  report 
of  the  committee  Avas  receised  and  approved. 
1)]-.  Ben  Saltzman,  chairman  of  the  committee, 
Avas  present  and  reported  on  the  meeting  in 
Ai  izona.  He  also  announced  that  the  Arkansas 
State  Conference  on  Rural  Health  will  be  held 
ki  iday,  May  28th,  at  the  Camelot  Inn  in  Little 
Rock. 

Wr.  Speaker,  the  Reference  Committee  recom- 
mends that  this  report  be  accepted,  and  I so 
move. 

2.  Committee  on  Mental  Health  — The  report 
Avas  reA'iewed  and  several  j^eople  sjjoke  relative 
to  the  matters  discussed  in  this  report.  The  com- 
mittee Avould  like  to  call  attention  to  the  recom- 
mendations matle  in  this  report  and  urge  folloAv- 
up  by  the  Medical  Society  on  recommendations 
made.  Mr.  Speaker,  I move  that  this  report  be 
accepted. 

(This  portion  of  the  report  Avas  approved  by 
the  House  as  presented.) 


3.  Physician-Nurse  Joint  Practice  Committee 
- The  rejAort  Avas  revieAved.  Dr.  Robert  Watson, 
chairman  of  the  committee,  Avas  present  and 
spoke  to  the  group  relative  to  the  problems  en- 
countered by  his  committee.  He  reports  im- 
jrroved  relations  in  that  the  nurses  Avant  to  join 
Avith  the  doctors  to  render  better  care  for  the 
patient  and  not  compete  as  individual  nurse 
practitioners.  Dr.  Watson  suggested  that  each 
councilor  district  establish  a nurse-]>hysician 
committee  Avhere  free  exchange  of  information 
and  attitudes  can  occur. 

Mr.  Speaker,  the  Reference  Committee  recom- 
mends that  this  report  be  accepted  and  I so 
move. 

Elpon  the  motion  of  ^Vatson  and  Ellis,  the 
House  voted  to  amend  the  Reference  Committee 
Report  by  deletion  of  a portion  of  the  third  sen- 
tence. I he  Hoirse  later  moved  to  reconsider  this 
Item  and,  upon  the  motion  of  Purcell  Smith  and 
W illiam  Reese,  approAed  the  followdng  revision 
in  Item  3,  Physician-Nurse  Joint  Practice  Com- 
mittee. “ Ehe  report  Avas  revierved.  Dr.  Robert 
AVatson,  chairman  of  the  committee,  was  present 
and  spoke  to  the  group  relatiAe  to  the  problems 
encountered  by  his  committee.  He  reports  that 
the  nurses  Avant  to  join  Avith  the  doctors  in  con- 
tinuing to  render  better  care  for  the  patient.  Dr. 
Whitson  suggested  that  each  councilor  district 
establish  a nunse-physician  committee  where  free 
exchange  of  information  and  attitudes  can 
occur.” 

4.  Student  AMA  lAaison  Committee  — Uhe. 
Committee  revierved  the  rejjort  and  noted  that 
there  are  tAvo  distinct  ideas  embodied  in  this. 
The  first  recommendation  to  better  acquaint 
students  at  the  IhiiAersity  of  Arkansas  College 
of  Medicine  Asith  the  workings  of  the  Arkansas 
Medical  Society  is  to  be  carried  out. 

I he  second  item  in  this  report  deals  wdth  the 
students  attempts  to  alter  the  requirement  of 
taking  the  Healing  Arts  examination.  Mr.  Steven 
Snow,  representing  the  Junior  Class  of  the  Col- 
lege of  Medicine,  spoke  on  the  subject  as  did 
Dr.  \'erser  and  others  jnesent. 

The  Committee  recommends  that  this  report 
be  accepted  as  published  and,  Mr.  Speaker,  I so 
move. 

5.  Report  of  the  Council  — The  Committee 
reA’ieAved  the  report  of  the  Council  as  printed 
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Kighth  District  C^ouiuilois  William  S.  Oir,  Jr.,  and  W.  Ray  Joiictt  escoit  W. 
Pavton  Kolb  to  the  rostrum  after  his  election  to  the  position  of  president-elect  of  the 
Society. 


President  A.  S.  Koenig  expresses  the  thanks  of  the  .Society  to  C.  C.  Long  for  his 
\ears  of  service  on  the  Council  of  the  Arkansas  Medical  Society  and  as  Chairman  of 
the  Council  for  the  last  seven  years.  On  August  1,  Dr.  Long  becomes  the  Executive 
Vice  President  of  the  Society. 


J.  P.  Price  of  Monticello.  Cliairman  of  ilie  Board  of  Trustees  of  Arkansas  Blue 
Cross-Blue  Shield,  Mrs.  Price.  Paul  C.  Schaefer,  retiring  Executive  Vice  President  of 
the  Arkansas  Medical  Society.  Mrs.  Schaefer.  Mrs.  Mitchell,  and  George  K.  Mitchell. 
President  and  Chief  Executive  Officer  of  BC-BS,  at  the  cocktail  party  hosted  by 
BC-BS  on  Monday  evening  of  the  convention. 
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in  the  Marcli  Journal  and  recommends  lliat  the 
report  he  accejited  as  pulilished. 

rite  Committee  also  reviewed  the  supple- 
mental report  ol  the  Council  as  presented  Sun- 
day and  discussion  centered  around  Item  13  of 
the  supplemental  report.  Several  members  pres- 
ent spoke  to  the  idea  that  it  would  have  been 
preleralile  to  estalilish  a search  committee  to  find 
a rejdacement  for  Mr.  Schaefer  as  executive  vice 
president.  Each  speaker  mentioned  that  their 
objection  was  not  based  on  the  persons  involved 
but  on  the  method  employed  in  selecting  an 
executive  vice  president. 

Mr.  Speaker,  in  view  of  the  unicpie  situation 
■which  exists  here,  the  Relerence  Committee 
recommends  that  the  action  of  the  Council  be 
ajrjrroved,  and  I so  move. 

d he  Reference  Committee  also  reviewed  the 
following  reports: 

.Medicaid  Ihiderutilization  Committee 
Private  Insurance  Review  Committee 
I emit  Councilor  District  Professional  Rela- 
tions Committee 

Sixth  District  Councilor  (.\.  E.  Andrews) 
Seventh  District  Councilor  (Robert  E.  Mc- 
Crary) 

Eighth  District  Councilor  (\V.  Payton  Kolb) 
I'enth  District  Councilors 
Executive  Vice  President 
.Arkansas  Regional  .Medical  Program 
.Arkansas  State  .Arbitration  Committee 
Mr.  Speaker,  the  Reference  Committee  recom- 
mends that  the  altove  reports  be  accejited  as 
amended,  and  I so  move. 

'1  he  Reference  Committee  would  like  to  thank 
those  who  apjteared  before  the  Committee  and 
s])oke  on  these  rejxjrts. 

Mr.  Speaker,  this  concludes  our  re|>ort.  We 
recommend  its  adoption  and  ajrproval. 

The  House  approved  the  report  as  presented, 
with  amendment. 

Speaker  Chudy  called  on  W.  Payton  Kolb  for 
the  report  of  Reference  Committee  No.  2. 

REFERENCE  COMMITTEE  No.  2 
W.  Payton  Kolb,  Chairman 

Mr.  Speaker  and  members  of  the  House  of 
Delegates,  your  Reference  Committee  No.  Two 
gave  careful  consideration  to  the  items  referred 
to  it  and  makes  the  following  report: 

Committee  on  Medicine  and  Religion,  C.  R. 
Ellis,  Chairman. 


Committee  on  Arrangements  for  Annual  Ses- 
sion, Asa  Crow,  Chairman. 

Report  from  Second  District  Councilors,  Paul 
Gray  and  John  E.  Bell. 

Report  from  Eifth  District  Councilor,  J.  B. 
Jameson. 

Budget  Committee,  H.  W.  I’homas,  Chairman. 

Report  of  the  State  Department  of  Health, 
Rex  Ramsay,  Director. 

Sidj-Committee  on  Liaison  with  A^ocational 
Rehabilitation,  John  P.  AVood,  Chairman. 

Mr.  Speaker,  your  Reference  Committee  rec- 
ommends the  adoption  of  the  above  reports  as 
written. 

'Ehe  House  voted  approval  of  this  portion  of 
the  report  as  presented. 

Legislative  Committee  Report,  Elvin  Shuf- 
ficld.  Chairman. 

This  Reference  Committee  joins  with  the 
other  components  of  this  Society  to  thank  Dr. 
Shuffield  and  Mi’.  Warren  again  for  the  work 
they  have  done  in  the  legislative  arena.  In  the 
fourth  paragraph,  the  report  lists  the  health  pro- 
fessionals that  tvill  be  affected  by  the  proposed 
Constitutional  .Amendment  58.  Inadvertently, 
the  “nurse  anesthetists’’  were  omitted  and  should 
be  included. 

Mr.  Speaker,  your  Reference  Committee  rec- 
ommends the  amending  of  this  report  to  add 
the  words  “nurse  anesthestists’’  to  the  next  to 
the  last  sentence  in  the  lourth  paragraph  and 
then  adoption  of  the  full  report. 

Ehe  House  approvetl  this  portion  of  the  re- 
jjort  as  presented. 

Resolutions  from  the  Clark  and  Hot  Spring 
County  Medical  Societies  and  paragraph  6 of 
the  Report  of  tlie  Council  of  December  14,  1975. 

Ehese  resolutions  and  Council  action  are 
identical  in  content;  consecpiently,  they  were 
considered  simultaneously.  4'here  was  much  dis- 
cussion in  the  Reference  Committee  hearing 
concerning  this  matter  and  there  was  no  opposi- 
tion to  the  proposed  action.  It  is  recognized 
that  methods  of  implementation  will  have  to 
be  developed  and  adjusted  as  the  need  arises, 
dependent  on  legislative  developments,  guide- 
lines and  changes  in  guidelines.  .As  a result  of 
this,  implementation  will  have  to  be  worked  out 
in  the  framework  of  the  administration  of  the 
Arkansas  Medical  Society. 

Mr.  Speaker,  your  Reference  Committee  rec- 
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omiueiuls  ihc  adoption  ol  the  above  named  leso- 
lutions  and  Comuil  action. 

riie  House  voted  approval  ol  this  portion  ot 
the  report  as  presented. 

Committee  on  Medical  Education,  Lee  B. 
Parker,  ]r.,  Chairman. 

Constittitional  Revision  Committee,  Lee  B. 
Parker,  Jr.,  Chairman. 

rite  reports  of  these  two  committees  were  con- 
sidered togetlier  as  the  only  item  reported  by 
the  Constittitional  Revision  Committee  involved 
the  recommendation  from  the  Committee  on 
Medical  Edtication.  d his  latter  committee  has 
one  specific  recommendation.  The  recommenda- 
tion is  as  follows:  “Committee  approved  that  a 
recpiest  be  made  to  tlie  Council  to  develop  and 
institute  a rec|tnrement  that  a physician  member 
of  the  Arkansas  Medical  Society  participate  in 
continuing  medical  education  programs  to  the 
extent  of  con  tin  tied  receipt  of  the  American 
Medical  A.ssociation  Physician’s  Recognition 
.\ward  or  maintain  membership  in  the  Academy 
of  Eamily  Physicians  in  order  to  retain  member- 
ship  in  the  Arkansas  Medical  Society.” 

After  disetrssion  in  the  Reference  Committee 
hearing,  in  which  no  opposition  was  expressed, 
it  was  felt  ajiproval  of  the  House  of  Delegates 
wotdd  give  ftill  authority  to  the  Constittitional 
Revision  Committee  to  prepare  the  proper 
amendment  to  implement  the  above  recommen- 
dation. 

After  considerable  discussion  on  the  intent  of 
the  reference  to  the  criteria  of  the  AMA  and  the 
Academy  of  Eamily  Physicians  and  upon  the 
motion  of  Long,  the  House  voted  to  amend  the 
recommendation  so  that  it  would  read  as  fol- 
lows: “Committee  approved  a request  be  made 
to  the  Cotincil  to  develop  and  instittite  a re([tiire- 
ment  that  a physician  member  of  the  Arkansas 
Medical  Society  jrarticipate  in  continuing  edtica- 
tion in  order  to  retain  memliership  in  the  Ar- 
kansas Afedical  Society.”  This  portion  of  the 
report  was  ajijrroved  by  the  Hon.se  with  this 
amendment. 

Mr.  Speaker,  yotir  Reference  Committee  rec- 
ommends the  adoption  of  the  above  committee 
reports,  as  tnnended. 

Mr.  Speaker,  this  concludes  the  report  of  yonr 
Reference  Committee  Number  Two.  We  wish 
to  thank  those  who  appeared  before  this  Refer- 


ence Committee,  and  those  members  of  tlie  staff 
who  .assisted  ns. 

1 he  Report  of  Relerence  fiommittee  Number 
I’wo,  as  amended,  was  approved  by  the  House. 

Speaker  Clitidy  called  on  Kemal  Kntait  for 
the  report  of  Reference  Committee  No.  3. 

REFERENCE  COMMITTEE  No.  3 
Kemal  Kufait,  Chairman 

Reference  Committee  No.  3 met  on  Stinday 
afternoon,  A[)ril  25,  1976.  All  members  of  the 
committee  were  present,  which  inclnded  John 
P.  Burge,  Allie  E.  Andrews  and  Kemal  Kntait. 

Elie  reports  considered  Ijy  this  Committee 
were  as  follows: 

Committee  on  Hospitals,  Art  B.  Martin,  Chair- 
man. 

Committee  on  Ptiblic  Relations,  Ray  Jotiett, 
Chairman. 

Committee  on  Insnratice,  Banks  Blackwell, 
Chairman. 

Medical  Services  Review  Committee,  Charles 
E.  Whikins,  Jr.,  Chairman. 

Seventh  Cotincilor  District  Professional  Rela- 
tions Committee,  C.  F.  Peters,  Chairman. 

Eighth  Cotincilor  District  Profe.ssional  Rela- 
tions Committee,  Richard  Logne,  Chairman. 

Ninth  Councilor  District  Professional  Rela- 
tions Committee,  Ross  Fowler,  Chairman. 

Fifth  District  Councilor,  John  H.  Afoore. 

Sixth  District  Councilor,  C.  Lynn  Harris. 

Report  of  the  AAfA  Delegate,  Purcell  Smith, 
.|i-- 

Report  of  Arkansas  State  Afedical  Board,  Joe 
Veiser,  Secretary. 

Afetlical  Pidneation  Fotmdation  for  Arkansas, 
Robert  AVatson,  President. 

Washington  Cotmty  Re.sohition  to  affirm  sn[>- 
port  for  Ameiulment  58. 

Bine  Cross-Bine  Shield's  New  Bine  Shield 
Program. 

Ehe  Committee  on  Hospitals’  rejxirt  was  pre- 
.sented  and  accepted  without  change  and  I .so 
move. 

The  Committee  on  Public  Relations’  rejxrrt 
was  read  and  accepted  without  change  and  I so 
move. 

d’he  Committee  on  Insurance  rejxirt  was  read 
and  accepted  without  change  with  comment 
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The  Council  Reception  on  Sunday  Evening 


Members  of  the  Exemtive  Committee  and  their  wives  and  guests  of  honor  Mr.  and 
Mrs.  Paul  Schaefer  received  guests  at  the  reeeption  on  Sunday  evening.  (Left  to  right) 
Dr.  Elvin  Shuffield,  Mrs.  Shuffield,  Mrs.  Long,  Dr.  C.  C.  Long,  Mrs.  Townsend,  Dr. 
T.  E.  lownsend,  Mrs.  Schaefer,  and  Paul  Schaefer. 


Mr.  and  Mrs.  .Schaefer  visit  with  Dr.  and  Mrs.  Frank  M.  Burton. 
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The  Council  Reception  on  Sunday  Evening 


Dr.  and  Mrs.  Ben  Saltzman  airi\c  for  the  reception  honoring  Paul  C.  Schaefer 
who  has  served  the  Society  for  25  years. 


Among  those  attending  the  Sunday  evening  reception  was  Mrs.  Louis  K.  Hundley, 
whose  husband  was  Chairman  of  the  Council  of  the  .Seniety  when  Mr.  Schaefer  was 
hired  as  its  executive. 


President-elect  A.  S.  Koenig  greets  Asa  Crow  of  Paragould,  who  served  as  chairman 
of  ilie  convention  program  committee. 
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from  tlie  committee  that  we  would  solicit  com- 
ments regarding  the  malpractice  dilemma  when 
we  discussed  the  Washington  County  Resolution, 
d he  report  was  accepted  and  approved  and  1 
so  move. 

Mcxlical  Services  Review  Committee  report 
was  read  and  acceptetl  without  change.  The 
Committee  wishes  to  tliank  tlie  MSRC  Commit- 
tee members  and  their  chairman,  Dr.  Charles 
Wilkins,  for  an  outstanding  job  in  representing 
the  Medical  Society  in  resolving  the  problems 
brought  before  it.  The  Committee  recommends 
aj)proval  of  the  report  and  f so  move. 

The  Seventh  Councilor  District  Professional 
Relations  Committee  report  was  accepted  and 
approved  and  I so  move. 

The  Eighth  Councilor  District  Professional 
Relations  Committee  report  was  accepted  and 
approved  and  I so  move. 

The  Ninth  Councilor  District  Professional 
Relations  Committee  report  w'as  accepted  and 
approved  and  I so  move. 

'f'he  Fifth  District  Councilor  report  was  read 
and  accejtted  and  1 so  move. 

d’he  Sixth  District  Councilor  report  by  Dr. 
f.ynn  Harris,  Councilor,  was  accepted  and  ap- 
pi'oved  and  1 so  move. 

'I'he  report  of  the  AMA  Delegate  was  read  and 
accepted  and  I so  move. 

'I'he  report  of  the  Arkansas  State  Medical 
Hoard  was  presented  and  no  discussion  was  forth- 
coming from  the  group  in  attendance.  However, 
the  committee  members  felt  that  the  House  of 
Delegates  should  have  read  to  it  the  following 
paragraph:  “The  Hoard  approved  a motion  to 
have  the  attorney  for  the  Hoard  prepare  legisla- 
tion to  be  introduced  at  the  1977  Legislature 
which  would  permit  the  Hoard  to  recpiire  man- 
datory continued  education  in  order  for  pjiysi- 
cians  to  be  recertified  for  licensure,  d he  Board 
would  have  the  jurisdiction  to  set  the  type  of 
continued  education  and  jiostgraduate  training 
recpiired.” 

'Fhe  Reference  Committee  members  do  not 
take  issue  with  this  but  felt  it  should  be  spe- 
cifically brought  out  for  consideration  and  pos- 
sible discussion  by  the  House  of  Delegates  prior 
to  apj>roval.  We  do  recommend  approval  of 
this  report  as  contained  in  the  journal,  and  I 
so  move. 


'l  l! is  portion  of  the  report  was  approved  by 
the  House  as  presented,  with  correction  of  the 
name  of  the  Sixth  District  Councilor. 

C.  R.  Ellis  later  moved  for  reconsideration  of 
this  item  but  the  motion  failed  for  lack  of  a 
second. 

Medical  Education  Foundation  for  Arkansas  — 
The  report  was  read  as  contained  in  the  Journal 
and  accepted  without  controversy  or  modifica- 
tion. The  Reference  Committee  feels  that  Dr. 
Watson  has  done  an  outstanding  job  in  behalf 
of  the  .Society  with  the  Medical  Foundation  for 
Arkansas.  He  has  earned  and  deserves  our  pro- 
found tltanks  and  appreciation.  Dr.  Watson,  we 
do  appreciate  you.  We  recommend  approval  of 
the  report  as  contained  in  the  Journal,  and  I 
so  move. 

The  House  approved  this  portion  of  the  re- 
port and  gave  Dr.  Watson  a standing  ovation. 

Resolution  to  Affirm  Support  for  Amendment 
58  (Medical  Malpractice  Amendment)  to  the  Ar- 
kansas State  Constitution  by  Washington  County 
Medical  Society  — The  resolution  was  presented 
to  the  physicians  in  attendance  and  with  sur- 
prisingly little  clisctission  was  endorsed  unani- 
mously by  the  physicians  present.  The  Reference 
Committee  recommends  that  we  edit  the  resolti- 
tion  as  presented  by  sulistituting  the  words  “Ar- 
kansas Medical  Society”  for  “Washington  County 
Medical  Society”  and  delete  the  words  “That  we 
urge  the  Council  and  House  of  Delegates  of  our 
Arkansas  State  Medical  Society  to  adopt  a similar 
Re.solution  at  the  forthcoming  State  Meeting  in 
April  1976”  where  found  in  the  resolution  and 
endorse  the  resolution  without  further  change, 
and  I so  move. 

After  clarification  that  the  recommendation 
of  tlie  Reference  Committee  was  to  change  the 
resolution  from  a resolution  of  the  Washington 
County  Medical  Society  to  a resolution  of  the 
Arkansas  Medical  Society,  the  House  approved 
this  portion  of  the  Reference  Committee  report. 

Proposed  Blue  Cross-Blue  Shield  New'  Blue 
Shield  Program  — 'Lite  Reference  Committee  was 
provided  an  inclepth  presentation  of  the  concept 
of  the  new'  Hltie  Sliield  program  by  George 
Mitchell.  There  w'as  lively  discussion  and  many 
(juestions  from  the  full  house  of  physicians  pres- 
ent at  tliis  presentation.  Dr.  Mitcliell  asked  for 
endor.sement  of  the  concept  but  did,  in  fact, 
answ'er  specific  and  detailed  cpiestions  w'ithin 
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the  time  limit  allowed  hy  the  Relereitee  Com- 
mittee. The  f>i()ii|)  was  polled  initially  hy  voice 
vote  and,  suhsecinently,  hy  show  ol  hands  to  in- 
dicate their  views  on  this  program.  Five  physi- 
cians were  opposed  to  the  new  program  and  the 
overwhelming  majority  were  in  lavor  ol  the  pro- 
gram as  ])re.sentecl  hy  Dr.  Mitchell.  I woidcl 
like  to  read  the  program  outline  to  yon: 

New  Blue  Shield  Program 

1.  listahlish  new  procedure  codes  — Replace 
•l-cligit  procedure  code  section  of  physicians  man- 
ual with  5-cligit  procedure  code  section  pat- 
terned after  the  A.\f.\  Current  Procedural  rerm- 
inology  (CPT). 

2.  Puhlish  fee  .schedule  — Estahlish  maximum 
fee  schedule  to  replace  UCR  for  each  field  of 
practice  on  a statewide  basis  with  dollar  limits 
heing  listed  with  each  5-cligit  procedure  code 
and  nomenclature. 

3.  Ujxlate  fee  schedule  — Review  annually 
and  update  using  a reasonahle  index,  e.g.,  “All 
services”  comjxrnent  of  consumer  price  index. 

4.  Peer  Review  — Access  to  Medical  .Services 
Review  Committee  hy  physicians  or  Plan  to  re- 
view utilization  and  charges  in  unusual  situa- 
tions. 

5.  Amend  Participating  Agreements  — Physi- 
cian agrees  to  hill  his  usual  charge  made  to  all 
patients  on  fonns  provided  hy  the  Plan  and 
agrees  to  accept  an  amount  not  to  exceed  the 
puhlished  fee  schedule  as  jtayment  in  full  for 
covered  services  (except  for  any  applicable  de- 
ductibles and  co-insurance). 

In  unusual  situations,  either  the  physician  or 
the  Plan  may  obtain  access  to  peer  review.  Both 
the  physician  and  the  Plan  agree  to  accept  the 
recommendation  of  the  recognized  peer  review 
body  of  the  Arkansas  Medical  .Society  as  bind- 
ing on  both  parties. 

4 he  choice  to  particijxite  is  an  individual  de- 
cision after  the  physician  has  reviewed  the  final 
program  details  and  the  published  fee  schedide. 

4'he  Committee  endorses  the  new  program  in 
concept  and  recommends  to  the  House  of  Dele- 
gates that  they  also  endorse  it  in  concept,  and 
I so  move. 

Dr.  Jansen  requested  clarification  of  some 
points  of  the  proposed  program  from  Dr.  Mitch- 
ell and  there  was  a great  deal  of  discussion  re- 
garding the  proposal.  On  call  for  the  cpiestion. 


the  recommendation  of  the  Reference  Commit- 
tee was  lepeated  and  a standing  vote  was  taken. 
4'here  were  Ih  votes  against  approving  the  rec- 
ommendation of  the  Reference  Committee. 
I'here  was  majority  approval. 

Mr.  Chairman,  that  concludes  the  rejx)i  t of 
Reference  Committee  No.  3 and  I move  adop- 
tion of  the  entire  report  as  corrected.  I would 
like  to  thank  Dr.  Andrews  and  Dr.  Burge  for 
their  wisdom  and  patience  in  the  Committee's 
deliberations. 

The  entire  report  was  approved  by  the  House 
as  corrected. 

■Speaker  Chudy  thanked  members  ol  the  Refer- 
ence Committees  for  their  work. 

I he  report  of  the  Council  covering  meetings 
held  during  the  convention  was  recpiested.  Presi- 
dent Koenig  recpiested  the  floor  prior  to  pre- 
sentation of  the  Council  Report.  He  called  the 
attention  of  the  House  to  the  fact  that  C.  C. 
Long  would  be  presenting  his  last  report  as 
Chairman  of  the  Council.  He  commended  Dr. 
Long  for  his  years  of  service  on  the  Executive 
Committee,  pointing  out  that  the  Chairman 
normally  serves  for  several  years  and  provides 
continuity  in  the  committee.  The  House  gave 
Dr.  Long  a standing  ovation  as  expression  of 
thanks  for  his  service  as  Chairman  of  the 
Council. 

REPORT  OF  THE  COUNCIL 
C.  C.  Long,  Chairman 

I’he  Council  met  on  .Sunday,  April  25,  and 
transacted  the  following  business: 

1.  Appointed  the  following  Ad  Hoc  Committee 
to  give  guidance  to  and  assist  in  the  imple- 
mentation of  the  Amendment  5(S  campaign 
to  improve  the  malpractice  situation  in 
.\rkansas: 

A.  S.  Koenig,  Jr.,  922  Lexington,  Eort  Smith 
72901,  Chairman 

Spencer  1).  Albright,  111,  1925  Green  Acres 
Road,  Fayetteville  72701 
A.  E.  Andrews,  Post  Office  Box  689,  Fex- 
arkana  75501 

Stanley  Applegate,  220  Meadow  .\venue, 
Springdale  72761 

John  E.  Bell,  1 100  4Vest  Pleasure,  .Searcy 
72143 

AVhlliam  W.  Biggs,  Helena  Hospital,  Helena 
72342 
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Raymond  V.  Biondo,  Post  Office  Box  921, 
North  Little  Rock  72115 
Banks  Blackwell,  1400  West  43rd,  Pine  Bluff 
71601 

Curry  B.  Bradliurn,  Jr.,  200  Doctors  Park 
Building,  Little  Rock  72205 
Jolin  P.  Burge,  Lake  Village  Clinic,  Lake 
Village  71653 

Paid  J.  Cornell,  500  South  University,  Little 
Rock  72205 

Asa  A.  Crow,  # 1 Medical  Drive,  Paragould 
72450 

AVayne  Elliott,  443  4\"est  Oak,  El  Dorado 
71730 

Paid  Gray,  Post  Office  Box  82,  Batesville 
72501 

4V.  Payton  Roll),  230  Medical  Towers  Build- 
ing, Little  Rock  72205 
Ren  Lilly,  1120  Lexington,  Fort  Smith  72901 
4Villiani  G.  Lockhart,  1500  Dodson,  Fort 
Smith  72901 

Mahlon  O.  Maris,  Post  Office  Box  759, 
Harrison  72601 

Richard  Pearson,  1105  West  Chestnut, 
Rogers  72756 

'William  P.  Phillips,  Post  Office  Box  3507, 
Fort  Smith  72901 

Glenn  P.  Schoettle,  308  South  Rhodes,  West 
Memphis  72301 

Elvin  Shuffield,  110  Doctors  Park  Building, 
Little  Rock  72205 

Sebastian  A.  Spades,  421  Southwest  Third, 
Walnut  Ridge  72476 

D.  L.  Toon,  310  North  Alabama,  Crossett 
71635 

T.  E.  Townsend,  1420  West  43rd,  Pine  Bluff 
71601 

Boyce  West,  Post  Office  Box  220,  Clarksville 
72830 

AVayne  W.  Workman,  527  North  Sixth, 
Blytheville  72315 

2.  Approved  dues  exemptions  reipiested  by  the 
county  medical  societies. 

Life  Membership 

Gaston  A.  Hebert 
William  Decker  Smith 

Retirement 

Robert  L.  Casebeer,  Benton  County 
Caldeen  D.  Gunter,  Benton  County 
James  C.  Barnett,  Cleburne  County 


Joseph  H.  Downs,  Faulkner  County 
Miles  F.  Relly,  Grant  County 
Alfred  H.  Hathcock,  Indejaendence  County 
Jabez  F.  Jackson,  Sr.,  Jackson  County 
Allen  R.  Russell,  Jefferson  County 
Albert  B.  Dickey,  Lawrence  County 
Martin  F.  Heidgen,  Pope  County 
Roy  I.  Millard,  Pope  County 
William  L.  McNamara,  Pope  County 
Charles  C.  Ault,  Pulaski  County 
Eaton  W.  Bennett,  Pulaski  County 
Rupert  M.  Blakely,  Pula.ski  County 
Martha  M.  Brown,  Pulaski  County 
Lucas  Byrd,  Pulaski  County 
Alan  G.  Cazort,  Pulaski  County 
Eva  F.  Dodge,  Pulaski  County 
Ruth  H.  Junkin,  Pulaski  County 
Mason  G.  Lawson,  Pulaski  County 
James  M.  Nisbett,  Pulaski  County 
Bennett  J.  Reaves,  Pulaski  County 
Carl  A.  Rosenbaum,  Pulaski  County 
Frances  C.  Rothert,  Pulaski  County 
VVhlliam  A.  Snodgrass,  Pulaski  County 
Irving  Spitzberg,  Pulaski  County 
Charles  Wallis,  Pulaski  County 
E.  Lloyd  Wilbur,  Pulaski  County 
Eustis  J.  Chaffin,  St.  Francis  County 
John  H.  Miller,  Ouachita  County 
Paid  S.  Read,  Van  Buren  County 
Jeff  J.  Baggett,  'Washington  County 
H.  L.  Boyer,  Washington  County 
Charles  M.  Brizzolara,  Washington  County 
William  J.  Butt,  Washington  County 
LeiMon  Clark,  Washington  County 
Ruth  E.  Lesh,  Washington  County 
Vincent  O.  Lesh,  Washington  County 
Law'rence  H.  Siegel,  Washington  County 
Ross  Van  Pelt,  Washington  County 
Martin  C.  Hawkins,  Jr.,  White  County 
James  D.  Rinley,  White  County 
Louis  A.  Draeger,  Yell  County 

Disability 

Eugene  Hildebrand,  Baxter  County 
Benjamin  F.  Banister,  Jr.,  Faulkner  County 
Virgil  1..  Payne,  Jefferson  County 
Daniel  H.  Autry,  Pulaski  County 
Richard  B.  Dickinson,  Sevier  County 

Residency  Training 

James  H.  Hickman,  Lawrence  County 
Arlis  W.  Loe,  White  County 
Joe  A.  Abrams,  Pulaski  County 
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At  the  Tuesday  Evening  Parties 


Dr.  and  Mrs.  Elvin  Shuffield. 


Dr.  and  Mrs.  John  P.  Burge. 


Dr.  Cieorge  K.  Mitcliell  and  Dr.  Keinal  Kutalt. 


Dr.  and  Mrs.  Charles  E.  Wilkins, 
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Fay  W.  Boozman,  111,  Pulaski  County 
[ames  Orien  Day,  Pulaski  County 
Robert  G.  Eubanks,  Pulaski  County 
C.  Don  Greenway,  Pulaski  County 
Donald  R.  Guinn,  Pulaski  County 
John  E.  Elearnsberger,  Pulaski  County 
Gregory  S.  Krulin,  Pulaski  County 
Robert  L.  Reese,  Pulaski  County 
Don  Setliff,  Pulaski  County 
Jim  Sharp,  Pulaski  County 
Erank  Vieras,  Pulaski  County 
Thomas  R.  Wallace,Pulaski  County 
Prank  J.  Wilson,  Jr.,  Pulaski  County 

Medical  Students 

Thomas  Ross  Braswell,  Pulaski  County 
M.  Carl  Covery,  Jr.,  Pulaski  County 
Richard  E.  Dailey,  Pulaski  County 
Edward  A.  Gresham,  Pulaski  County 
Danny  E.  Grulibs,  Pulaski  County 

Interns 

Paul  J.  Baxley 

3.  Made  the  following  appointments  to  the 
Medical  Services  Review  Committee: 
Family:  Ken  Lilly,  Fort  Smith 

Bruce  Schratz,  North  Little  Rock 
Surgery:  Raymond  Invin,  Pine  Bluff 
Anesthesiology:  Wayne  B.  Glenn,  Little 
Rock 

Neurosurgery:  Roljert  Watson,  Little  Rock 
Psychiatry:  Payton  Kolb,  Little  Rock 

4.  Appointed  the  following  to  serve  on  the 
ArkPac  Board  for  the  following  year: 
Kemal  Kutait,  Fort  Smith 

James  L.  Smith,  Little  Rock 
E.  L.  Hutchison,  Pine  Bluff 
Sybil  Hart,  Blytheville 
J.  Larry  Lawson,  Paragould 
Noel  Ferguson,  Harrison 
G.  Thomas  Jansen,  Little  Rock 
Allie  Andrews,  Texarkana 
Boyce  West,  Clarksville 
W.  P.  Phillips,  Fort  Smith 
William  S.  Orr,  Jr.,  Little  Rock  (Emeritus) 
Mrs.  Charles  E.  Wilkins,  Russellville 
b.  Appointed  Dwight  Gray  to  the  Arkansas 
Arbitration  Commission  for  the  Third 
Councilor  District. 

6.  Reappointed  the  Professional  Relations 
Committees  for  the  following  Councilor  Dis- 
tricts: 


FIR,ST: 

E.  E.  LTtley  (Chairman),  Blytheville 

B.  P.  Raney,  Jonesboro 

T.  Murray  Ferguson,  West  Memphis 
SECOND: 

C.  W.  Jackson  (Chairman),  Judsonia 
Jim  Lytle,  Batesville 

Charles  F.  Wells,  Morrilton 
THIRD: 

John  M.  Hestir  (Chairman),  DeWitt 
Carl  E.  Northcutt,  Stuttgart 
Dwight  W.  Gray,  Marianna 
FOURTH: 

Howard  Harris  (Chairman),  Dumas 
L.  R.  Turney,  McGehee 
Georoe  Roberson,  Pine  Bluff 
SEVENTH: 

C.  F.  Peters  (Chairman),  Malvern 
Robert  F.  McCrary,  Hot  Springs 
Thomas  M.  Durham,  Hot  Springs 
EIGHTH: 

Richard  M.  Logue  (Chairman),  Little 
Rock 

John  McCollough  Smith,  Little  Rock 
James  Rasch,  North  Little  Rock 
Appointed  new  members  to  the  Professional 
Relations  Committees  in  other  districts  as 
follows: 

EIETH: 

Appointed  C.  E.  Tommey  of  El  Dorado  as 
Chairman  to  replace  J.  B.  Wharton,  Jr. 

SIXTH: 

Appointed  Donald  Duncan  of  Texarkana 
as  Chairman  to  replace  Paul  Hughes, 
and  James  Armstrong  of  Ashdown  to 
I'eplace  Rodger  Dickinson 
NINTH: 

Appointed  Charles  A.  I.edbetter  of  Harri- 
son to  replace  Ross  Eowler 

TENTH: 

Appointed  David  M.  Williams  of  Russell- 
ville to  replace  Charles  F.  Wilkins,  Jr. 

7.  Nominated  Robert  McDonald  of  Pine  Bluff 
for  the  Board  of  Trustees  of  Blue  Cross-Blue 
Shield. 

8.  Reappointed  Martin  Eisele  of  Hot  Springs 
to  the  Board  of  the  Medical  Education 
Eoundation  for  Arkansas. 

9.  Nominated  Henry  Hearnsberger  and  Aubrey 
C.  Smith,  both  of  Little  Rock,  for  the  Acl- 
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The  Society  Honors  Paul  and  Jean  Schaefer 


President-elect  A.  S.  Koenig 
advises  retiring  Executive  Vice 
President  that  lie  is  to  receive 
an  lOU  for  an  automobile  to 
be  presented  to  him  upon  his 
retirement  in  August. 


President  T.  E.  Townsend 
presents  a bouciuct  of  twentv- 
five  red  roses  to  Mrs.  Paul 
Scliacler  in  recognition  of  her 
support  for  the  past  twenty- 
five  years. 
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\isoiy  Commission  for  the  Arkansas  Drug 
Al>use  Authority. 

10.  In  order  to  insure  expeditious  action  on  the 
malpractice  etlucation  campaign,  the  Coun- 
cil voted  to  authorize  the  Executive  Com- 
mittee to  act  upon  all  campaign  matters  and 
exjrenditures. 

11.  The  Council  considered  the  financial  impli- 
cations of  having  a $25,000  hndget  deficit 
projected  for  1976,  the  unforeseeahle  costs 
anticipated  for  the  public  education  cam- 
paign for  Amendment  58,  the  need  for  addi- 
tional employees  to  handle  new  Medical  So- 
ciety projects  such  as  the  Continuing  Med- 
ical Education  program  and  additional  leg- 
islative demands,  the  cunudative  effects  of 
a continuing  inflation,  and  the  necessity  to 
catch  up  on  the  funding  ol  the  Society  re- 
tirement plan  as  recpiired  by  the  new  Eed- 
eral  law.  The  Council  decided  that  these 
factors  dictated  an  increase  in  annual  State 
Medical  Society  dues.  After  thorough  con- 
sideration of  the  jiresent  situation  and  fu- 
ture prospects,  the  Council  voted  unani- 
mously to  recommend  a dues  increase  of 
$100  jaer  year,  effective  January  1,  1977.  It 
was  further  voted  to  authorize  increasing 
pension  fund  payments  to  comply  with  the 
new  law  governing  retirement  plans.  Addi- 
tional amount  is  $19,000  per  year  for  a 
peiiod  of  five  years. 

Tlie  Council  met  on  Monday,  .April  26,  and 

transacted  business  as  follows: 

1.  Discussed  the  continuing  reluctance  of  some 
medical  students  to  take  the  healing  arts  ex- 
amination in  addition  to  Federal  Licensing 
Examination  (FLEX).  The  Council  resolved 
that,  while  it  has  sympathy  witli  the  stu- 
dents' problems,  it  endorses  the  policies  of 
the  .State  .Medical  Board  with  regard  to  the 
healing  arts  examination. 

2.  Ehe  Council  voted  to  refer  to  the  Medical 
School  Committee  for  future  recommenda- 
tion a request  by  the  American  Medical  As- 
sociation that  the  state  medical  societies 
consider  establishing  an  intern  and  resident 
business  section  and  a medical  student  busi- 
ness section  within  the  state  society. 

3.  Approved  the  intent  of  the  Federal  swine 
flu  vaccination  campaign  Imt  decided  to 


leave  it  up  to  local  areas  to  implement  the 
program. 

4.  Approved  a request  to  increase  the  1976 
budget  in  the  amount  of  $700  for  the  pur- 
chase of  a desk  and  equipment  for  an  addi- 
tional employee  in  the  headquarters  office. 

5.  Voted  to  urge  all  third  party  agencies  to 
adopt  a universal  CP  E (Current  Procedural 
Terminology  of  AM.A)  method  of  coding  of 
claims  forms. 

6.  Recjuested  that  the  various  specialty  repre- 
sentatives on  the  Medical  Services  Review 
Committee  assist  the  Arkansas  Department 
of  Social  Services  in  properly  coding  pro- 
cedures for  the  Medicaid  Program. 

The  Council  met  on  Tue.sday,  .-\pril  27,  and 
transacted  the  following  business: 

1.  Voted  to  hold  the  1978  convention  in  Hot 
Springs,  April  16-19.  The  1977  convention 
will  be  in  Little  Rock,  .April  24-27. 

2.  AMted  to  refer  to  the  Executive  Committee 
consideration  of  the  possibility  of  re-arrang- 
ing the  Annual  Session  schedule  for  the 
Council  so  that  the  Council  members  could 
attend  the  Prayer  Breakfast. 

3.  Refened  to  the  new  Council  to  be  elected 
the  suggestion  that  it  consider  inviting  the 
President  of  the  Auxiliary  to  Council  meet- 
ings as  an  observer. 

4.  AMted  to  reserve  certain  areas  in  the  scien- 
tific meetings  for  non-smokers. 

The  Council  met  on  AVednesday,  .April  28, 
and  transacted  the  following  business: 

1.  Authorized  Mr.  Warren  to  protest  the  latest 
filing  for  an  increase  in  malpractice  premi- 
ums to  he  filed  by  St.  Paul  Insurance  Com- 
pany April  29th. 

2.  Elected  Jim  Lytle  to  the  Arkansas  State 
Arbitration  Commission. 

3.  AMted  to  request  the  Woman's  Auxiliai'y  to 
suggest  an  .Auxiliary  member  for  a position 
on  the  .Ark-Pac  Board  of  Directors. 

4.  Elected  R.  Teryl  Brooks  to  represent  Urol- 
ogy on  the  Medical  .Services  Review  Com- 
mittee. 

5.  Elected  A'^an  Smith  to  represent  Internal 
Medicine  on  the  Medical  Services  Review 
Committee. 

6.  Voted  to  invite  the  President  of  the  Wom- 
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Dr.  and  Mrs.  Wright  Hawkins  of  l-ort  Sinitlt  w-illi  the  family  of  President  Koenig 
at  the  bantinet  on  Tuesday  evening.  (Left  to  right)  Dr.  Hawkins,  Kenneth  Damann, 
daughter  Gretchen  Jacks,  daughter  Catherine  .\nn  Damann,  Mrs.  Hawkins,  son  .\. 
Samuel  Koenig,  HI,  and  his  wife  ,\malic. 


Dr.  Koenig  makes  his  inaugural  address. 


Dr.  Koenig  is  Installed 


The  members  of  the  Society  applaud  Dr.  S.  Koenig  as  he  takes  the  oath  of 
office  of  president  of  I he  .Arkansas  .Medical  Society. 
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ail's  Auxiliary  to  attend  future  Council 
meetings. 

Upon  the  motion  of  Saltzman,  the  House 
voted  to  approve  the  report  of  the  Council  as 
presented,  with  the  exception  of  the  item  on  the 
dues  increase. 

.After  discussion  of  tlie  item  pertaining  to  the 
dues  increase,  Speaker  Chtidy  called  for  a stand- 
ing vote.  There  were  56  votes  in  favor  of  adop- 
tion and  8 votes  against. 

Speaker  Chudy  recognized  the  retiring  Execu- 
tive Vice  President,  Patd  Schaefer,  who  spoke 
briefly  thanking  the  members  of  the  House  for 
their  support  and  coojaeration  over  the  years. 
He  commended  members  of  the  Elouse  for  their 
action  in  approving  the  increase  in  dues  so  that 
current  Society  programs  could  be  continued  and 
additional  projects  would  be  properly  financed. 
He  reiterated  his  belief  in  the  objectives  of  the 
Society  and  expressed  the  hope  that  tlie  Society 
would  continue  its  progress.  Mr.  Schaefer  ex- 
pressed confidence  in  his  successor  as  executive 
\ ice  president  and  the  others  on  the  headcpiarters 
staff.  The  House  gave  Mr.  Schaefer  a standing 
ovation. 

The  Associate  Executive  Vice  President,  Leah 
Richmond,  was  named  “Sweetheart  of  the  House 
of  Delegates.” 

The  House  approved  the  following  nomina- 


tions for  congressional  district  positions  on  State 
Boards: 

State  Board  of  Health,  Eirst  Congiessional 
District: 

Gns  Craig,  Jonesboro 
H.  W.  Keisker,  Jonesboro 
W.  T.  Rainwater,  Jonesboro 

State  Board  of  Health,  Eifth  Congressional 
District: 

John  V.  Satterfield,  Little  Rock 
C.  Max  Thorn,  I.ittle  Rock 
Bob  C.  Banister,  Conway 

State  Medical  Board,  Fourth  Congressional 
District: 

Ceorge  F.  Wynne,  Warren 

Speaker  Chudy  expressed  thanks  to  members 
of  the  House  of  Delegates  and  adjourned  the 
meeting  at  12:15  P.M. 

REORGANIZATIONAL  MEETING 
OF  THE  COUNCIL 

The  Council  met  for  a brief  reorganizational 
meeting  at  12:20  P.M.  on  Wednesday,  April  28, 
1976.  New  members  of  the  Council  — Mahlon 
Maris,  W.  Ray  Jouett,  Rhys  A.  Williams,  and 
Charles  E.  Wilkins,  Jr.,  were  welcomed  to  the 
group.  John  P.  Burge  of  Lake  Village  was 
elected  Chairman  of  the  Council  and  Alfred 
Kahn,  Jr.,  of  Little  Rock  was  re-elected  Editor 
of  the  Journal. 
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SCIENTIFIC 

The  scieiitilic  progiiim  ol  the  convention  was 
opened  at  ‘):()0  A.M.  on  Monday,  Apiil  2(1,  with 
riiird  \'ice  President  I)on;dd  L.  Diinctin  pre- 
sitling.  (dlliert  S.  Campbell  ol  the  University 
ol  Arkansas  College  ol  Medicine  ojX'iied  the  pro- 
gram on  Cardiovascular  Disease  by  speaking  oti 
the  “History  ol  the  treatment  ol  Cardiovascular 
Disease."  Joseph  \'.  Fisher  ol  the  Medical  Fbii- 
versity  ol  .South  Carolina  discussed  “Manage- 
ment ol  Emotional  Factors  in  Cardiovascular 
Disea.se."  “Problems  Conlronting  the  Family 
Phvsician  in  the  Management  ol  Pediatric  Pa- 
tients tvith  Heart  Disease"  was  presented  by 
.\braham  M.  Rudolph  ol  the  Llniversity  ol  Cali- 
lornia  Medical  School.  The  morning  session 
concluded  with  a papei  on  “Ophthalmic  Mani- 
lestations  ol  Cardiovascular  Disease"  by  Robert 
S.  Hepler  ol  the  Jides  Stein  Eye  Institute. 

Second  \hce  Piesident  Mahlon  O.  Maris  pre- 
sided at  the  Montlay  alternoon  general  session. 
The  lirst  presentation  on  “Cardiological  LTpdate: 

.\n  Amalgamatioti  ol  this  Last  Year’s  Experi- 
ence" was  by  John  E.  Douglas  ol  the  Lbiiversity 

SCIENTIFIC 

Eighteen  scientilic  exhibits  were  displayed 
during  the  meeting.  The  lollowing  three  ex- 
hibits were  selected  as  the  most  outstanding: 

1.  “Hand  Surgery,”  Ehe  Orthopaedic  Clinic, 
Little  Rock 

RELATED 

The  Alan  Cazort  Allergy  Society  ol  Arkansas 
held  a luncheon  meeting  on  Monday,  April  26, 
with  Michael  Fly  o£  New'  Orleans  as  guest 
Sjieaker. 

1 he  Ophthalmology  Section  ol  the  Arkansas 
Medical  Society  met  on  Ihtesday,  .April  27,  be- 
gintiing  at  9:00  A.M.  Roliert  S.  Hepler  ol  l.os 
.Angeles  presented  a scientilic  program. 

The  Arkansas  Chapter  ol  the  .American  Col- 
lege ol  Radiology  began  a scientilic  program  at 
9:00  .A.M.  on  Luesday,  April  27.  The  scientilic 
session  covered  “Nuclear  Medicine,"  “Comjruter- 


SESSION 

ol  .Arkansas  College  ol  .Medicine.  .Melvin  P.  Jud- 
kins ol  Loma  Linda  University  School  ol  Medi 
cine  spoke  on  “Modern  d'echnitpies  Uselul  in 
the  Evaluation  ol  Ischemic  Heart  Disease." 
“.Anesthetic  Consideration  lor  Patients  With 
Coronary  .Artery  Disease"  was  presented  by  Noel 
W.  Law'son  ol  the  lbiiversity  ol  .Arkansas  Col- 
lege ol  Aledicine  and  C.  Doyne  IVilliams,  also 
ol  the  .Arkansas  .Metlical  School,  presented  a 
paper  on  “Recent  Important  .Advances  in  Car- 
1 1 i ovasc 1 1 lar  S t irgery . ' ' 

The  Tuesday  morning  program  had  .Asa  Crow, 
d hird  \bce  President  aiul  Program  Chairman, 
as  presiding  ollicer.  Bernard  W.  Thompson  ol 
the  University  ol  .Arkansas  College  ol  Medicine 
spoke  on  “ Fhe  Role  ol  Proltindaplasty  in  Re- 
vasctilarization  ol  the  Lower  Extremity"  and  t). 
Brewster  Harrington  ol  Memphis  disettssed  "The 
Stirgical  Management  ol  Coronary  .Artery  Dis- 
ease.' Gilbert  S.  Campbell  ol  the  Lbiiversiiy 
.Metlical  School  moderated  a panel  program  on 
“Cardiovascular  Disease."  Panelists  tvere  Melvin 
P.  Jutlkins,  G.  Doyne  Williams,  O.  Brewster 
Harrington,  and  Noel  IV.  Lawson. 

EXHIBITS 

2.  “Sinus  I'roulile,  .A  Diagnosis  Challenge  to 
the  Primary  Physician,"  Robert  N.  Mc- 
Grew,  I.ittle  Rock 

3.  “Intra  Ocular  Lens,”  E.  Hampton  Roy, 
Little  Rock 

MEETINGS 

ized  .-Axial  'Fomography,"  “Ultra.sound,”  and  a 
lilm  panel.  Melvin  P.  Judkins  ol  Loma  Linda 
Llniversity  w'as  guest  sjreaker. 

'Fhe  Otolaryngology  Section  ol  the  Society  and 
the  .Arkansas  Society  ol  .Anesthesiologists  held  a 
joint  meeting,  beginning  at  10:00  ,A.M.  on  Fues- 
day,  .April  27.  Speakers  included  James  Suen, 
Nathan  .Austin,  James  Hawkins,  Noel  Lawson, 
AValter  Guinee,  and  Roliert  N.  McGrew. 

The  .Arkansas  Chapter  ol  the  .-\merican  .Acad- 
emy ol  Pediatrics  held  a luncheon  meeting  on 
Tuesday,  .-April  27,  with  scientilic  presentations 
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l)y  Abraham  Rudolph  ot  San  Francisco,  W.  T. 
Dungan,  Florence  Char,  and  J.  B.  Norton,  Jr., 
all  of  the  University  of  Arkansas  College  of 
Medicine. 

The  Neurosurgery  Section  held  a luncheon 
meeting  and  business  session  on  I’uesday,  April 
27. 

The  Arkansas  State  Urological  Society  met  on 
I'uesday,  April  27th,  with  Patrick  Walsh  of 
Johns  Hopkins  School  of  Medicine  as  guest 
speaker.  A pyelogram  conference  followed  the 
presentation  by  Dr.  Walsh. 

J he  Arkansas  Academy  of  Family  Physicians 
met  on  I’liesday,  April  27,  with  Joseph  Fisher 
of  the  University  of  South  Carolina  as  guest 
speaker. 

I’he  Arkansas  Orthopaedic  Society  met  on 
d'uesday,  April  27,  with  Turner  Harris  of  Little 
Rock  as  guest  speaker. 

I'he  Arkansas  Society  of  Pathologists  met  on 
Tuesday,  April  27.  William  W.  Sheehan  of  Dal- 
las presented  the  scientific  program. 

I’he  y\rkans;is  Chapter  of  the  American  Col- 
lege of  Obstetrics  and  Gynecologists  met  on 
d'uesday,  A]>ril  27,  with  Gary  P.  Wood  of  the 
Lbiiversity  Medical  School  as  lecturer. 

I’he  meeting  announced  for  the  Arkansas  So- 
ciety of  Internal  Medicine  w'as  cancelled. 

'I’he  Arkansas  Foundation  for  Medical  Care 
held  its  annual  business  meeting  on  Wednesday, 
April  28,  following  adjournment  of  the  conven- 
tion of  the  Society.  Max.  J.  Blake,  Review  Di- 
rector, reported  on  activities  of  the  Professional 
Standards  Review  Organization  (PSRO)  pro- 
gram. Nathan  Poll  presented  the  report  of  the 
Nominating  Committee,  stating  that  only  ten 
nominations  had  been  received  for  the  ten  va- 
cancies on  the  Board  of  Directors.  There  were 
no  nominations  from  the  floor  and  the  ten  nomi- 
nees were  elected.  They  are;  John  E.  Bell, 
Searcy;  John  P.  Burge,  Lake  ’Village;  C.  Lynn 
Flarris,  Hope;  Morriss  M.  Henry,  Fayetteville; 
Fred  C.  Inman,  Carlisle;  J.  B.  Jameson,  |r.,  Cam- 
den; John  B.  Kirkley,  Jonesboro;  A.  S.  Koenig, 


Fort  Smith;  Robert  F.  McCrary,  Hot  Springs; 
and  William  S.  Orr,  Jr.,  Little  Rock. 

MEMORIAL  SERVICE 

A joint  Society-Auxiliary  Memorial  Service 
was  held  at  11:30  A.M.  on  Tuesday,  April  27,  in 
the  hotel  ballroom.  The  Society  president,  T.  E. 
'I'ownsend,  presided.  Invocation  was  by  the  Rev- 
erend James  R.  McL.ean,  St.  Luke's  Episcopal 
Church,  Hot  Springs. 

Dr.  Townsend  read  the  following  names  of 
deceased  members  of  tlie  Society: 

H.  H.  Atkinson,  Fordyce 
George  C.  Coffey,  Hot  Springs 
James  O.  Cooper,  Little  Rock 
John  G.  Cullins,  Little  Rock 
Norman  N.  Fein,  Idttle  Rock 
Merle  D.  Fox,  Searcy 
Robert  M.  Franklin,  Russellville 
C.  I.ewis  Hyatt,  Monticello 
Hoyt  Kirkpatrick,  Fort  Smith 
R.  R.  Kirkpatrick,  Texarkana 
Holden  C.  McCraney,  Fort  Smith 
Ulysses  S.  Reed,  Pine  Bluff 
Samuel  V.  Richmond,  Little  Rock 
Louis  LI.  Rushing,  Texarkana 
Winston  K.  Shorey,  Little  Rock 
Carroll  F.  Shukers,  II,  DeQneen 
William  K.  Smith,  Hot  Springs 
John  A.  Stathakis,  Little  Rock 
William  J.  Stocker,  Little  Rock 
Fred  B.  Stone,  Stuttgart 
Deane  I).  Wallace,  Little  Rock 
A.  M.  Washburn,  Little  Rock 
Charles  L.  Weber,  Magnolia 
John  H.  Williams,  Little  Rock 

Mrs.  Curry  Bradburn,  president  of  the  Wom- 
an’s Auxiliary,  read  the  following  names  of  de- 
ceased members  of  the  Auxiliary: 

Mrs.  O.  W.  Hope,  Sheridan 
Mrs.  C.  E.  Oates,  Little  Rock 
Mrs.  F.  O.  Rogers,  Little  Rock 
Mrs.  R.  M.  Stormont,  Little  Rock 
Mrs.  B.  L.  Ware,  Fort  Smith 
Mrs.  Walter  J.  Hunt,  Wanen 
Mrs.  J.  T.  Robinson,  Texarkana 
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The  100th  Meeting  Banquet 


Mrs.  Kemal  Kulait.  President  elect  of  the  State  Auxiliary,  Dr.  Kutait.  and  Mrs. 
Carl  Wilson,  President  of  the  State  Auxiliary  for  197h-77.  at  the  baiuiuet  featuring 
decorations  in  recognition  of  the  100th  meeting  of  the  Society. 


r.  E.  Townsend.  President  for  1975-70,  administers  the  oath  of  office  of  President 
of  the  Arkansas  Medical  Society  to  A.  S.  Koenig,  jr.,  of  Fort  Smith. 


r.  E.  Townsend  of  Pine  Pluff  receives  a placjue  from  the  Society  in  appreciation 
of  his  services  to  the  profession  and  to  the  stale  during  his  term  as  President  of  the 
Society. 


Volume  73,  Number  1 — June,  1976 


41 


Proceedings 


MEMORIAL  ADDRESS 

G.  ALLEN  ROBINSON 


Members  ot  the  Arkansas  Medical  Society  and 
Friends: 

It  is  an  honor  to  liave  lieen  asked  to  give  the 
Memorial  Address  at  the  Centennial  Session  o£ 
the  Arkansas  Medical  Society.  This  is  a day  of 
remembering  with  honor  and  affection  the  24 
Doctors  and  7 Auxiliary  members  who  have 
died  in  the  past  year.  4'he  youngest  physician 
was  38  years  old,  and  the  oldest  was  88.  The 
total  years  in  practice  is  862  years.  Their  con- 
tribution to  mankind  and  to  immortality  can- 
not easily  be  measured  for  the  good  that  men 
do  lives  after  them.  The  prestige  of  the  physi- 
cian has  motivated  many  young  men  to  enter 
the  medical  profession  — a renewable  resoitrce. 
In  their  daily  lives  the  Doctors  have  exemplified 
to  a high  degree  our  motto  “To  be  worthy  to 
serve  the  suffering.” 

“Gift  of  life  too  short; 

O,  beautiful  gift  of  God,  too  Inief  at  best.” 

“Labor  with  what  zeal  we  will 

Something  still  remaining  undone 


Something  incomplete  still 
^Vaits  the  rising  of  the  sun. 

Till  at  length  the  burden  seems 
Greater  than  we  can  bear 
Hea\7  as  the  weight  of  dreams 
Pressing  on  us  everywdiere.” 

“Death  is  not  extinguishing  the  light 
It  is  putting  out  the  lamp 
Because  the  dawn  has  come. 

The  dawn  is  not  distant 
Nor  is  the  night  starless 
Love  is  eternal 
God  is  still  God  and 

Mis  faith  shall  not  fail  us. 

Christ  is  eternal.” 

“Forget  your  heavy  laden  hearts 
The  body  goes  beneath  the  sod 
That  which  we  loved  ‘the  soul’  departs 
To  dwell  with  God.” 

“Dust  thou  art  to  dust  returneth 
4Vas  not  spoken  of  the  soul.” 

Invocation  was  by  Reverend  McLean, 
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SUNDAY  EVENING  RECEPTION 

1 he  (louiuil  of  llie  Society  hosted  a reception 
on  Sunday  evening  for  all  inenibers  of  the  So- 
ciety and  its  guests.  Retiring  Executive  Vice 
President  Paul  Ci.  Schaefer  and  ^^rs.  Schaefer 
cvere  guests  of  honor  for  the  reception.  Mcnr- 
hers  of  the  Executive  Connnittce  and  their  wives 
joined  the  Schaefers  in  the  receiving  line.  A 
silver  anniversary  theme  was  featured  in  decora- 
tions for  the  evening,  in  recognition  of  Mr. 
Schaefer’s  twenty-five  years  with  the  ^[edical 
.Society. 

MONDAY  EVENING  PARTY 

On  Monday  evening,  Blue  Cross-Blue  Shield 
of  Arkansas  hosted  a cocktail  party  for  the  So- 
ciety in  the  ballroom  of  the  Arlington  Hotel. 
Members  of  the  staff  of  Blue  Cross-Blue  Shield 
were  very  gracious  hosts.  The  Society  appreciates 
the  nice  party  which  BC-BS  s|)onsored. 

FIFTY  YEAR  CLUB  BREAKFAST 

Members  of  the  Eifty  Year  Club  of  the  Arkan- 
sas Medical  Society  were  honored  at  a breakfast 
meeting  on  Tuesday  morning  in  the  Jupiter 
Suite  of  the  Arlington  Hotel.  Henry  V. 
Kirby  of  Harrison  presented  a program  on  the 
Arkansas  Medical  Society  centennial  meeting 
and  the  history  of  medicine. 

W.  W.  Chamberlain  of  Hot  Springs  was 
w'elcomed  as  a new  member  of  the  Eifty  Year 
Club  and  received  a membership  lapel  pin. 

The  Club  elected  Curtis  W.  Jones  of  Benton 
as  its  new  president  and  Eva  E.  Dodge  of  Little 
Rock  as  secretary. 

Present  for  the  meeting  were  D.  B.  Stough  of 
Hot  Springs,  D.  L.  Owens  of  Harrison,  Eva  E. 
Dodge  of  Little  Rock,  G.  Allen  Robinson  of 
Harrison,  C.  W.  Jones  of  Benton,  R,  H.  White- 
head  of  DeWitt,  Gaston  Hebert  of  Hot  Springs, 
Mac  McLendon  of  Marianna,  W.  W.  Chamber- 
lain  of  Hot  Springs,  and  the  guest.  Dr.  Kirby. 

G.  Allen  Robinson  of  Harrison  served  as  sec- 
retary of  the  club  for  the  past  several  years. 

PRAYER  BREAKFAST 

The  Committee  on  Medicine  and  Religion 
sjronsored  a Prayer  Breakfast  on  Monthly  morn- 
ing. A.  Calvin  Bradford  of  Eort  Smith  was  the 
principal  speaker.  G.  Thomas  Jansen  of  Little 


Rock  sei  ved  as  Master  of  Cieremonies.  The  pre- 
lude and  postlnde  were  by  J.  R.  Sellers  of  Arka- 
delphia.  Invocation  was  by  d’.  E.  Eownsend  of 
Pine  Bluff  and  the  Scripture  was  read  by  Ken 
Lilly  of  Eort  Smith.  Mrs.  Robert  Sykes  of  Nash- 
ville sang  “Eternal  Life”  and  was  accompanied 
by  Dr.  Sellars.  Benediction  was  by  C.  R.  Ellis  of 
Afalvern,  Chairman  of  the  Medicine  and  Re- 
ligion Committee. 

PAST  PRESIDENTS'  BREAKFAST 

Past  Presidents  of  the  Arkansas  Medical  So- 
ciety met  for  breakfast  on  Wednesday  morning 
of  the  100th  .Annual  Session.  Present  weie  Ben 
Saltzman,  Robert  Watson,  T.  E.  Townsend, 
Stanley  Apjilegate,  H.  W.  Thomas,  C.  R.  Ellis, 
H.  King  Wade,  Jr.,  Joe  Verser,  and  Jack 
Kennedy. 

GOLF  TOURNAMENT 

d’he  Annual  Golf  Tournament  in  connection 
with  the  Society’s  meeting  was  held  at  Belvedere 
Country  Club.  There  was  a three-way  tie  for 
first  prize.  ^Vinners  were  J.  Malcolm  Moore  of 
Little  Rock,  Johnson  J.  Baker  of  Little  Rock, 
and  David  L.  Barclay  of  Little  Rock.  Gilbert 
Dean  of  Little  Rock  served  as  chairman  of  the 
tournament  committee,  assisted  by  W.  G.  Klugh 
of  Hot  Springs. 

INAUGURAL  BANQUET 

Presitlent  T.  E.  Townsend  served  as  Master  of 
Ceremonies  for  the  President’s  Bancpiet  on  Tues- 
day evening  of  the  convention.  Invocation  was 
by  C.  R.  Ellis. 

President  Townsend  introduced  Mrs.  Carl 
Wilson  of  Eort  Smith,  President  of  the  State 
Auxiliary,  Mrs.  Kemal  Kutait  of  Eort  Smith, 
State  Auxiliary  President-elect,  and  Mrs.  Eliza- 
beth Doss  of  Eort  Smith,  President  of  the  State 
Medical  Assistants  Society.  He  also  gave  recog- 
nition to  D.  L.  Owens  of  Harrison  who  was  at- 
tending his  .'36th  consecutive  meeting  of  the 
vArkansas  Medical  Society. 

Dr.  Townsend  expressed  appreciation  to  Asa 
Crow,  Chairman  of  the  Program  Committee,  for 
the  excellent  work  he  had  done  in  arranging 
the  1976  convention  program. 

Dr.  Cieorge  K.  Mitchell,  President  and  Chief 
Executive  Officer  of  Arkansas  Blue  Cross-Blue 
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Di.  and  M rs.  Ci.  R.  Kllis  of  Malvern  were  among  those  altenfling 
tlic  Inaugural  Banquet  on  I uesdav  evening. 

Sliiekl,  was  iiurodiued  and  President  I'ownsend 
expressed  to  him  tlie  Society's  apjneciation  for 
the  party  hosted  by  Bltie  Cross-Blue  Shield  on 
Monday  evening. 

Presitlent  I'ownsend  expressed  appreciation  to 
■Mrs.  Louis  Hundley  for  her  work  in  handling 
decorations  tor  the  variotrs  activities  of  the  con- 
Aention.  He  noted  that  the  decorations  for  the 
haiKpiet  inclntled  a birthday  cake  with  one 
Inindred  candles  in  celebration  of  the  Society's 
lOOth  Annual  Meeting.  Or.  d ownsend  paid 
tribute  to  Mrs.  Hundley's  late  htisband  who 
served  as  Chairman  of  the  Council  and  President 
of  the  .Society  and  asked  that  Mrs.  Hundley  join 
the  past  presidents  of  the  .Society  on  the  stage  to 
light  the  candles  on  the  birthday  cake.  Dr. 
Townsend  lit  the  first  camlle.  Each  past  presi- 
dent in  attendance  participated  in  lighting  of 
the  candles  on  the  cake  — ']'.  Duel  Brown,  H. 
King  Wade,  fr.,  Joe  Verser,  C.  R.  Ellis,  Joe 
Norton,  H.  W.  I homas,  Ross  Eowder,  Jack  Ken- 
nedy, Stanley  Applegate,  Robert  Watson,  John 
'Wood,  and  Ben  N.  Salt/man.  Several  of  the  past 
presidents  paid  tribute  to  other  past  presidents 
who  have  died.  A.  S.  Koenig,  the  Society  presi- 
dent for  197h-77,  lit  the  last  candle  on  the  cake, 
as  token  representation  of  fnttire  presidents. 

President  Townsend  acknowledged  the  Ati- 
gnst  1 retirement  of  the  Executive  Vice  President 
for  the  past  twenty-five  years,  Paid  C.  Schaefer. 
He  asked  Mr.  Schaefer  to  approach  the  rostrum 
and  presented  to  him  a pla(|ne  expressing  ap- 


preciation for  twenty-five  years  of  leadership  antf 
seiA'ice,  and  designating  honorary  life  member- 
shij)  and  executive  vice  president  emeritus  status 
lor  Mr.  Schaefer.  Dr.  Townsend  also  pre.sented 
to  Mr.  Schaeter  a resolution  of  appreciation  in 
.scroll  form.  The  resolution  is  as  follows: 

Resolution  Of  Appreciation 

WHEREAS,  Paul  C.  Shaefer  retires  from  his 
position  as  Executive  Vice  President  of  the  Ar- 
kansas Medical  .Society  on  August  1,  1976,  and 

WHEREAS,  Afr.  Schaefer  has  demonstrated 
athnirable  qualities  of  leadership,  business  acu- 
men, and  fiscal  responsibility  in  his  twenty-five 
years  of  exemplary  service,  anti 

WHEREAS,  he  has  exemplified  attributes  of 
loyally,  integrity,  and  perser\erance,  and 

AV  HE  REAS,  his  dedication  to  the  .Society 
knows  no  restrictions  — he  has  contributed  of 
his  time  anti  talents  diligently  and  generously  to 
the  various  endeavors  of  the  .Society,  and 

WHEREAS,  he  has  been  a friend  in  the  finest 
anti  fullest  sense  of  the  word,  a man  who  in  his 
daily  life  demanded  the  liest  of  himself  and  by 
his  example  inspired  this  trait  among  his  as- 
sociates, and 

WHEREAS,  he  has  sought  no  accolades  for  a 
job  well  done,  anti 

WHEREAS,  his  contribution  to  the  growth 
anti  tlevelopment  of  this  .Society  will  be  long 
rememberetl, 

NOW,  THEREEORE,  BE  IT  RESOLVED, 
that  the  Society  gives  its  highest  commendation 
to  Mr.  Schaefer  for  a quarter  of  a century  of 
service  as  a valuetl  co-worker,  and 

BE  IT  FURTHER  RESOLVED  that  the  .So- 
ciety express  to  him  its  respect,  admiration,  and 
appreciation  for  his  steatlfast  tlevotion  and  out- 
standing contribution  to  Arkansas  medicine,  and 

BE  IT  FUR  LHER  RESOLVED  that  the  .So- 
ciety confer  on  Mr.  Schaefer  an  honorary  life 
membership  and  the  title  of  Executive  Vice 
President  Emeritus  in  recognition  of  our  affec- 
tion and  esteem. 

Arkansas  Medical  .Society 
April  1976 

Dr.  Koenig  then  advised  Mr.  Schaefer  that  the 
Council  had  voted  to  pre.sent  to  him  as  a re- 
tirement gift  an  automobile. 


44 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Prockidings 


The  Inaugural  Banquet 


vSeatcd  at  the  head  table  at  tlie  Inaugural  Banquet  on  Tuesday  evening  were  I . K. 
Townsend,  President,  and  Mrs.  lownsend,  Mr.  and  Mrs.  Paul  C.  Scliaeier.  and  Dr.  and 
Mrs.  Elvin  Shuffield  (Secretary  of  the  Society). 


Mr.  and  Mrs.  Scliaefer  were  lionorcd  guests  at  the  I uc'sday  E\ening  Ban<iucl. 


Olliers  at  the  hc^ad  table  I uesday  evening  were  Dr.  C.  C.  Long  (Cliairman  ol  the 
Oouncil)  and  Mrs.  Long.  Dr.  Asa  (’row  (Program  Chairman)  and  Mrs.  Crow,  and  Dr. 
A.  S'.  Koenig  ( I’resiilent-elect ) and  Mrs.  Koenig. 
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The  family  of  President  A.  S.  Koenig,  Jr.  (left  to  right)  Catherine 
Ann  Damann,  Kenneth  Dainann,  President  Koenig,  Amalie  Koenig. 
A.  Samuel  Koenig,  111,  Gretrhen  Jacks,  and  Coe  Koenig. 


Mr.  Schaefer  responded  to  the  presentation 
with  the  followina:  remarks: 

I nm  overu’Iielmcd  by  the  honors  you  have 
lavished  on  me  during  this  meeting. 

There  is  no  way  to  express  my  gratitude.  I 
hope  that  I am  able  to  complete  these  brief 
farewell  remarks  ivithout  my  emotions  getting 
the  better  of  7ne. 

These  last  twenty-five  years  have  been  great 
years  for  me.  It  is  customary  at  times  such  as 
this  to  say  that  “it’s  been  a pleasure.”  It’s  been 
more  than  a pleasure.  There  have  been  mo- 
ments of  supreme  gratification  at  a victory  won 
— or  an  attach  blunted.  The  confidence  you 
have  demonstrated  in  me  time  after  time  made 
the  accom pUshment  of  my  tasks  much  easier. 
The  knoivledge  that  you  never  questioned  my 
motives  enhayiced  my  Tcilliyjgness  to  act  inde- 
pendently lohen  7iecessary. 

The  men  lehorn  you  elect  to  office  are  dedi- 
cated to  improving  the  lot  of  the  people  of  Ar- 
kansas by  ivorking  through  the  Medical  Society. 
They  know  that  the  acceptance  of  office  or  ap- 
pointment xvill  cost  them  personal  expenses, 
weekends  lost  from  home,  night  nieetings  and 
criticism  from  their  less  well-informed  colleagues. 
They  make  hard  decisions  — many  times  having 
no  alternatives  than  betieeen  several  bad  choices. 
They  are  the  salt  of  the  earth  and  the  hope  of 
private  medicine. 

I ivanted  to  speak  to  you  tonight  so  I’d  have 
one  last  chance  to  say  hoie  good  it  has  beexi  to 
have  the  Auxiliary  to  leork  ivith  these  txventy- 


five  years  — the  Auxiliary,  whose  Past  Presidents’ 
Club  voted  my  loife,  Jean,  an  honorary  Past 
President  of  the  Auxiliary!  Jean  deserves  her 
honorary  position  in  the  Auxiliary.  Her  co- 
operation, support  and  encouragement  have 
been  absolutely  vital  to  my  work  with  the  So- 
ciety. Not  once  iii  twenty-five  years  has  she  com- 
plained about  my  Sundays  away  from  home,  the 
many  trips  I had  to  make,  or  the  luay  I had  to 
leave  her  to  her  oivn  devices  on  the  trips  she 
made  with  me. 

Twenty-five  years!  It  seems  not  so  long  ago 
that  the  office  ivas  in  one  room  — ivith  a fan 
ivhirring  in  one  corner  of  the  floor.  It  was  not 
so  long  ago  that,  because  I didn’t  feel  that  we 
should  spend  money  to  put  drapes  on  the  office 
windows,  Leah  Richmond  volunteered  to 
make  the  drapes  if  the  Society  xvould  buy  the 
material. 

We  have  come  a long  ivay  since  then. 

I turn  my  position  over  to  Dr.  Long  on  Au- 
gust 1st  confident  that  he  ivill  continue  the 
progress  ive  have  made.  He  will  change  the  em- 
phasis on  old  programs  and  introduce  new  ideas 
that  will  be  refreshing  and  invigorating  to  the 
Society. 

I know  that  he  ivill  be  ably  and  enthusiasti- 
cally helped  by  Leah  Richmond  who  has  made 
me  look  good  all  these  years,  and  by  the  rest 
of  the  staff  who  have  given  me  their  cheerful 
support.  Next  to  Leah’s  twenty-three  years, 
Dorothy  Thom pson  is  next  with  ten  years,  Peggie 
Branham  nine  years,  John  McIntosh  four  years, 
Becky  Risner  three  years,  and  Nita  Barnes  four 
months.  This  is  a fine  group  of  people  — every 
one  of  them  capable  of  handling  whatever  pro- 
motion is  next  to  come  to  them. 

When  I was  in  high  school,  we  had  a school 
assembly  once  a week  during  which  a speaker 
from  outside  the  school  would  talk  to  us.  One 
talk  I remember  — by  Reverend  Leeper,  a Pres- 
byterian minister.  The  title  of  his  talk  was 
“Shine  Your  Heel.”  The  idea  was  that  while 
you  are  on  a job,  you  present  yourself  in  the 
best  possible  manner.  You  are  keeping  the  toes 
of  your  shoes  shiny  and  making  a good  appear- 
ance. But  a lot  of  people  neglect  to  do  a 
thorough  job.  They  forget  to  shine  their  heel  — 
and  when  they  walk  away  from  you,  you  can 
see  their  dirty,  unkempt  heel.  One  should  do  a 
job  so  well  that  when  he  leaves  it,  it  will  still 
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looli  good.  I hope  that  my  xvork  has  txeen  good 
(’)ioiigh  that  XL’hca  I xvalk  axvay,  the  job  xve  haxje 
done  xi'ill  still  look  good.  I have  doxic  xiiy  very 
best. 

Presitlent  rownsciul  then  asked  Mrs.  Schaefer 
to  eoine  to  the  rosiruui  and  presented  to  her  a 
bouquet  of  twenty-five  red  roses  in  appreciation 
of  her  support  over  the  years. 

Dr.  d'ownsend  then  thanked  the  members  of 
the  Society  for  the  privilege  of  having  served  as 
president  during  the  centennial  year,  indicating 
that  it  was  one  of  the  high  points  of  his  life. 

Dr.  Townsend  administered  the  oath  of  office 
of  President  of  the  Arkansas  Medical  Society  to 
.'V.  S.  Koenig,  Jr.,  and  presented  the  gavel  to  him. 

.\s  his  first  official  duty.  Dr.  Koenig  presented 
a placpie  of  aj>preciation  to  Dr.  Townsend  for 
his  services  to  the  state  and  to  the  profession 
dining  his  term  as  Society  president. 

Dr.  Koenig  introduced  members  of  his  family 
who  were  present  — his  wife  Coe;  his  son,  A. 
Samuel  Koenig,  III,  M.D.,  of  Fort  Smith;  his 
daughter  Catherine  Ann  and  her  hnsband,  Ken- 
neth E.  Damann;  and  his  daughter  Gretchen 
Jacks. 

Dr.  Koenig  addressed  the  membership  as 
follows: 

INAUGURAL  ADDRESS 
A.  5.  Koenig,  M.D.,  President 
1976-77 

Arkansas  Medical  Society 

Members  of  the  Arkansas  Medical  Society, 
guests,  ladies  and  gentlemen. 

Last  year  in  Dr.  l ownsend's  inaugural  address, 
he  reviewed  the  first  hundred  years  of  the  Ar- 
kansas Medical  Society.  Certainly  they  were 
years  of  growth  and  development  with  many 
achievements  for  which  onr  Society  can  be 
proud.  Tonight,  however,  as  we  enter  onr  sec- 
ond century,  1 woidd  like  to  pause  for  a moment 
to  assess  where  we  are  in  today’s  environment 
and  perhaps  take  a peek  into  the  years  immedi- 
ately ahead  of  ns. 

The  image  of  the  physician  of  a centmy  ago 
is  probalily  best  envisioned  in  the  well-known 
painting  w'hicli  depicts  the  solicitous  physician, 
sitting  with  a pensive  expression  on  his  face  at 
the  bedside  of  the  sick  child  whose  anguished 
parents  are  standing  in  the  hackgronnd.  Onr 


Dr.  and  Nfrs.  A.  S.  Koenig.  Jr.,  on  tlic  evening  of  tlie  Inaugiiial 
Banquel. 


relationship  with  otir  ]ratients  then  was  consider- 
ably different  than  now'  because  at  that  time  w'e 
had  little  else  to  offer  but  onr  sympathetic  atti- 
tude, kintlness  and  the  few  dings  in  our  bag. 
We  saw  the  patient  in  the  home  because  trans- 
portation for  him  was  either  not  available  or 
too  difficult  for  a sick  person  to  attempt.  A hos- 
jiital  had  little  more  to  offer  than  the  home  and 
in  many  instances  was  only  utilized  for  extreme- 
ly grave  illnesses.  When  time  for  payment  of  a 
physician's  liill  arrived,  the  patient  usually  felt 
a great  obligation  out  of  a seirse  of  gratitude  for 
the  obvious  sacrifice  and  the  kind  ministrations 
of  the  doctor.  II  he  had  no  money,  proffered 
payment  in  livestock,  jiroduce  or  personal  serv- 
ices was  gratefully  received  and  when  this  w'as 
not  forthcoming,  the  doctor  usually  did  not  press 
the  issue.  The  family  jihysician  was  friend,  coti- 
fident,  confessor  and  a pillar  of  .seem  iiy  on  whom 
his  jiatients  leaned. 

AVhere  are  w’e  now?  Although  there  are  many 
of  ns  w'ho  still  sti  i\e  to  preserve  the  type  of  rela- 
tionship I have  just  described,  the  mushrooming 
of  medical  sjreciallies  and  the  fragmentation  ol 
medical  care  has  produced,  on  the  whole,  a more 
inqiersonal  relationship  between  doctor  and  pa- 
tient and  both  of  ns  w'otdd  like  to  find  some  way 
to  bridge  the  gap  that  has  grown  between  ns. 
Because  we  can  treat  a patient  more  efficiently 
in  our  office  oi  hospital,  where  diagnostic  and 
theraficutic  tools  are  available,  he  feels  we  ate 
less  interested  in  him.  Because  increased  de- 
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.‘'"''th  and  Dr.  and  Mrs.  Itrrv  Mann  of 
Arkadclphia  at  a reception  on  Tuesday  e\ening. 


Mfinl)cr,s  of  the  Society’s  headtinarters  staff  at  the  Inaugural  Ban- 
qnet  on  1 tiesday  evening.  Left  to  riglit,  they  are  Nha  Bafnes 

and'D.I^X''ld,on:pso^  Branham,' 


mands  on  our  time  no  longer  permit  time  for 
visiting  din  ing  a professional  call,  we  are  brush- 
ing him  off  and  are  impersonal.  Because  oppor- 
tunities for  consultation  and  improved  facilities 
entice  physicians  to  urban  centers,  he  thinks  we 
are  too  selfish  to  live  in  a .small  community. 
Because  the  cost  of  eijuijjinent,  j^ersonnel,  hous- 
ing, and  all  the  other  expenses  of  our  jnactice 
and  living  require  increa,ses  in  charges,  we  are 
avaricious. 

loday  when  time  for  payment  comes,  the  pa- 
tient is  only  indirectly  responsible  because  funds 
aie  available  Ironi  all  sorts  of  third  party  sources, 
not  the  least  ol  which  is  the  Ciovernment.  He 
no  longer  has  tlie  .sense  of  personal  oldigation 
that  his  predecessors  had.  1 he  availability  of 
varieties  ol  healtli  insurance.  Federal  and  State 
subsidies  leads  him  to  believe  that  our  services 
are  his  “right”  and  we  should  look  to  the,se 
guarantors  lor  payment. 

In  the  last  twenty  years,  the  development  of 
space-age  medical  tools  which  have  led  to  the 
expanding  spectrum  ol  medical  specialties  and 
the  seduction  ol  numerous  young  physicians 
away  from  primary  care  medicine,  have  made  it 
increasingly  difficult  for  patients  to  find  a fam- 
ily doctor.  By  the  time  he  is  shunted  from  one 
consultant  to  another,  he  is  confused,  frustrated 
and  dissatisf ietl.  His  Irustration  is  further  com- 
jjounded  by  tlie  astronomical  increase  in  demand 
lor  medical  services  generated  by  Medicare  and 
Medicaid  which  makes  his  doctor  more  remote 
than  ever.  Waiting  periods  of  from  six  weeks 
to  two  months  to  see  a physician  are  not  unusual. 

A new  lamily,  moving  into  a community,  often- 
times has  considerable  difficulty  finding  a phy- 


sician because  many  of  us  are  .so  busy  that  we 
are  not  accepting  any  new  patients. 

Is  it  any  uonder  that  the  anguished  jiatient 
1 eat  lies  out  for  someone  to  do  something  to  re- 
lieve his  dilemma.’'  The  sensitive  ears  of  govern- 
ment have  heard  him;  politicians  find  it  a pop- 
ular cause;  and  so  etpial  access  to  quality  medical 
care  liecomes  a “right”  of  all  the  people.  We 
built  hospitals  with  Hill-Burton  funds;  we  pro- 
vitled  .Medicare  and  Medicaid  for  the  elderly 
and  the  indigent;  we  have  federal  subsidies  for 
nicdical  education  and  now  we  hear  about  Na- 
tional Health  Insurance  with  the  sjiending  of 
additional  billions  of  tlollars  in  an  inflationary, 
deficit  ridden  economy. 

1 he  picture  of  the  kindly  physician  at  the 
bedside  ol  the  child  has  almost  completely  evaj> 
orated  tlespite  the  efforts  of  many  of  us  to  keep 
it  alive.  Because  our  services  are  now  a basic 
right  rather  than  the  ministrations  of  a willing 
friend,  we  need  to  be  told  where  we  shall  prac- 
tice, what  we  shall  practice,  and  how  much  we 
may  charge.  Believe  it  or  not,  we  are  a public 
utility! 

Although  the  .Medicare  law,  implemented  in 
19(i(),  statetl  that  there  woiiltl  lie  no  interference 
wall  the  customary  patterns  of  medical  jiractice, 
directives  subsequently  issued  by  the  Depart- 
ment of  Health,  Eilucation  and  'Welfare  have 
tended  to  become  more  and  more  restrictive.  I 
recall  lor  you  such  things  as  jireadmission  certi- 
lication,  maximum  allowable  cost  for  drugs  and 
utilization  review.  Although  these  directives 
have  been  justified  by  what  government  calls 
quality  medical  care,  their  net  effect  has  been 
directed  toward  cost  containment.  Government 
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is  now  looking  tor  a scaj^egoat  for  their  mis- 
calculations. W^iat  has  occurred  was  long  ago 
predicted  by  the  American  Medical  Association. 
Kecause  of  the  greatly  augmented  burden  on  the 
.\merican  taxpayer  aiul  shrinking  benefits  to  the 
aged  and  indigent,  we  hear  more  and  more 
about  “overcharging"  by  doctors  and  other  pro- 
viders. We  are  vilified  Ity  such  irresponsible 
pul)lic  statement  by  (lovernment  officials  as  that 
of  the  House  Sidicommittee  last  February  indi- 
cating that  17%  of  all  surgery  in  the  United 
States  is  allegedly  unjustified  and  unnecessary. 

1 he  pui)lic  attitude  toward  medicine  today  is 
probaldy  largely  responsible  for  the  tremendous 
increase  in  malpractice  claims.  Many  of  us  find 
ourselves  in  an  nninsurable  situation.  You  are 
all  aware  of  the  situation  here  in  Arkansas.  De- 
spite the  opposition  of  the  Arkansas  trial  lawyers, 
the  Insurance  Commissioner  and  the  Governor, 
the  Legislature  overwhelmingly  approved  a con- 
stitutional amendment  to  the  AVMrkmen’s  Com- 
pensation Law  to  j)rovide  some  needed  relief. 
Lhe  amendment  will  be  voted  on  at  the  General 
Election  in  November  and  each  one  of  us  has 
a great  responsibility  to  .see  that  the  true  message 
is  given  to  the  people  of  this  state.  When  the 
.Arkansas  Medical  Society  calls  upon  each  of  you 
to  assist  in  this  great  effort  this  year,  I hope  each 
of  you  will  respond  enthusiastically. 

d'he  sleeping  Fetleral  giant  in  our  midst,  which 
is  directed  primarily  at  cost  containment  and 
plants  the  first  seeds  of  outright  professional 
control,  is  Public  Law  93-641,  the  National 
Health  Planning  anti  Resources  Development 
Act,  enacted  by  the  93rd  Congress  in  1974.  You 
might  l)e  interested  in  .some  of  the  (juotations 
from  the  preamble  entitled  “Findings  and  Pur- 
pose.” I (piote: 

“Section  2 (a)  4 he  Congress  makes  the  fol- 

lowing findings: 

1.  4 he  achievement  of  etpial  access  to  tpiality 
Iiealtli  care,  at  a reasonable  cost,  is  a prior- 
ity of  the  Federal  government. 

2.  4 he  massive  infusion  of  Federal  funds  into 
the  existing  healtli  care  system  has  con- 
iributetl  to  inflationary  increases  in  the 
cost  of  health  care  and  failed  to  produce 
an  adetjuate  supjily  or  distribution  of 
health  resources,  and  conse(|uently  has  not 
made  possilde  etjual  access  for  everyone  to 
such  resources. 


Retiring  F.xeculive  \'icc  President  recei\es  a plaque  from  President 
r.  F..  Fownscnd. 

3.  I he  many  and  increasing  responses  to 
these  jnoblems  by  the  puldic  sector  (Feil- 
eral,  state  and  local)  and  tlie  private  sec- 
tor have  not  residted  in  a comprehensive, 
rational  apjjroach  to  the  present  — 

A.  lack  of  uniformlv  effective  methods  of 

j 

delivering  health  care, 

1>.  maldistribution  of  health  care  facilities 
and  manpower  and, 

C.  increasing  costs  of  health  care. 

4.  Increases  in  the  cost  of  health  care,  partic- 
ularly of  hospital  stays,  have  been  uncon- 
trollable and  inflationary,  and  titere  ate 
presently  inadecpiate  incentives  lot  the  use 
of  a|jpropriate  alternative  levels  of  health 
care,  and  for  the  sulistitutic^n  of  amltula- 
tory  care  for  inpatient  hosjdtal  care. 

5.  .Since  the  health  care  provider  is  one  of 
the  most  impcirtant  participants  in  any 
health  care  delivery  system,  healtli  jxtlicy 
must  addiess  the  legitimate  needs  and  con- 
cerns of  the  provider  if  it  is  to  acliieve 
meaningful  results;  and,  thus,  it  is  impera- 
tive that  tlie  provider  be  encouraged  to 
play  an  active  role  in  devclo])ing  health 
policy  at  all  levels.” 

Fills  last  statement  is  somewliat  paradoxical 
because  under  tlie  law  the  policy-making  Ixxlies, 
at  all  levels,  are  consumer  oriented.  1 he  State 
Health  IManning  and  Development  Agency  must 
be  a governmental  entity  (in  our  case  the  State 
Health  De|)artnient)  with  a Director  apjxiinted 
by  the  Governor.  He  is  to  be  advised  by  a Sttite 
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Dr.  and  Mrs.  D.  E.  Owens  of  Harrison  at  the  Inaugural  Banquet. 
Dr.  Owens  has  the  longest  record  of  continuous  attendance  at 
Society  meetings. 


Health  Coordinatiiio  Council  which  must  be 

O 

comjxisecl  of  a majority  of  consumers.  Forty  per- 
cent of  the  total  membership  is  appointed  by 
the  Governor  directly  and  sixty  percent  of  the 
membership  is  selected  liy  the  Governor  from 
among  nominees  of  tlie  regional  Health  Service 
Agencies.  At  least  one-third  of  the  providers  on 
the  Council  are  to  lie  direct  providers  such  as 
physicians,  nursing  home  and  hospital  adminis- 
trators and  other  direct  care  paramedical  per- 
sonnel. The  remaining  two-thirds  of  the  pro- 
vider members  may  be  indirect  providers  such 
as  health  insurers,  pharmaceutical  manufacturers 
or  researchers.  The  j)re.sent  State  Health  Coordi- 
nating Council  of  Arkansas  has  a membership 
of  35  of  whom  five  are  physicians.  One  of  tliese 
represents  the  Veterans  Administration,  as  re- 
cpured  by  law;  two  are  educators  and  only  two 
are  practicing  physicians.  Provider  positions  are 
also  occupied  by  a chiropractor  and  an  optome- 
tri,st. 

d'he  law  states  tliat  there  are  certain  priorities 
to  lie  considered  liy  Federal,  State  and  Area 
agencies.  Among  these  are,  and  again  I cpiote; 

“1.  The  provision  of  primary  care  services  for 
medically  under-served  populations,  especi- 
ally tho.se  which  are  located  in  rural  and 
economically  depressed  areas. 

2.  The  development  of  multi-institutional 
.systems  for  coordinating  or  consolidation 
of  institutional  health  services  (including 
obstetric,  pediatric,  emergency,  medical,  in- 
tensive and  coronary  care,  and  radiation 
therapy  services). 


Mr.  and  Mrs.  Paul  C.  Schaefer  were  guests  of  honor  at  the  Coun- 
cil reception  on  Sunday  evening  in  recognition  of  Mr.  Schaefer’s 
II5  years  of  service. 


3.  I’he  cle\'elopment  of  medical  group  prac- 
tices (especially  those  whose  services  are 
appropriately  coordinated  or  integrated 
with  institutional  health  services),  health 
maintenance  organizations,  and  other  or- 
ganized systems  for  the  provision  of  health 
care. 

4.  The  training  and  increased  utilization  of 
physician  assistants,  especially  nurse  clini- 
cians. 

5.  The  development  of  multi-institutional  ar- 
rangements for  the  sharing  of  support  serv- 
ices necessary  to  all  health  service  institu- 
tions. 

6.  I'he  adoption  of  uniform  cost  accounting, 
simplified  reimbursement  and  utilization 
reporting  systems  and  improved  manage- 
ment procedures  for  healtb  service  institu- 
tions.” 

Do  you  appreciate  the  implications  of  these 
priorities? 

Each  state  is  divided  into  Health  Systems 
Areas  — in  our  case,  four  — each  of  which  is  ad- 
ministered by  a Health  Systems  Agency  which 
is  funded  by  the  Federal  Government.  An  HSA 
may  be  a non-profit  corporation  or  a Govern- 
ment entity.  It  is  administered  by  a Board  of 
Directors  consisting  of  a majority  of  consumers. 
Nineteen  of  our  members  are  on  the  proposed 
Board  of  Directors  of  the  four  regional  HSA’s. 
The  HSA  has  no  regulatory  functions  but  must 
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I he  Council  of  the  Arkansas  Medical  Society,  1976-1977  (seated,  left  to  right)  Councilors  Robert  McCrary,  Curtis  Clark,  William  S. 
Orr,  Jr.,  Treasurer  Kenneth  R.  Du/an,  Chairman  of  the  Council  John  P.  Burge,  President  A.  S.  Koenig.  Jr.,  President-elect  W.  Payton 
Kolb,  Secretaiy  Elvin  Shuffield.  Councilors  John  B.  Kirkley,  Allie  Andrews,  John  E.  Bell,  (standing,  left  to  right)  First  Vice  President 
Mahlon  Maris,  Councilors  ^V.  Ray  jouett,  Paul  Gray.  J.  B.  Jameson.  Lynn  Harris,  Fred  Inman.  Rhys  Williams,  Charles  F.  Wilkins, 
I..  J.  Pat  Bell,  Kemal  Kutait.  Speaker  of  the  House  Amail  Chudy,  Councilors  F.ldon  Fairley  and  Ra\mond  Irwin.  Not  present  were 
Councilors  John  H.  Moore  and  Morriss  M.  Heniy'. 


periodically  review  and  comment  on  the  ap- 
propriateness of  all  institutional  health  services 
in  the  area,  reporting  to  the  State  Ageticy.  It 
will  amuially  j>repare  and  submit  to  the  State 
Agency  a Health  Systems  Plan  ;nid  an  Annual 
Itnplementation  Plan. 

At  ati  AMA  Leadership  Catnierence  in  Jamiaiy 
ot  this  year,  AMA  Executive  \hce  Presiilent,  Dr. 
James  Sammons,  termed  Public  Law  93-()ll  “the 
single,  most  potentitilly  destructive  piece  of  med- 
ical legislation  evei  enacted  by  Longress.”  'Lite 
.\MA  intends  to  file  suit  against  the  Ciovern- 
nietit  challenging  the  constitutionality  of  the 
act.  In  the  meantime,  im|ilenientation  of  the 
law  is  proceeding.  Here  in  .\rkansas,  grant  a]>- 
plications  for  each  of  tlie  Health  Systems 
.\gencies  h;ive  been  liled.  Staff  pcr.sotmel  are 
being  selected.  If  fimded,  they  will  become  op- 
erational by  July  1 of  this  year. 

Much  as  we  would  yeatii  for  the  “good  old 
days,”  we  ate  caught  u|)  in  the  lealitics  of  our 
time.  It  is  no  longei  just  desirable  but  now 
absolutely  mandatory  that  we  take  a vital  in- 
terest in  and  maintaiti  constant  vigilance  of 
those  e\ents  which  will  alfett  out  professional 
activities.  Despite  the  stated  findings  of  the 
Government,  I disagiee  that  its  solutions  are 
entirely  in  the  best  interest  of  the  people  of  this 
country.  I charge  those  of  our  members  who 
are  involved  with  the  implementation  of  the  Ar- 


kansas jMogram  under  the  Natiotial  Health 
Planning  and  Resources  Development  Act  to  be 
faithftil  in  your  participation  and  exert  your  in- 
fluence. If  you  are  disinterested  ot  unable  to 
do  so,  infcjrm  us  so  that  you  may  be  replaced 
by  someone  else. 

In  closing,  I would  like  to  cpiote  again  from 
Dr.  l ownsend's  inaugural  address  last  year.  “In 
19,S.5,  Dr.  F.  ().  Mabary  stated,  'Our  most  perni- 
cious potential  menace  today  is  a socialistic  trend 
towaicls  (fovernmenl  subsidi/iiig  doc  tors,'  ” How 
true!  As  yciur  President,  1 pledge  my  time,  my 
loyalty,  and  all  my  el  forts  to  the  welfare  of  the 
memiters  of  the  Arkansas  .Medical  Society  and 
their  freedom  to  care  foi  their  patients  iti  a 
manner  of  theii  own  choositig, 

ATTENDANCE 
100th  Annual  Meeting 


Physicians  ..  . -171 

Medical  Students  . M 

Medical  .\ssistants.  Nurses, 

and  d’echuicians  ....  LS 

Scientific  Exhibitors  11 

Commercial  Exhibitois  . KKS 

.\uxiliary  ....  I 1 

Other  Ciuests  22 


(i.5,S 

.\uxiliary  Registration  101 
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I erm 
Expires 

COMMITEEE  OX  C ANCiER  COM  ROL 
Oavid  liarclay,  4301  \Vest  Markham, 

1 ittle  Rock  72201  1977 

|olin  Broadwater.  1,700  Oodson, 

Fort  .Smitli  72901  1977 

(.illjcrt  1).  Jay,  111,  200  South  Rhodes, 

West  Memi)his  72301  1978 

Herbert  B.  \Vreii,  1>.  O.  Box  1409, 

Eexarkaiia  7.7,701  1979 

C-harles  R.  Henry,  ,700  South  I'niversity, 

Little  Rock  7220.7  - CHAIRMAN  1979 

COM. Mi  l TEL.  OX  MEDIC.M.  LEGISLAI  lOX 
Morriss  M.  Henry,  P.  O.  Box  1707, 

Fayetteville  72701  1977 

Xeil  F'.  Compton,  W Hospital, 

Fayetteville  72701  1977 

Donald  Brotvning,  409  Xoith  I’niversity, 

Little  Rock  72205  1977 

Llvin  Shnllield.  110  Doctors  Park  Building, 

Little  Rock  7220.7  - C//.4/AM/.4X  1978 

Joe  N'er.ser,  P.  O.  Box  100, 

Hanishnrg  72432  1978 

f.eorge  W arren.  P.  O.  Box  \\\ 

Smackovcr  71702  1978 

A.  Samuel  Koenio,  HI,  922  I.exinoton, 

O O 

F'ort  Smith  72901  1979 

Robert  \Vatson,  7,70  Medical  Lowers  Building, 

Little  Rock  72207  1979 

SI  B C.OMMl  1 1 LL  OX  X.\  1 lOXAL  I.LC.ISLA  1 lOX 
Jacol)  P.  Ellis,  71  I ^Vest  Lanikner, 

F'.i  Dorado  71730  1977 

Dale  .Alford,  ,7700  AVest  .Alarkham, 

Little  Rock  72205  1977 

Jerry  Mann,  410  Main, 

Arkadelphia  71923  1978 

James  M.  Roll),  Jr.,  Rottte  3,  Box  1 2 . A, 

Rtissellville  72801  1978 

AA'illiam  S.  On,  Jr.,  .700  South  I'niversity, 

Little  Rock  72205  - CHAIRMAN  1979 

Morriss  M.  Henry,  P.  O,  Box  1707, 

Fayetteville  72701  1979 

( OM.Ain  I LL  OX  PCBI.IC  HL.AI.  l H 
F.clgar  J.  F.aslcy,  4815  AA'est  Markham, 

Little  Rock  72205  1977 

Milton  1).  Deneke,  P.  O.  Box  007, 

AVest  Memphis  72301  1977 

I..  .A.  AVhittaker,  708  I.exitigton, 

Fort  Smith  72901  1977 

AA'acIc  Burnside.  207  FAast  Dickson, 

Fayetteville  72701  1978 

W'iihui  Lawson,  207  East  Dickson, 

Fayetteville  72701  1978 

Ben  X.  Salt/man,  4301  AVest  Markham, 

Little  Rock  7220\  - CHAIRMAN  1979 

Bryant  S.  Sccindoll,  4815  AVest  Matkham, 

Little  Rock  72205  1979 


Term 

Fixpires 

SI  B-COMMIT  1 LL  OX  M.A  FLRXAL  AM) 


CHH  D AVEI.F.VRL 
Joseph  L.  Rosenzweig,  230  AA'oodbine, 

Hot  Springs  71901  1977 

E.  Stewert  .Allen,  1100  Xorth  I'inversity, 

Little  Rock  72207  1977 

A'irgil  Hayden,  1700  AVest  42tid, 

Pine  Bluff  71001  1978 

Charles  Floyd,  017  South  10th, 

Fort  Smitli  72901  - CHAIRMAN  1979 

SI  B COMMl  1 I EE  OX  I LBF.RCIT.OSIS 
AA'illiam  .A.  Hudson,  P.  O.  Box  237, 

Jasper  72041  1977 

Donald  Miller,  1515  AVest  42ntl, 

Pine  Bluff  71001  - CHAIRMAN  1977 

Jim  Citty,  2900  Hawkins  Drive, 

■Searcy  721  13  1978 

Lawrence  C.  Price.  P.  O.  Box  3000, 

Fort  Smith  72901  1978 

L.  J,  Pat  Bell,  020  Poplar, 

Helena  72312  1979 

COMMl  1 FEE  OX  AGIXG 

John  F.  Gnenthner,  120  AA'est  Oth, 

Mountain  Home  72053  1977 

Friedman  Sisco,  P.  O.  Box  05, 

Springdale  72704  1977 

AA'oodhridge  Morris,  5320  AA'est  Markham, 

Little  Rock  72205  1978 

(.ordon  P.  Oates.  701  AA’est  Markham, 

Little  Rock  72201  - CH,4/AA/.LY  1979 

Bill  1).  Stewart,  115  Xorth  I’niversity, 

Little  Rock  72205  1979 

Fhomas  E.  Burrow,  903  AA’est  (jrantl. 

Hot  Springs  7 1901  1979 


SI  B C:OMMl  1 TEE  OX  PHV.SICi.AL  Fll  XFlSS 
AX'D  SC  HOOL  HEAL  I H 
Rental  Rntait.  1120  Lexington, 


Fort  Smith  72901  1977 

Francis  M.  Henderson.  1515  AA’est  42ntl, 

Pine  Bluff  71()0I  1977 

Francis  Bitchanan.  500  South  I’niversity, 

Little  Rock  72205  1978 

C.oy  C:.  Raylor,  1073  Xorth  College, 

Fayetteville  72701  1979 

Jiimes  Sanders,  ,505  East  Matthews, 

Jonesboro  72101  1979 

Ralph  IngTam,  1120  Lexington. 

F'ort  Smith  72901  1979 

STB  COMMl  1 I EL  OX  IXDCS  I Rl.AI,  HEAL  1 H 
X'ctel  Ferguson,  051  Xorth  Spring, 

Harrison  72001  1977 

C.wyn  .Atnip,  llll  AA'est  15th, 

Pine  Bltiff  71001  1977 

1.  Leighton  Millard,  P.  O.  Box  52  (1, 

Little  Rock  72205  1978 

Howard  Schwander,  9000  AA’est  12th, 

Little  Rock  72205  1978 
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I’aiil  (..  Hciilcy,  700  \\'cst  raiilkiuv, 

K1  Dorado  71730  1070 

Robert  H.  |aiK's,  1500  Oodsoii, 

I'orl  Smilli  72001  - CIl  llHMAX  1070 

COMMl  I 1 F.F.  ON  MFN  F AF  HF Al  l H 
Henry  Heariisherger,  1313  West  Markham. 

Little  Roek  72205  1077 

Aniail  Cihiidy,  1801  Maple. 

North  Fittle  Roek  7211  1 1077 

Robert  (..  Ciariiahan.  4313  West  Markbam, 

Fittle  Rock  72205  1078 

\\  . Payton  Kolb.  230  Medical  l owers  Hnildino. 

Fittle  Rock  72205  - C7/.  ///F\/.4N  1078 

William  Joseph  James.  2500  Rike  Drive. 

Pine  Bltiff  71001  1078 

W illiam  O.  \ oimg.  135  Fyergreen  Place. 

Fittle  Rock  72207  1970 

Joe  Dorzal).  021  .Adelaide. 

Fort  .Smith  72001  1070 

.Mbert  Clowney,  312  Thompson. 

F,1  Dorado  71730  1070 

IMMUNIZATION  STB  COMMl  I TEF 
Ctiy  FA  Robinson.  207  Sotith  Elm. 

Dttmas  71630  1077 

Horace  F.  Green,  I 120  West  43rd, 

Pine  Bluff  71601  1978 

Mahlon  Maris,  P.  O.  Box  750. 

Harrison  72601  1078 

Betty  A.  Fowe,  804  AVolfe, 

Fittle  Rock  72201  1078 

Calvin  .Austin.  1210  DeOucen, 

Mena  71953  1078 

Roger  Bost,  4301  West  Markham, 

Fittle  Rock  72201  1070 

Charles  E.  Kemp,  505  East  Matthews, 

Jonesboro  72401  - CHAIRMAN  1070 

SFB-COMMI  I FEE  ON  I R.AEEIC  SAFETY 
Gtiv  H.  Robinson,  207  South  Elm, 

Dumas  71630  1077 

James  G.  Sttickey,  Jr.,  ,500  Sotith  Ihiiversity, 

Fittle  Rock  72205  1078 

H.  Austin  Grimes,  P.  O.  Box  5270, 

Fittle  Rock  72205  1078 

Donald  F.  Dtincan,  P.  O.  Box  778, 

Texarkana  75501  1078 

Fouise  M.  Henry,  P.  O.  Box  1267, 

Fayetteville  72701  1078 

Carl  F.  Williams,  522  South  lOth. 

Fort  Smith  72Wn  - CH A I R MA  N 1070 

John  P.  Burge.  Fake  Yillage  Cilinic, 

Fake  Village  71653  1070 


SUB  COMMl  FTEE  ON  FFAISON  WI  I H 
A'OC.ATION.AF  REH.ABIFI  I A I ION 
Robert  Miller,  616  Fdm  Street, 

Helena  72342  1077 

.Ashley  S.  Ross,  500  Sotith  University, 

Fittle  Rock  72205  1077 


I ei  III 
Expires 


Jean  (, hidden,  P.  O.  Box  I I 18, 

Harrison  72601  1077 

Robert  Watson,  7511  Medical  Fowers  Building. 

Fittle  Rock  72205  1078 

Fhomas  M.  Durham,  Jr.,  505  West  Grand, 

Hot  Springs  71001  1978 

Joint  P.  Wood,  007  Mena, 

Mena  71053  - CF/.l/A’Af.FV  1070 

H.  King  Wade,  Jr.,  231  Central, 

Hot  Springs  71001  1070 

CO.M.MI  FTEE  ON  MEDICAF  EDUCA  1 ION 
Raymond  V.  Biondo,  P.  O.  Box  021, 

North  Fittle  Rock  72115,  Dist.  8 1077 

Robert  H.  White.  1001  Dyer, 

Malvern  72104,  Dist.  7 1077 

WA  M.  WTlls,  Eotirth  and  S|tring, 

Heber  Springs  72543,  Dist.  2 1077 

r.  FA  1 ownsend,  1420  AV'est  43rd, 

Pine  Bluff  71601,  Dist.  4 - CHAIRMAN  1077 

AVilliam  CA  Fockhart,  1500  Dodson, 

Fort  Smith  72001,  Dist.  10  1078 

Robert  D.  Dickins,  Jr.,  750  Medical  Towers, 

Fittle  Rock  72205,  Dist.  8 1078 

C.  Fynn  Harris,  P.  O.  Box  550, 

Hope  71801,  Dist.  6 1078 

Wayne  G.  E.lliott,  443  IVest  Oak. 

El  Dorado  71730,  Dist.  5 1970 

I. ee  Parker.  Jr..  211  I\'est  Spring, 

F'ayetteville  72701.  Dist.  9 1070 

James  AVA  Sanders,  505  East  Matthews, 

Jonesboro  72401 , Dist.  I 1070 

Bernard  Capes,  P.  O.  Box  2308, 

AVest  Helena  72.300,  Dist.  3 1070 

COMMl  FTEE  ON  HOSPI  I AES 
George  A\A  AVarren.  P.  O.  Box  AAA 

Smat  kover  71762  1077 

Raymond  .A.  Irwin,  Jr..  1421  Cherry. 

Pine  Bluff  71601  1077 

Paul  NA  Means,  3 Hearthside  Drive, 

Fittle  Rock  72207  1078 

Peter  J.  Irwin,  1500  Dodson. 

Fort  Smith  72001  1078 

.Art  B.  Martin.  1500  Dcxlson. 

Fort  Smith  72001  - CHAIRMAN  1070 

George  K.  Mitchell.  P.  O.  Box  2181. 

I.ittle  Rock  72203  1070 

COMMFl  I EE  ON  PUBFIC  REF.A  I IONS 
Joseph  ,A.  Norton.  8570  Cantrell  Road. 

Fittle  Rock  72207  1077 

Nathan  F.  Poff,  101  AVest  Searcy, 

Heber  Springs  72543  1077 

,A.  C.  Bradford,  AA'aldron  Road  at  F.llsworth, 

F'ort  Smitli  72001  1078 

AAA  Ray  Jouett,  750  Medical  Towers  Building, 

Fittle  Rock  72205  - 1078 

G.  'Fhomas  Jansen,  500  Sotith  University. 

Fittle  Rock  72205  1070 

Milton  Deneke,  P.  O.  Box  607, 

AVest  Memphis  72301  1070 
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SI  B (OMMl  I TKE  ON  LIAISON 
W 1 1 H THE  Al'XlEIARY 
Oail  Wilson.  l.'iOO  Dodson, 

Eoit  Sniitli  72901  — C.flAIRMAN^  1977 

Jolin  AVo(h1,  907  Mciia, 

Mc-iia  71953  1977 

Kenial  Kutait,  1120  Lexington, 

Fort  Smith  72901  1977 

^V.  Payton  Kolb,  230  Medical  Toivers  Building. 

Little  Rock  72205  1977 

Sl'B  COMMITTEE  ON  STATE  HEAI  l H ,\NI) 
MEDICAL  RESOl  RCES  FOR  CIVIL  DEFENSE 
James  F.  Blackmon,  1008  Pine, 

.Vikadelphia  71923  - 1977 

Monroe  1).  McClain,  1419  North  Hughes, 
l ittle  Rock  72207  1977 

Robert  I,.  Kerr,  P.  O.  Box  432, 

Mountain  Home  72653  1977 

James  T.  Rhyne,  1420  4Ve,st  43rd, 

Pine  Bluff  71601  1977 

Alvin  Strauss,  Jr.,  1026  Donaghey  Building, 

l ittle  Rock  72201  1978 

Hugh  R.  Edwards,  601  Woodruff, 

Searcy  72143  1979 


ADVISORY  COMMIT  l EE  FO  HIE 
MEDICAL  .ASSISTANTS  SOCIETY 
AV.  Y.  Springer,  901  West  Grand, 


Hot  Springs  71901  1977 

I. .  K.  Austin,  500  South  Fhiiversity, 

Little  Rock  72205  1977 

AVayne  G.  F.lliott,  443  AVest  Oak, 

El  Dorado  71730  1977 

G.  Grimsley  Graham,  990  Medical  Fotvers, 

Little  Rock  1220b - CHAIRMAN  1978 

AV'illiam  Robert  Nixon,  709  AVest  6th, 

Pine  Bluff  71601  1978 

Annette  I.andrnm,  500  Lexington. 

Fort  Smith  72901  1979 

COMMI  I TEE  ON  VEI  ERANS 
ADMINIS  l RATION  AFFAIRS 
Chalmers  S.  Pool,  A'.\  Hospital, 

North  Little  Rock  7211  1 1977 

Jack  AV.  Kennedv,  901  Prospect, 

Hot  Sjnings  71901  1977 

John  AV.  Dorman,  P.  O.  Box  689, 

Springdale  72764  1977 

AA’arren  Mnrry,  1749  North  College, 

Fayetteville  72701  - CHAIRMAN  1977 

Joseph  AVh  Leilbetter,  804  South  Church, 

Jonesboro  72401  1979 

COMMITTEE  ON  INSURANCE 
Charles  F.  AVilkins,  3105  AVest  .Main  Place, 

Russellville  72801  1977 

R.  Jerry  Mann,  416  Main, 

Arkaclelphia  71923  1977 

J.  Harry  Hayes,  Jr.,  500  South  Lhiiversity, 

Little  Rock  72205  1978 

Banks  Blackwell,  1400  AVest  43rd, 

Pine  Bluff  71601  - CHAIRMAN  1978 
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J.  I ravis  Crews,  500  South  University, 

Little  Rock  72205  1979 

James  R.  AVeber,  P.  O.  Box  188, 

Jacksonville  72076  1979 

COMMITTEE  ON  MEDICINE  AND  RELIGION 
Fred  O.  Henker,  4301  AA'est  Markham, 

Little  Rock  72201  1977 

AV.  Payton  Kolb,  230  Medical  Towers  Building, 

Little  Rock  72205  1977 

C.  Randolph  Ellis,  1004  South  Main, 

Malvern  72104  - CHAIRMAN  1978 

Kenneth  l.illy,  1120  Lexington, 

F'ort  Smith  72901  1978 

John  AV.  Trieschmann,  236  AV'oodbine, 

Hot  Springs  71901  1979 

Robert  R.  Sykes,  P.  O.  Box  594, 

Nashville  71852  1979 


COMMI  FTEE  ON  ARRANGEMENTS 
FOR  ANNUAL  SESSION 

Robert  F'.  McCrary,  505  AA’est  Grand, 


Hot  Springs  71901  1977 

Frank  M.  Burton,  101  AA’hittington, 

Hot  Springs  71901  1977 

George  H.  Collier,  Jr.,  130  Sotith  14th, 

Paragould  72450  1977 

Charles  .V.  Taylor,  181  South  Broad, 

Batesville  72501  1977 

Asa  Crow,  #1  Medical  Drive, 

Paragould  72450  1978 

Joseph  Robinette.  1722  Doctors  Drive, 

Pine  Bluff  71601  1978 

G.  Thomas  Jansen,  500  South  Llniversity, 

Little  Rock  72205  1978 

Kenneth  Lilly,  1120  Lexington, 

Fort  Smith  72901  - CHAIRMAN  1979 

AA’illiam  F.  Turner.  1500  Dodson, 

Fort  Smith  72901  1979 


COUNCIL  COMMITTEES 

PHYSICIAN-NURSE  JOINT  PRACTICE  COMMITTEE 
Robert  AA'atson,  750  Medical  Towers  Building, 

Little  Rock  72205  - CHAIRMAN 
A.  T.  Gillespie,  500  South  Lhiiversity, 

Little  Rock  72205 

Charles  E.  Tommey,  412  North  AA^ashington, 

El  Dorado  71730 

Jerry  Holton,  500  South  University, 

Little  Rock  72205 
Guy  R.  Farris,  6213  Lee  Avenue, 

Little  Rock  72205 

COMMI  I TEE  ON  CONS  FITU  I lONAL  REVISION 
A.  S.  Koenig,  Jr.,  922  Lexington, 

Fort  Smith  72901  - CHAIRMAN 
AVilliam  S.  Orr,  500  South  University, 

Little  Rock  72205 
Nathan  Poff,  401  AA’est  Searcy, 

Hebcr  Springs  72543 
AA’arren  Murry,  1749  North  College, 

Fayetteville  72701 
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lU  IH.K  I COMMI  I 1 I K 
C.  C.  long,  1>.  ().  1U)X  1208. 

Kt)it  Siiiitli  72!)01 

H.  W.  1 lioinas,  105  Xovlh  Krccinan. 

Dirmott  710:18  — (,7/.I//.’A;.1A’ 
k.  R.  nii/aii,  113  AVi'si  Oak, 

K1  Horado  71730 

LIAKSOX  COMMU  IKI.  WlKll 

S KA  I K WKKF.VRE  DKPAR  1 MKM 
(Composed  of  Executive  Committee) 

COMMI  i rEE  ON  PHARMACY 
Kelsy  C.aplinger,  P.  O.  Ilox  5075, 

Kittle  Rock  72205  - C//.1/A’.M.1A’ 

Boyce  5V,  KVest,  P,  O,  Box  220, 

Clarksville  72830 

MEDICAL  .SCKIOOL  CO.MMKKTEE 
Asa  A,  Crow,  #1  Medical  Drive, 

Paragoidd  72450  - CHAIRMAN 
Kemal  Kiitait,  1120  Lexington, 

Fort  Smith  72901 
Boyce  5\’est,  P,  O,  Box  220, 

Clarksville  72830 

James  I„  Gardner,  125  (.reenwood. 

Hot  Springs  71901 
Max  G,  Cheney,  353  EaD  8th, 

Mountain  Home  72053 

PRIVATE  INSl  R-VXC:E  REMEW  COMMI  1 TEE 
Robert  McCrary,  505  5Vest  Grand, 

Hot  Springs  71901  — CHAIRMAN 


Rhys  W illiams,  P,(),  Box  1118, 

1 lari  ison  72001 

Austin  Grimes,  P,  (),  Box  5270, 

I it  tie  Ro(  k 72205 

5\2  Sexton  Lew  is,  700  Medical  Lowers  Building, 
Little  Rock  72205 
Kemal  Kutait,  1120  Lexington, 

Fort  Smith  72901 

MEDICAID  K XDERCTILIZA  1 lOX  COMMI  I I EE 
.\rt  Martin,  1500  Dodson, 

Fort  Smith  72901  - CHAIRMAN 
Milton  Deneke,  P,  O,  Box  007, 

5Vest  Memphis  72301 
Joseph  L,  Ro,sen/weig,  P.  O,  Box  2458, 

Hot  Springs  71901 
James  Mashhurn,  207  East  Dickson, 

Fayetteville  72701 

Khomas  Honeycutt,  1121  5Vest  11th, 

Little  Rock  72204 

HOUSE  COMMITTEE 

AD  HOC  COM.MI  ETEE  OX  REPEAL  OF  PSRO 
Ken  Lilly,  1120  Lexington, 

Fort  Smith  72901  - CHAIRMAN 
George  Rober.son,  1708  Doctors  Drive, 

Pine  Bluff  71001 

Noel  Ferguson,  051  Xorth  Spring 
Harrison  72001 

Berry  L,  Moore,  015  West  Grove, 

El  Dorado  7 1730 


MEDICAL  SERVICES 

REVIEW  COMMITTEE 

Term 

I erm 

Expires 

Committee  Members 

Specialty 

Exjjires 

Committee  Members 

Sfrecialty 

April  30 

(Xameand  .\ddress)  Represented 

.\])ril  30 

(Xame  and  .Address) 

Represented 

1978 

C,  Lynn  Harris,  P,  (4,  Box  550, 

1979 

Wavne  B.  Glenn,  500  South  X 

niversity. 

Hope  71801 

Earn,  Pr, 

Little  Rock  72205 

.Ant";. 

1979 

Kenneth  E,  Lilly,  1120  l,exington. 

1977 

Charles  M.  Davis,  1707  West  • 

12nd  .Avenue, 

Fort  Smith  72901 

Earn,  Pr. 

Pine  Bluff  71001 

Derm. 

1979 

Bruce  E.  Schratz,  1801  Maple, 

1977 

Phili]j  J.  Deer,  Jr.,  001  Scott, 

Xorth  Little  Rock  72114 

Earn,  Pr. 

Little  Rock  72201 

Oph. 

1978 

E,  Clinton  Texter,  4301  5Vest  Markham, 

1977 

Ellery  (iay,  Jr.,  Medical  Towers  Building, 

Little  Rock  72201 

Int.  Med. 

Little  Rock  72205 

Oto. 

1979 

\’an  Smith,  P,  O,  Box  1077, 

1978 

W2  P.  Phillips,  P.  O.  Box  350 

7, 

Harrison  72001 

Int.  Med. 

Fort  Smith  72901 

Ob-Gyn 

1978 

James  R,  W'alt,  500  South  University, 

1979 

Robert  Watson,  750  Medical 

Towers  Bldg., 

l ittle  Rock  72205 

Surgery 

Little  Rock  72205 

Neurosurgery 

1977 

Donald  L,  Duncan,  P,  O,  Box  778, 

1979 

W’.  Payton  Kolb,  230  Medical  Towers  Bldg., 

Texarkana  75501 

Surgery 

Little  Rock  72205 

Psychiatry 

1979 

Raymond  A,  Irwin,  Jr,,  1421  Cherry, 

1978 

Robert  Glenn,  510  Pershing, 

Pine  Bluff  71001 

Surgery 

North  Little  Rock  72214 

Pediatrics 

1977 

Edwin  KVhiteside,  P,  O,  Box  1208, 

1977 

Robert  E.  Elliott,  1400  KVest 

Pleasure, 

Fayetteville  72701 

.Allergy 

Searcy  72143 

Radiology 
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Sub-Commlttae  of  Sub-Specialties 

( Representatives  on  call  to  meet  with  Committee 
as  needed  when  claims  in  specialty  field 
are  considered) 

Term 

Expires  Sub-Committee  Representative  Sub-Specialty 

April  30  (Name  anti  Address)  Represented 

* Carl  T.  \Villiams,  522  South  16th, 

Fort  Smith  72901  Thoracic  Surgery 

* T.  J.  Smith,  409  North  Tniversity, 

Tittle  Rock  72205  Gastroenterology 

* rhomas  H.  Allen,  413  North  Ibiiversity, 

Tittle  Rock  72205  Plastic  Surgery 

* John  C.  Schultz,  10001  Tile  Drive, 

l.ittle  Rock  72205  Pulmonary  Diseases 

* Kelsy  Caplinger,  111,  P.  O.  Box  5675, 

lattle  Rock  72205  Pediatric  Allergy 

* W.  R.  Johnson,  Jr.,  D.D.S., 

404  Medical  Arts  Building, 

Hot  Springs  71901  Oral  Surgery 

*Terms  to  be  designated  by  Medical  Services  Review 
Committee. 

PROFESSIONAL  RELATIONS  COMMITTEE 
ARKANSAS  MEDICAL  SOCIETY 


District 

Name  of  Committee  Member 

.Address 

1 

F.  E.  Ttley.  M.D. 

B.  P.  Raney,  M.D. 
r.  Murray  P'erguson,  M.D. 

515  North  Sixth,  Blytheville  72315 

403  East  Matthews,  Jonesboro  72401 

200  South  Rhodes,  West  Memphis  72301 

2 

C.  W.  Jackson.  M.D. 

Jim  Lytle.  M.D. 

Charles  F.  Wells,  .M.D. 

P.  O.  Box  C,  Judsonia  72081 

181  South  Broad,  Batesville  72501 

601  South  Moose,  Morrilton  72110 

3 

John  M.  Hestir,  .M.D. 

Carl  E.  Northeutt.  M.D. 

Dwight  W.  Criay,  M.D. 

220  West  Gibson,  DeWitt  72042 

Route  1,  Box  2TD,  Stuttgart  72160 

110  West  Chestnut,  Marianna  72360 

4 

Howard  Harris,  M.D. 

L.  R.  Turney,  M.D. 

George  Roberson.  M.D. 

207  South  Elm,  Dumas  71639 

101  South  Lhird.  Mcfiehee  7 1654 

1708  Doctors  Drive,  Pine  Bluff  71601 

5 

C.  E.  Fommey.  Nf.D. 

L.  \'.  Ozment.  M.D. 

Joe  F.  Rushton,  M.D. 

412  North  Washington,  El  Dorado  71730 

353  Cash  Road,  Camden  71701 

219  North  5Vashington.  Magnolia  71753 

6 

Donald  Duncan.  M.D. 

James  C.  Martindale,  M.D. 

James  .Armstrong,  M.D. 

P.O.  Box  778,  l exarkana  75501 

1 16  South  Main,  Hope  71801 

P.O.  Box  397,  Ashdown  71822 

7 

C:.  F.  Peters.  M.D. 

Robert  F.  McCrary,  M.D. 

I liomas  M.  Durham,  Jr..  M.D. 

1420  Potts,  Malvern  72104 

505  West  Grand,  Hot  Springs  71901 

505  West  Grand,  Hot  Springs  71901 

8 

*Richard  .M.  Logue,  M.D. 

John  McCollough  Smith,  M.D. 

James  Rasch,  M.D. 

601  North  University,  Little  Rock  72205 

4000  Woodlawn,  Little  Rock  72205 
lOOOl  Lile  Drive,  Little  Rock  72205 

9 

Friedman  Sisco.  M.D. 

Charles  ,A.  Ledbetter,  M.D, 

James  L,  Pickens,  M.D. 

P.  O.  Box  65,  Springdale  72764 

120  East  Bower,  Harrison  72601 

P.  O.  Box  128,  Rogers  727,56 

10 

Samuel  Landrum,  M.D. 

David  M.  Williams.  M.D. 

Boyce  W'est,  M.D. 

522  South  Kith,  Fort  Smith  72901 

809  5Vest  Main  Place,  Russellville  72801 

P.  O.  Box  220,  Clarksville  72830 

*Chairman 


Expires  Committee  Meudjers  Specialty 

April  30  ( Name  and  Address)  Represented 

1978  S.  Koenig,  Jr,,  922  Lexington, 

Fort  Smith  72901  Pathology 

1978  Charles  McKenzie.  802  North  Universitv, 

Tittle  Rock  72205  Orthopedics 

1979  R.  Teryl  Brooks,  Jr.,  1604  West  42nd  .\venue. 

Pine  Blulf  71601  Trology 

— Charles  F.  Wilkins,  Jr.,  3105  West  Main  Place, 

Russellville  72801  (Chairman) 

— A.  S.  Koenig,  Jr.,  922  Lexington, 

Fort  Smith  72901  (President) 

— W.  Payton  Kolb,  230  Medical  Towers  Bldg., 

Tittle  Rock  72205  (President-elect) 

— Elvin  Shuffield.  110  Doctors  Park  Building. 

Little  Rock  72205  (Secretary) 

— John  P.  Burge,  Lake  Village  Clinic, 

Lake  \'illage  71653  (Council  Chairman) 
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1976  OFFICERS  - COUNTY  MEDICAL  SOCIETIES  - ARKANSAS  MEDICAL  SOCIETY 


ARKANSAS  . _ Pies.- 

Scty.- 

-Carl  E.  Norlliciilt,  Route  1.  Box  21  1).  Stuttt;ail  72Hi() 

-Carl  E.  Nortliciitt,  Route  1,  Box  21  1),  Stuttgart  72160 

ASHl.KV  Pres.- 

Secy.- 

-E'.  N.  Burt,  310  North  Alabama.  Crossett  71635 
-James  D.  Rankin,  P.  O.  Box  232.  Hamburg  71616 

RAX  I KR  . Pres.- 

Sccy.- 

-Hubert  C.  Peterson,  Baxter  Gen.  Hosp.,  Mouutaiu  Home  72653 
-Aribur  L.  Beard,  126  West  6tli,  Mountain  Home  72653 

BENTON  Pres.- 

Secy.- 

-Richard  N.  Pearson,  1105  EVest  Chestnut,  Rogers  72756 
-Harry  M.  Harmon,  601  West  \Valnut.  Rogers  72756 

BOONE  Pres.- 

Secy.- 

-Don  X'owell.  120  least  Bower,  Harrison  72601 
-Ronald  Reese,  651  North  Spring,  Harrison  72601 

BRADLEY  Pres.- 

-Merl  r.  Crow,  205  East  Chttrth,  Warren  71671 

Secy.- 

-Williatn  C.  Whaley,  205  East  Church,  Warren  71671 

CHIC;OI  Pres.- 

-EVilliam  ].  Weaver.  P.  O.  Box  O,  Eudora  71610 

Secy.- 

-Howard  S.  Ilenjvoji,  Lake  X'illage  Clinic,  Lake  L'illage  71653 

CI.ARK  Pres.- 

Secy.- 

-John  R.  .Sellars.  M’.  Pine,  Arkadelphia  71923 
-James  T.  Blackmon,  1008  Pine,  .Arkadelphia  71923 

CLEBl  RNE  Pres.- 

Secy.- 

-1).  H.  McClanahan,  101  AY.  Searcy,  Heber  Springs  72543 
-D.  H.  McClanahan,  101  AVh  Searcy,  Helter  Springs  72543 

COLLMBLV  Pres.- 

-John  Ruff,  101  Hos|)ital  Drive,  Magnolia  71753 

Secy.- 

-Robert  A\h  Hunter,  2602  Crestview,  Magnolia  71753 

CONW  AY  Pres.- 

Secy.- 

-I  homas  L.  Buchanan,  200  South  Moose,  Morrilton  72110 

CRAIGHEAD  POINSETT  Pres  - 

Secy.- 

-Donald  M.  Berry.  P.O.  Box  1478,  Jonesboro  72401 
-John  f . St.  C lair,  505  East  Matthews,  Jonesboro  72401 

CR.UVFORD  Pres.- 

Secy.- 

-L.  R.  Darden,  P.  O.  Box  623,  A’an  Bnren  72956 
-E.  E.  Shearer.  P.  ().  Box  458,  Alma  72921 

CRITTENDEN  Pres.- 

Secy.- 

-Milton  1),  Deneke,  P.O.  Box  607,  AVTst  Memphis  72301 
-Larrv  1).  Bernstein,  P.O.  Box  1705,  AYest  Memphis  72301 

CROSS  Pres.- 

Secy.- 

-K.  E.  Beaton,  P.O.  Box  158,  AYynne  72396 
-A'auce  J,  Crain,  P.O.  Box  158.  AYvnne  72396 

DALLAS  Pres.- 

-Jack  T.  Dobson.  P.  O.  Box  816,  Eordyce  71742 

Secy.- 

-John  H.  Delamore,  P.O.  Box  351.  Eordyce  71712 

DESHA  Pres.- 

Secy.- 

-Gtiy  LL  Robinson,  207  South  Elm,  Dumas  71639 
-Howard  R,  Harris,  207  South  Elm,  Dumas  71639 

DREAY  Pres.- 

-,A.  K.  Btisby,  733  Doctors  Di  ive,  Mouticello  71655 

Secy.- 

-J.  P.  Price,  216  South  Main,  Monticello  71655 

E.VTLKNER  Pres.- 

-Ered  Gorcly,  522  Locust  St..  Conway  72032 

Secy.- 

-Bob  Banister,  923  Parkway,  Conway  72032 

PR\NKLIN  Pres.- 

Secy.- 

-Rebecca  Ewing,  601  AA'est  Commercial,  Ozark  72949 
-David  L.  Gibbons,  506  AYest  Commercial,  Ozaik  72949 

GARLAND  Pres.- 

Secy.- 

-James  C.  McMahen,  306  .Albert  Pike,  Hot  Sjtrings  71901 
-James  L.  Gardner,  125  Greenwood.  Hot  Springs  71901 

GRANT  Pres.- 

Secy.- 

-Curtis  B.  Clark,  200  South  Rose,  Sheridan  72150 
-Clyde  D.  Patilk,  200  South  Ro.se,  Sheridan  72150 

GREENE-CLAY  Pres.- 

-A.  J.  Baker,  P.O.  Box  339.  Paragoiild  72150 

Secy.- 

-Clark  M.  Baker,  115  AV'est  Cotirt,  Paragotdd  72450 
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Hl-'MPS'I  EAD  Pres.— George  \Vriglit.  202  Soiitli  Pine,  Hope  71801 

•Secy.— C.  Lynn  Harris,  P.  O.  liox  550,  Hope  71801 

HO  T SPRING  Pres.— Russell  \V.  Gobi).  1420  Potts.  Malvern  72104 

Secy.— Larry  Brashears.  1234  South  Main,  Malvern  72104 

HO\V.\Rl)-PlKP7  Pres.— Joe  1).  King,  P.  O.  Box  549,  Nashville  71852 

Secy.— Phillip  I..  White,  P.  O.  Box  319.  Murfreesboro  71958 

INDEPENni-NCE  Pres.-Jini  E.  Lytle.  181  Broad  Street.  Batesville  72501 

Secy.— C'.harles  M.  McClain.  }r..  154  S.  3rd.  Batesville  72501 

J.VCKSON  Pres.— Jerry  M.  Eranktiin.  Jr..  Second  & Laurel,  Newport  72112 

Secy.— Joint  D.  ,\shley.  Jr.,  Second  & Laurel,  Newport  72112 

JEEEERSON  Pres.-R.  F.  Bryant,  1112  Linden.  Pine  Bluff  71601 

Seev.— J.  William  Nuckolls.  1 121  Gberry,  Pine  Blttff  71601 

JOHNSON  . Pres.— Jack  I . Patterson,  P.  O.  Box  (i68,  Clarksville  72830 

Secy.— Boyce  'West,  P.  O.  Box  220,  Clarksville  72830 

L,\EA5  E 1 1 E Pres.-5Villie  J.  Lee,  P.  O,  Box  276,  Stamps  718()0 

Secy.— Craig  E.  Ditsch,  P.  O.  Box  610,  Lewi.sville  71845 

L.WVRENCE  Pres.— Ralph  Joseph,  Hwv.  25  5Vest,  5Valnut  Ritige  72176 

Secy.— J.  B.  Elders,  321  Southwest  Third,  5Valnut  Ridge  72476 

LEE  Pres.— Dwight  W.  Gray.  110  W.  Chestnut,  Marianna  72360 

Secy.— E.  C.  Fields,  77  W.  Main,  Marianna  72360 

LINCOLN  Pres.— James  \\\  Freeland,  P.  O.  Box  159.  Star  Caty  71667 

Secy.— Richard  C.  Petty,  P.  O.  Box  580,  Star  City  71667 

1.1  1 LEE  RIX'ER  - Pres.— I homas  Piillig,  .\shdown  Clinic, -^slulown  71822 

Secy.— Joe  CL  Shelton,  Jr.,  P.  O.  Box  697,  Ashdown  71822 

LOC.AN  ...  Pres.-Charles  McD.  Smith.  P.O.  Box  286,  Paris  72855 

Secy.- James  L.  Smith,  P.  O.  Box  286,  Paris  72855 

LONOKE  Pres.— Willie  Harris.  P.  O.  Box  40.  England  72046 

Secy.— B.  E.  Holmes.  305  CVest  Front,  Lonoke  72086 

MILLER  Pres.— Mary  Witt  llughes,  1001  Main.  Texarkana,  Texas  75501 

Secy.— Jack  Royal,  300  East  Sixth,  Texarkana  75501 

Exet  . Secy.— Mrs.  Marilyn  Pi  yor,  P.  O,  Box  1843,  1 exarkana  75501 

MISSISSIPPI  Pres.— S.  R.  Ciillom,  608  5V'.  Lee.  Osceola  72370 

Secy.— Eldon  Eaivley.  P.  O.  Box  68,  Osceola  72370 

MONROE  Pres.— Marvin  L.  Dalton,  P.  C).  P.ox  763,  Brinkley  72021 

Seev. -James  P.  Williams,  Jr..  127  S.  New  Orleans.  Brinkley  72021 

NEV.AD,\  . . ...  Pres.— Charles  ,\vcry,  427  East  6th,  Prescott  71857 

Secy.— Mit  had  C.  Young,  P.O,  Box  442,  Prescott  71857 

OlLYCliri  Pres.— Clal  R.  Sanders,  353  C'.ash  Road.  Camden  71701 

Seev.— L.  X.  C)7ment,  353  Cash  Road,  Camden  71701 

PHILLIPS  Pres.-H.  B,  Oldham,  P.  O.  Box  2538,  West  Helena  72390 

Secy.-L.  J.  Pat  Bell,  626  Poplar.  Helena  72342 

POLK . Pres.— David  N.  Hefner,  518  Janssen,  Mena  71953 

Secy.— Henry  N.  Rogers,  600  Seventh  Street,  Mena  71953 

POPE  . Pres.— Cierald  Stolz,  500  South  Detroit.  Russellville  72801 

Secy.— W.  E.  King.  3105  West  Main  Place,  Russellville  72801 

PTL.VSKI  Pres.— .Vmail  Chudy,  1801  Maple,  North  Little  Rock  72114 

Secy.— James  Weber,  P.O,  Box  188.  Jacksonville  72076 

Exec.  Secy.— Mr.  Paid  Harris,  311  Doctors  Building,  Little  Rock  72205 

R.\NDC4LPH  Pres.— 'W.  Wanen  Scott,  P.  C).  Box  585,  Pocahontas  72455 

Secy.— Norman  K.  Smith,  107  Van  Bibber,  Pocahontas  72455 
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SAl  IiN'K  I’u's.— Doiiiild  N incr,  105  MtNcil,  IkiUoii  72015 

Sc'c  v.— R.  A.  C'.ouncil,  910  Noilli  East  Slrt'cl,  Ik-iUon  72015 

SCA)  I r __  I'n-s.-Harold  15.  Wriglit,  1’,  ().  I5ox  219,  Waldron  72958 

Socy.— Harold  15.  Wright.  P.  ().  Box  249.  W'aldroii  72958 

-SEB.VS  ri.\N  Pres.— .S.  Wright  Hawkins.  W aldron  Rd.  at  Ellsworth.  Eon  Smith  72901 

Seev.— Peter  Irwin.  1500  Dodson,  Port  Smith  72901 

Asst.  See\.— Mrs.  Betty  Stipsky,  Waldron  Road  at  Ellsworth,  Fort  Sndth  72901 

SEA'IER  . ..  Pres.-O.  D.  Brown,  |r.,  P.  ().  Box  890,  DeQiieen  71832 

Seey.-4\'avne  C.  Ptdlcn,  P.  ().  Box  391,  DcQnccn  71832 

Exee.  Seey.— Mr.  |im  E.  Pearec,  Highway  70  W’est,  l)e()necn  71832 

ST.  FRANCIS  Pres.— Herbert  H,  Hollis,  317  N.  Washington,  Forrest  City  72335 

Seev.— David  E.  Lockhart,  P.  O.  Box  70,  Forrest  City  72335 

I'XIHX  - Pres.— .Mian  Pirnitjue,  71  1 W'est  Eaidknei.  El  Dorado  71730 

Seey.— Paid  ^\'ilson,  514  West  Eaidkner,  El  Dorado  71730 

\’-VX  BEREX  Pres.- W illiam  C.  McBiyde,  P.  O.  Box  II,  Faiifield  Bay  72153 

■Seev.-John  A.  Hall,  P.  ().  Box  310,  Clinton  72031 

W.ASHIXGIOX  ..  Pres.— .Mon  iss  Henry,  P.  O.  Box  I 767,  Fayetter  ille  7270 1 

Seey.— E.  Mitchell  Singleton,  P.  ().  Box  1343,  Eayetteville  72701 

WHl  EE  -- - - Pres.— |.  E.  Stinnett.  2900  Hawkins  Drive,  Seaicy  721  13 

Scry.— Hugh  R.  Edwards,  601  West  Woodruff,  Searcy  721  13 

WOODRTEE  Pres.— 15.  E.  Hendrixson.  P.  C).  Box  171,  MtCrory  72101 

Secy.— James  E.  Rowe,  P.  O.  Box  387,  McCrory  72101 

y fiEE  Pres.— James  O.  Pennington,  P.  O.  Box  68.  Ola  72853 

Secy.— 4\'alter  P.  Harris,  P.  O.  Box  487,  Danville  72833 
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President  A.  S.  Koenig,  fr.,  922  Lexington,  Fort  Smith  72991 

President-elect  ^V.  Payton  Kolb,  2,30  Medical  Towers  Bldg.,  Little  Rotk  72205 

First  Vice  President  Mahlon  O.  Maris,  P.  ().  Box  759,  Harrison  72601 

Second  Vice  President  Boyce  W.  West,  P.  O.  Box  220,  Clarksville  72830 

Fhird  Vice  President  John  M.  Hestir,  220  West  Gibson,  DeWitt  72012 

Secretary  Elvin  Shnflield,  I 10  Doctors  Park  Bldg.,  Little  Rock  72205 
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member  Mrs.  Paul  Schaefer,  and  Mrs.  James  W.  Branch.^  ■ ■ ■ - Koenig,  Mrs.  L\nn  Hains,  Mrs.  \\ . Meyers  S’mith,  honoran 


Mrs.  K<‘mark.?LuV'''For?'smkl/''p^^^^^^^  are:  Mrs.  Carl  Wilson,  Fort  Smith,  Presitle.tt  (thin!  from  left,  standing' 

fJeWTn^t^riukirsrth^^^^^^  .Ja;;mr|ft,le^s"Tserted^^?eVt)V'^^ 

K.  Andrews  ( standing,  riglu ) . ^ I resident  Mrs.  James  Bethel  (standing,  second  from  left),  and  Southwest  \'ice  President  Mrs.  / 
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REPORT  OF  THE 
52nd  ANNUAL  CONVENTION 
WOMAN'S  AUXILIARY 
TO  THE 

ARKANSAS  MEDICAL  SOCIETY 
April  25-27,  1976 

The  52n(l  Annual  Convention  ot  the  Auxiliary 
opened  with  the  pre-convention  hoartl  meeting 
at  2:00  P.M.  on  Sunday,  April  25,  1970.  d’he 
first  general  session  was  held  at  9:30  A.M.  on 
Monday,  April  20,  with  Mrs.  Curry  liradhtirn. 
President,  presiding.  T.  E.  d'ownsend,  M.D., 
President,  and  Paid  C.  Schaefer,  Exectitive  Vice 
President,  brotight  greetings  from  the  Aikansas 
■Medical  Society.  Mrs.  Bradhurn  presented  a gift 
from  the  Auxiliary  to  Afr.  and  Mrs.  Schaefer  in 
expre.ssion  of  appreciation  to  them.  Mr.  Schaefer 
will  be  retiring  from  his  position  on  August  1, 
1970. 

Special  gtiests  for  the  convention  were  Mrs. 
Norman  Gardner,  President-elect  of  the  Ameri- 
can Medical  Auxiliary,  and  Mrs.  J.  (iordon  Dees, 
President  of  the  Woman's  Auxiliary  to  the  South- 
ern Meilical  Association. 

Officers  elected  for  1970-77  were: 

President:  Mrs.  Carl  Wilson,  Eort  Smith 

President-elect:  Mrs.  Kemal  Kutait, 

Eort  Smith 

Recording  Secretary:  Mrs.  Lan  y Lawson, 
Paragoidd 

d'reasurer:  Mrs.  Jack  Downs,  Little  Rock 

Northeast  Vice  President:  Mrs.  James  Sanders, 
Jonesboro 

Northwest  Vice  President:  Mis.  Morriss 
Henry,  Eayetteville 

Southeast  Vice  Presitlent:  Mrs.  James  Bethel, 
Benton 

Sotithwest  Vice  President:  Mrs.  .\.  E.  Andrews, 
Texarkana 

Proposed  changes  in  the  By-Laws  were  ap- 
proved by  the  Auxiliary.  I’he  revisions  included 
changing  the  name  of  the  organi/ation  to  tlie 
Arkansas  Medical  Society  Auxiliary. 

Miss.  Carl  Wilson,  Mrs.  W.  M.  Williams,  Mrs. 
Kemal  Kutait,  and  Mrs.  Curtis  Stover  were 


MRS.  CARL  L.  WILSON 
President  1976-77 
Arkansas  Medical  Society  Auxiliary 


named  delegates  to  the  National  Coinention  in 
Dallas  in  June. 

'Ehe  House  of  Delegates  approved  a recom- 
mendatioii  from  the  Board  that  the  annual  dues 
for  l97(i-77  be  $15  with  $7  sent  to  the  National 
Auxiliary  and  $8  remaining  with  the  State  Aux- 
iliary. The  treasurer  reported  a dues-jiaying 
memliershij)  of  888. 

Ehe  registration  lor  the  Auxiliary  convention 
was  119. 
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Hereditary  Hemorrhagic  Telangiectasia:  Demonstration 

of  a Myocardial  Lesion 
by  Postmortem  Coronary  Angiography* 


C.  Lindsey  Miller,  M.D.*** 


I lereclitary  hemorrhagic  telangiectasia 
(Rendu-Osler-AV^eber  disease)  is  an  inheritetl 
vascidar  disorder  alfecting  the  skin  and  various 
organs.  Symptoms  have  been  related  to  hemor- 
rhage at  various  sites,  anemia,  and  pulmonary 
or  cerebral  arteriovenous  fistulae.  Diagnosis  is 
generally  established  by  typical  physical  findings 
and  a family  history  ol  similar  lesions. i"* 


The  purpose  of  this  case  report  is  to  describe 
for  the  first  time  a lesion  typical  of  hereditary 
hemorrhagic  telagiectasia  in  the  myocardium,  as 
demonstrated  by  histological  examination  and 
jjostmortem  coronary  angiography.  The  heart 
has  been  reportetl  to  be  involved  with  angiomata 
on  one  occasion,  but  heretlitary  hemorrhagic 
telangiectasia  was  not  clearly  demonstrated. ^ 

Case  Report 

1 he  patient  was  a 59-year-old  white  male 
alcoholic  who  presented  to  the  Little  Rock  Vet- 
erans Administration  Hospital  with  symptoms 
of  a right  homonymous  hemianopsia,  a history 
ol  frcrpient  epista.xis,  and  multiple  skin  telangi- 
ectases. 1 here  was  a laniily  history  of  similar 
.skin  lesions  and  epistaxis  in  the  mother,  brother, 
and  maternal  uncle.  Surgical  removal  of  an 
aneurysm  ol  the  left  internal  carotid  artery  col- 
lected the  hemianopsia  during  that  admission. 

1 here  were  several  admi,s.sions  during  the  en- 
suing  nine  years  lor  various  manifestations  of 
his  disease.  Most  admissions  were  due  to  severe 
anemia  associated  with  recurrent  ejiistaxis.  Ab- 
normalities on  chest  x-rays  were  noted  and  were 
attributed  to  pulmonary  arteriovenous  fistulae. 
On  one  occasion  he  was  admitted  because  of 
chest  pain  and  a syncopal  episode.  An  abnormal 
electrocardiogram  was  noted  at  that  time  with 
nonspecific  ,S  I -T  wave  changes.  Ischemic  heart 
disease  w;is  the  most  seriously  considered  etiolog)' 
for  these  findings. 


c Veterans  Administration  Hospital  and  the  Department 

ol  Medicine,  University  of  Arkansas  Medieval  Center,  Little  Rock, 
.Arkansas.  Supported  by  Veterans  Administration  MTtlS  #5907-01. 

requests  to:  Marvin  L.  .Murphy,  M.D.,  VA  Hospital, 
300  East  Roosevelt  Road,  Little  Rock,  .Arkansas  72206. 

**•1120  Medical  Towers  Building,  Little  Rock,  .Arkansas  72205. 


and  Marvin  L,  Murphy,  M.D.** 


His  final  admission  was  for  increasing  weak- 
ness aiul  tlyspnea.  Physical  examination  revealed 
a cyanotic,  dyspneic  white  male  with  a blood 
pressure  of  130/70  and  a regular  pulse  of  100. 
I here  was  cai  iomegaly  and  a loud  harsh  systolic 
grade  I II /VI  murmur  at  the  apex  and  over  the 
pulmonic  area.  Hepatomegaly  was  noted  as  well 
as  2-(-  edema  of  the  lower  extremities.  Typical 
telangiectatic  lesions  of  the  skin  were  present 
over  the  trunk,  extremities,  and  tongue. 

Pertinent  laboratory  findings  revealed  a hem- 
atocrit of  32%  and  a hemoglobin  of  9.9gin%. 
I here  was  a positive  stool  guaiac.  Arterial  gases 
revealed  an  0.  saturation  of  00%  on  room  air 
and  HI. 5%  on  3 liters  nasal  oxygen.  An  electro- 
cardiogram revealed  a sinus  rhythm  with  a left 
bundle  branch  block,  fretpient  premature  atrial 
contractions,  and  premat  tire  ventricular  con- 
tractions. 

His  hospital  course  was  one  of  continued 
dyspnea  desjiite  approjiriate  therapy  for  pulmo- 
nary edema  which  gradually  worsened,  and  he 
expired  sucklcnly  on  the  evening  of  his  seventh 
hospital  day. 

Autopsy  Findings 

Central  nervous  system  — Encephalomalacia 
was  noted  consistent  with  surgical  trauma  due  to 
removal  of  an  arterial  venous  fisttila  of  the  left 
anterior  communicating  artery. 

Skill  — Numerotis  telangiectatic  lesions  involv- 
ing the  body,  extretnities,  and  face  were  present. 

Lung  — Numerous  pleural  adhesions,  fibrosis 
of  pulmonary  parenchyma,  and  an  arteriovenous 
fistula  in  the  left  lung  were  found. 

Gastrointestinal  — Telangiectatic  lesions  ivere 
found  to  involve  the  tongue,  stomach,  small  in- 
testine, and  colon. 

Cardiovascular  — The  heart  weighed  650  gm. 
The  left  ventricle  measured  18  mm  in  thickness 
and  the  right  ventricle  measured  4 mm.  The 
pericardium  was  thickened  and  appeared  to  be 
inflamed.  The  pericardium  was  carefully  ex- 
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aminccl  lor  telangicctalic  lesions  but  none  were 
ioinul.  Postmortem  coronary  anoiography  em- 
ploying the  Schlesinger  techni(|ne  was  }3er- 
lormecl.''  'I'lie  coronary  arteries  were  tareltilly 
dissected  and  no  atherosclerotic  lesions  were 
found,  d’he  jrostmortem  coronary  angiogram  is 
ilhistrated  in  Figttre  1.  I'liis  reveals  a “stain” 
indicated  hy  the  symI)ol  ‘'11/’  consistent  with 
an  arteriovenous  fistula.  Figure  2 reveals  the 
telangiectatic  lesion  to  he  snhendocardial  in  lo- 
cation with  snrronnding  normal  myocardimn. 
A higher  magnification  of  the  lesion  seen  in  Fig- 
ure 2 is  illustrated  in  Figure  3 and  is  a typical 
histologic  lesion  of  hereditary  hemorragic 
telangiectasia. 

Discussion 

Fhis  case  demonstrates  for  the  first  time  the 


FICIURE  3 

A high  magnification  of  the  telangiectatic  lesion  seen  in  Figure  2 
re\eals  numerous  dilated  vascular  spaces  lined  with  endothelial 
cells.  These  endothelial  channels  are  engorged  with  red  blottd  cells. 
Delicate  septa  of  fibrous  connective  tissue  form  the  stroma  of  the 
vascular  lesion. 


R^ht  Ventricle 


FKT’RR  1 

This  is  a postmortem  coronan  angiogram  demonstrating  the  loca- 
tion of  the  telangiectatic  lesion  (TL)  in  the  left  ventricular  myo- 
cardium, appearing  as  a “stain.”  Coronarv  arteries  are  outlined: 
anterior  descending  (AD),  diagonal  (D),  obtuse  marginal  (CM), 
circumflex  (C),  posterior  descending  (I'D),  and  the  marginal 
branch  of  the  right  (R). 


FIGURE  2 

This  illustrates  the  subendcxardial  location  of  the  telangiectatic 
lesion  with  surrounding  myocardium. 


appeai'ance  of  a tyydcal  lesion  of  hereditary 
telangiectasia  in  the  myocardium.  The  signifi- 
cance of  the  ventricular  telangiectatic  lesion  to 
the  cartliomegaly  is  not  known  but  it  is  probably 
unrelated.  Several  factors  stich  as  alcoholism  and 
chronic  anemia  cotdd  have  contributed  to  the 
development  of  cardiomegaly  in  this  patient,  but 
the  exact  cause  is  undetermined.  'With  increas- 
ing use  of  coronary  angiograjdiy,  a description  of 
the  telangiectatic  lesion  seen  in  this  case  may  aid 
in  identifying  such  lesions  before  deatli. 
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Coronary  Artery  Bypass  Surgery: 
A Clinically  Acceptable  Procedure 

Eliot  Corday,  M.D.  and  Steven  Rubins,  M.D.* 


A Ithough  considerable  controversy  still  ex- 
ists about  the  exact  clinical  application  of  the 
coronary  bypass  procedure,  it  is  already  evident 
that  this  procedure  is  one  of  the  most  important 
therapeutic  advances  of  the  past  decade.  Surgical 
revascularization  is  effective  in  relieving  dis- 
abling symptoms  which  enables  many  individuals 
to  return  to  their  occupations,  and  it  may  extend 
life  in  certain  snbgroiips. 

The  procedure  is  not  indicated  in  all  patients 
with  coronary  artery  disease,  but  is  of  clinical 
benefit  in  certain  select  groups  such  as  impend- 
ing myocardial  infarction,  high  risk  coronary 
lesions,  and  disabling  unresponsive  angina.  It 
is  of  benefit  in  selected  patients  when  combined 
with  aneurysmectomy  or  vahe  repair.  7’he  fact 
that  many  centers  acioss  the  world  are  able  to 
])erform  the  bypass  operation  in  .selected  sidj- 
gronps  with  a very  low  mortality  of  one  percent 
or  less  indicates  that  the  technitpies  have  im- 
proved greatly.  However,  the  success  of  the  sur- 
gery is  completely  dejtendent  upon  the  proper 
selection  of  ])atients  gatiged  upon  clinical  dis- 
ability, an  adetpiate  left  venti  icidar  myocardium 
and  a patent  distal  coronary  artery  .system  capa- 
ble of  carrying  significant  bypa.ss  blood  flow, 
Favaloro,  et  al  (1970). 

The  Adverse  Effects  of 
Coronary  Bypass  Surgery 

The  reasons  for  clinical  benefit  or  failure  are 
dependent  upon  whether  the  byjjass  provides 
enough  additional  blood  flow  to  the  ischemic 
myocardium  to  prevent  angina,  improve  itn- 
paired  contractile  function,  prevent  infarction, 
and  lessen  the  possiljility  of  sudden  death.  Cer- 
tain disturbing  facts  have  been  reported  in  the 
literature,  such  as  that  8 to  .S0%  of  saphenous 
vein  giafts  become  oljstructed  and  5 to  29%  of 
patients  show  signs  of  cardiac  infarction  within 
one  year  of  surgery.  The  coronary  anatomy  must 
be  carefully  studied  to  tletermine  if  the  distal 
coronary  circulation  is  ca]:»able  of  carrying  an 
adetpiate  blood  flow,  because  if  not,  it  will  prol)- 
ably  occlude  within  a short  period  of  time, 
d'here  is  increasing  evidence  that  if  the  bypass 

•Address  correspondence  to:  Dr.  Kliot  Corday,  Cedars-Sinai 
Medical  Center  Research  Institute,  -1751  Fountain  Avenue,  I.os 
Angeles,  California  90029. 


procetlure  is  performed  on  a patient  within  a 
few  days  of  acute  coronary  occlusion,  it  is  as- 
sociated with  a higher  mortality.  Other  reports 
indicate  accelerated  progression  of  arterioscele- 
rosis  in  the  native  coronary  circulation  and  in 
the  grafts  themselves. 

Reason  for  Clinical  Benefit  or  Failure 

Improved  surgical  skills  including  perform- 
ance of  multiple  bypasses  really  were  not 
achieved  until  1971.  1 he  studies  jFerformed  since 
the  more  complete  operation  was  perfected  gen- 
erally reveal  more  beneficial  effects  such  as 
improved  relief  of  angina  and  increased  survival. 

Success  of  the  operation  depends  upon  (1)  ap- 
propriate selection  of  ve.ssel  to  be  bypassed, 
(2)  condition  of  the  myocardium,  such  as  whether 
it  is  diffusely  scarred,  or  still  viable,  (3)  surgical 
technique,  (-1)  skill  of  the  anesthesiologist,  and 
(5)  postoperative  care.  The  cardiologist  must 
weigh  the  benefits  aiul  drawbacks  of  surgery  by 
comparing  the  natural  history  of  the  patient’s 
subgroup  with  the  record  of  success  of  the  local 
surgical  group  for  each  class  of  patient. 

Briefly  speaking,  the  candidates  most  likely  to 
benefit  from  the  bypass  operation  are  those  with 
adetpiate  remaining  contractile  function  of  the 
left  ventricular  myocartliiim  and  patent  distal 
coronary  artery  circulation  that  will  permit  good 
runoff.  Patients  who  lune  an  abnormal  high 
left  ventricular  end-diastolic  volume,  ejection 
fraction  of  less  than  0.35  and  congestive  failure, 
are  those  who  are  least  likely  to  obtain  pro- 
longed benefit  from  the  procedure. 

Evaluation  of  Effectiveness  of 
Bypass  Procedure 

Long  term  effectivene.ss  of  the  procedure  will 
retpiire  detailed  studies  of  large  series  of  patients 
carefully  categorized  and  matchetl  as  subgioups 
based  upon  clinical  .symptomatology,  anatomy 
and  cardiac  function.  Such  evaluation  necessi- 
tates repeat  catheterization  and  angiograms  over 
a period  of  years  to  determine  whether  the  ves- 
.sels  remaiit  open,  whether  myocardial  contractil- 
ity is  maintained,  and  the  degree  of  cardiac  com- 
jjensation,  Webster,  et  al  (1974). 

I’o  pro\’ide  comparable  studies  the  anatomic 
lesions  must  be  matched  as  to  the  number,  loca- 
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tioii  and  clegroe  ol  vessel  iiairowing,  the  ade- 
quacy of  runoff,  segnieutal  myocardial  coiilrac- 
tility  and  the  presence  of  ventricular  aneurysms 
and  valvular  lesions.  I he  patients  will  have  to 
he  further  snhgronped  in  categories  depending 
upon  the  clinical  symptomatology  and  the  ur- 
gency of  the  procedures  such  as  stable  angina, 
unstable  angina,  or  acute  cardiac  inhuclion. 

Operative  results  should  be  correlated  with 
the  number  of  vessels  bypassed  and  the  efficacy 
of  each  procedure  as  judged  by  graft  flow.  Long 
term  patency  and  myocardial  dynamics  must  be 
assessed  by  setpiential  cardiac  catherization  and 
angiogTaphic  studies.  .\t  present,  repeat  angio- 
grams  are  usually  performed  on  patients  with 
continuing  symptoms  and  complications;  there- 
fore, most  reports  on  patency  are  biased  toward 
the  unfavorable  and  cannot  be  accepted  as  repre- 
sentative of  overall  results.  Such  comprehensive 
data  are  needed,  however,  to  evaluate  the  ef- 
fectiveness of  the  procedure. 

Experience  in  evaluating  the  effects  of  other 
procedures  such  as  the  use  of  anticoagulants  for 
treatment  of  acute  myocardial  infarction  did  not 
provide  comparative  data  until  the  procedures 
were  randomized,  d’hen  it  became  obvious  that 
prospective  studies  did  not  give  the  proper  pic- 
ture of  the  status  of  anticoagulation.  Because 
of  the  great  success  alreatly  reported  Irom  pro- 
spective studies,  it  is  difficult  to  randomize  in 
those  cases  where  the  bypass  procedure  is  already 
regarded  as  being  of  established  clinical  benelit 
or  life  saving.  For  instance,  most  investigators 
choose  not  to  randomize  the  unstable  jxitient 
with  a high  risk  left  main  coronary  stenosis,  be- 
cause bypass  of  such  a lesion  appears  to  reduce 
the  danger  of  sudden  death. 

One  of  the  main  difficulties  in  assessing  the 
results  is  that  definitions  of  the  subgroups  are 
confusing  and  lack  uniformity.  To  learn  the 
long  tenn  effectiveness  of  the  procedures  it  will 
recpiire  more  uniform  use  of  definitions  in  a 
large  series  of  patients  carefully  categorized  and 
matched  as  subgroups  based  on  clinical  symp- 
tomatology, anatomy  and  function.  Ehe  diag- 
nostic and  surgical  jirocedures  at  .some  centers 
are  technically  su])erior,  making  it  very  difficult 
to  match  the  patients  enrolled  in  cooperative 
studies. 

Indications  for  Surgery 

1.  Stable  Angina 


'I'his  is  a group  of  patients  w'ith  coronary 
artery  disease  who  complain  of  anginal  pain 
which  is  precipitated  by  exertion  and  emotional 
stress.  I'he  angina  can  usually  be  avoided  by 
limiting  the  provocation  and  physical  activity. 
.\dministration  of  therajx;utic  agents  such  as 
propranczlol  and  long  acting  nitrates  olten  re- 
duce the  fretpiency  and  severity  of  angina,  so 
that  their  disability  is  minimal.  Lhe  survival 
rate  in  the.se  patients  is  relatively  good,  there- 
fore it  is  difficult  to  evaluate  whether  a surgical 
procedure  will  extend  life.  Hoivever,  since  a 
higher  percentage  of  patients  are  symptom-lree 
after  surgery,  they  may  have  less  anxiety  and 
their  cpiality  of  life  is  improved. 

If  the  stable  angina  patients  continue  to  be 
incapacitated  by  pain  despite  medical  measures, 
they  should  be  classified  as  disabled  and  con- 
•sidered  as  candidates  for  surgery.  Bypass  often 
will  relieve  angina  and  allow  them  to  regain 
their  occupation  and  life  style.  .\  recent  study 
performed  in  Houston  on  70  volunteers  with 
stable  disabling  angina  who  were  randomized 
indicates  that  the  tpiality  of  life  is  decidedly  im- 
proved in  the  operated  group,  and  85%  are  com- 
pletely free  of  angina. 

2.  Unstable  Angina 

This  group  might  best  be  referred  to  as  inter- 
mediate syndrome  because  they  are  patients  ivith 
unstable  ischemic  heart  disease  which  can  revert 
to  staltle  angina  pectoris  or  progress  to  myo- 
cardial infarction.  .Some  use  the  term  impending 
infarction  because  these  patients  are  at  high  risk 
for  myocardial  iufarction  and  sudden  death. 
The  characteristic  features  of  unstable  angina  are 
that  the  |>ain  suddenly  starts  up  and  within  a 
short  period  of  time  increases  in  fretpiency  and 
intensity  in  a crescendo  fashion.  In  other  pa- 
tients the  pain  is  brought  on  without  exertion 
or  awakens  the  patient  from  sleep.  The  pain 
often  has  all  the  characteristics  of  an  acute  myo- 
cardial infarction  except  that  the  patient  tloes 
not  exhibit  evidence  of  myocardial  necrosis  as 
revealed  by  the  oirset  of  Q waves  or  elevation 
of  enzymes.  Nitroglycerin  often  does  not  readily 
relieve  the  chest  pain. 

It  is  dififcult  to  estimate  long-term  survival 
in  such  patients.  .Some  centers  have  reported  a 
mortality  rate  as  low  as  6%,  others  as  high  as 
38%  in  one  year.  Long  term  surgical  followup 
at  some  centers  such  as  the  Cedars-Sinai  Medical 


Volume  73,  Number  1 — June,  1976 


67 


Coronary  Artirv  Bypass  SrRGP:RY 


Center  and  Cleveland  Clinic,  Bennett  (1974), 
sugg;est  the  liypass  has  decidedly  improved  life 
expectancy,  Ijecause  operative  mortality  is  re- 
duced to  less  than  1%  and  the  3-year  survival 
is  decidedly  better  than  that  with  medical  man- 
agement. However,  one  report  indicates  a 22.5% 
operative  mortality  in  a small  series  of  40  j)a- 
tients  where  most  deaths  were  due  to  unsuspected 
acute  infarction  found  in  6 patients,  Conti,  et  al 
(1974).  A cooperative  study  using  ramlomized 
patients  has  reported  an  operative  infarction 
rate  of  22%  and  an  operative  mortality  of  6%. 
Therefore,  it  is  oljvious  that  in  order  to  compare 
the  benefits  of  surgical  vs.  medical  management 
of  these  patients,  larger  series  will  be  required 
and  surgical  skills  and  the  selection  of  patients 
for  the  procedure  must  be  comparable.  Patients 
with  acute  infarction  discovered  at  surgery  who 
were  included  in  the  series  should  be  eliminated 
from  the  impending  series. 

3.  Acute  Cardiac  Infarction 

Some  surgeons  believe  that  coronaiy  bypass 
should  l)e  instituteil  immediately  after  coronary 
occlusion  hoping  that  it  will  reduce  the  si/e  of 
the  infarct.  However,  the  surgical  mortality  rate 
of  tlie  procedure  perfoimed  within  a few  hours 
after  coronary  occlusion  a]>pears  to  be  higher 
than  tliat  obtained  uiuler  medical  management. 
Recent  studies  demonstrated  a mortality  up  to 
41%  on  uncomplicated  bypass  patients  operated 
on  within  the  first  24  hours  after  coronary  oc- 
clusion, whereas  after  the  first  30  days  it  was 
only  4%,. 

.\  smaller  operative  mortality  may  be  antici- 
j)atcd  if  the  bypass  is  performed  within  3 hours 
ot  occlusion,  but  it  is  logistically  difficidt  to  per- 
form coronary  angiography  and  initiate  the  jmo- 
cednre  within  this  short  period  of  time.  We 
have  demonstrated  in  animal  studies  that  when 
bypass  is  performed  after  3 hours  of  coronary 
occlusion,  reperfusion  can  result  in  serious  un- 
controllable aiThythmias,  cardiac  metabolic  and 
mechanical  dysfunction,  and  actually  accelerate 
necrosis  within  the  first  5 hours,  Lang,  et  al 
(1974).  In  a subsequent  series  of  dogs  where  7 
days  reperfusion  took  place  after  3 hours  oc- 
clusion, the  average  infarct  size  was  reduced 
about  one-half.  However,  in  about  one-third  of 
the  animals,  the  infarct  size  was  not  reduced. 
This  woidd  suggest  that  surgery  after  3 hours 
occlusion  bypass  should  be  reserved  for  the  com- 


plications of  coronary  occlusion  where  the  risk 
under  medical  management  is  inordinately  high, 
as  reduction  in  infarct  size  is  unpredictable. 

4.  The  High  Risk  Lesion 

Studies  of  the  natural  history  of  patients 
treated  medically  with  one  vessel  involvement  is 
accompanied  by  a (i-year  mortality  of  14%, 
whereas  with  2 vessel  obstruction  it  is  42%,  3 
vessel  67%  and  left  main  coronary  narrowing 
63%,  McNeer,  et  al  (1974).  Because  of  the  ex- 
cessive mortality  in  the  3 vessel  and  left  main 
coronary  lesions,  they  must  be  considered  highly 
lethal  and  shonld  be  considered  for  bypass.  Sta- 
tistics have  already  indicated  a favorable  2 year 
survival  after  multiple  bypasses  in  the  high  risk 
lesions.  This  raises  the  question  whether  angio- 
grajDhy  shoidd  be  more  routinely  j^erformed  to 
identify  those  who  are  of  high  risk  who  might 
benefit  by  such  surgery. 

5.  Ventricular  Aneurysms  — 

J'alvular  Dysfunctions 

Recent  experiences  at  the  Los  .\ngeles  Cedars- 
Sinai  Medical  Center  and  also  at  the  Cleveland 
Clinic  have  Ijotli  indicated  a reduced  operative 
mortality  when  ventricular  aneurysms  or  valvu- 
lar defects  are  performed  in  combination  with 
bypass  surgery.  The  mortality  rate  of  ventricular 
aneurysmectomy  lias  lieen  reduced  in  the  past 
few  years  from  20%  to  6%  and  that  of  valvular 
replacement  to  only  3.5%  when  these  are  j^er- 
formed  in  combination  with  the  bypass  pro- 
cedures. 

Conclusions 

4\4th  improved  patient  selection  and  technical 
proficiency,  coronary  bypass  surgical  mortality 
has  lieen  reduced,  and  long  term  survival  in- 
creased. Because  it  improves  the  cpiality  of  life 
by  relieving  angina  in  many  sidigroiqis,  we  con- 
clude that  coronary  liypass  is  now  a clinically 
acceptable  procedure  in  appropriately  selected 
patients. 
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Snake  Bites:  A Review 
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Quakes  and  snake  bites  liave  been  a source 
of  mystery,  fear,  folklore  anti  even  religion  in 
the  Lbiited  States  since  the  first  settlers.  I'his 
has  carrietl  over  until  today  and  contributes  to 
the  great  misnntlerstanding,  even  by  the  medical 
community,  of  snake  bites.  Tlie  fact  is,  snake 
bites  are  nneommon  atid  serious  disability  or 
death  from  them  is  nnnsnal.  d’here  are  about 
(),()()()  to  8,000  reported  bites  by  venomous  snakes 
in  the  lbiited  States  ]x.'r  year.  Of  these,  only 
1 '3  to  1/2  result  in  any  significant  degi'ce  of 
envenomation,  and  approximately  11  result  in 
no  envenomation.^  However,  the  number  of 
bites  is  increasing  tine  to  an  increase  in  popu- 
lation and  outdoor  recreation.  Ninety-eight  per- 
cent of  these  bites  are  pit  vipers  (Crotalidae 
family)  with  the  other  two  percent  caused  by 
coral  snakes,  cat  eyes  (found  only  along  the  Rio 
Grande)  and  various  imported  sjrecies  in  zoos. 
Fifty-eight  percent  of  the  victims  are  less  than 
21  years  of  age  with  a deaeasing  incidence  of 
snake  bite  with  increasing  age.  Ninety-six  per- 
cent of  the  bites  occur  on  the  extremities,  with 
the  ankle  and  dorsum  of  the  foot  being  the  most 
common  site.^  Since  19(10  the  death  rate  has 
been  only  0.28%  of  all  bites  or  about  20  deaths 
per  year.  But,  the  incidence  of  loss  of  limb  or 
loss  of  function  of  the  limb  is  significantly  great- 
er and  constitutes  the  greatest  challenge  to  the 
physician. 

Considering  the  j^otential  catastrophic  results 
of  a venomous  snake  bite,  all  physicians  con- 
cerned with  acute  patient  care  must  be  able  to 
correctly  diagnose  a venomous  l)ite  and  admin- 
ister proper  initial  treatment.  Correct  treatment 
of  the  i)ite  and  the  potential  complications  of 
treatment  must  be  understood.  Most  physicians 
have  little  idea  of  how  to  manage  this  proldem, 
because  venomous  bites  are  infrecpient  and  lit- 
erature regarding  them  is  scattered  and  occasion- 
ally contradictory.  With  this  liackground,  what 
must  a jihysician  do  when  confronted  with  a 
snake  bite?  The  purpose  of  tliis  paper  is  to  re- 
view the  world’s  literature  and  offer  current 
lecommendations  for  diagnosis  and  treatment  of 
venomous  snake  bites. 


‘University  of  Arkansas  for  Medical  Sciences,  Department  of 
Surgery,  4301  West  Markham,  Little  Rock.  Arkansas  72201. 


DIAGNOSIS 

/H£A'77/'/CM  T/OA’ — First,  the  physician 
must  l)e  able  to  identify  the  offending  snake  as 
poisonous  or  not.  Flie  bite  altermath  is  almost 
100%  fatal  to  the  snake,  for  the  patient  will 
usually  luring  in  several  pieces  of  reptilian  tis- 
sue for  your  identification.  Therefore,  several 
anatomic  features  must  be  used  to  identify  these 
snakes.  Distinctive  features  are  usually  pre.sent 
in  the  majority  of  the  members  of  the  family 
Crotalidae  but  may  l)e  absent  from  any  individ- 
ual snake.  Eight  venomous  snakes  exist  in  Ar- 
kansas:- the  Western  Diamondback  rattlesnake 
(crotalus  atrox),  the  ’Fimber  rattlesnake  (crotalus 
horridus  horridus),  the  Canel)rake  rattlesnake 
(crotalus  horridus  atricaudatus),  and  the  West- 
ern Pygmy  rattlesnake  (sistrurus  miliarius 
streckeri):  the  Western  Cottonmouth  or  Wbater 
Moccasin  (.\gkistrodon  piscovorus  leucostoma): 
the  .Southern  Copperhead  Moccasin  (Akgistro- 
don  contortrix  contortrix);  the  Northern  Cop- 
perhead Moccasin  (Agkistrotlon  contortrix 
mokeson):  and  the  Texas  Coral  Snake  (Miniiris 
Fulvius  tenere). 

Coloring  is  the  most  variable  and  unreliable 
sign,  since  the  non-venomous  snakes  mimic  ven- 
omous ones  for  their  protection.  The  rattle- 
snakes have  typical  coloring  and  can  be  easily 
referenced  from  the  literature.  They  are  usually 
easily  identified  by  the  presence  of  rattles,  but 
this  is  not  an  absolute  finding  for  they  may  be 
broken  off  during  food  gathering  or  molting. 
The  Whiter  Moccasin  is  a dark  green  to  black- 
brown  color  with  cross  hatch  bands  and  has  a 
distinctive  white  oral  mucosa  that  re.sembles  cot- 
ton. The  Ciop|rerhead  is  usually  coppercolored 
with  brown-bron/e  cross  hatches  but  may  be 
seen  in  a very  dark  or  light  pha,se.  The  Cioral 
snake  is  very  colorful,  usually  with  a black  nose, 
rings  that  completely  encircle  the  body  in  a 
definite  order  of  black,  yellow,  red,  yellow,  black. 

I'his  snake  must  be  carefully  tlifferentiated  from 
the  harmless  Scarlet  King  and  Louisiana  Milk 
snakes  that  liave  retl  or  yellow  noses,  rings  that 
do  not  encircle  tlie  body  and  are  in  the  order 
of  red,  black,  yellow,  black,  red. 

Pit  Vijiers  have  a characteristically  triangular 
shaped  head  witli  facial  pits  located  between  the 
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nostrils  and  the  eyes:  other  snakes  including  the 
Coral  do  not.  Venomous  snakes  do  not  have  a 
loreal  plate,  a scale  located  between  the  nostril 
plate  and  the  periorbital  plate.  All  have  ver- 
tically elliptical  pupils  whereas  non-poisonous 
varieties  have  round  pupils.  Fangs  are  usually 
identiliable.  In  Pit  Vipers,  they  are  hollow  re- 
tractable teeth  near  the  front  of  the  maxilla. 
1 he  Coral  snake  has  small  fangs  fixed  in  the 
anterior  maxilla.  Nonpoisonous  snakes  have 
teeth  but  no  fangs.  Examination  of  the  tail  is 
helpful  ill  that  venomous  snakes  usually  have  a 
single  row  of  subcaudal  scutes,  whereas  harmless 
ones  have  a double  row.  The  Cottonmouth  has 
an  unusually  blunt  tail,  and  of  course,  the  rattle- 
snake has  rattles,  higure  1 is  an  illustration  of 
the  various  characteristics  of  poisonous  and  non- 
poisonous snakes.^' 2- 3 Due  to  the  low  incidence 
of  Coral  snake  bites  this  paper  will  deal  only 
with  Pit  Viper  iiites. 

FNVENOMA  f ION  — The  second  diagnostic 
job  of  a physician  has  when  confronted  with  a 
jrossible  snake  bite  is  to  determine  if  envenonia- 
tion  has  actually  occurred.  The  Pit  Vipers  inject 
a toxin  produced  by  a modified  salivary  gland 
into  the  tissue  through  liollow  retractable  teeth 
or  fangs  similar  to  ;i  hypodermic  needle."^  By 
striking  the  object  witli  its  mouth  open,  about 
180  degrees,  and  its  fangs  extended,  the  snake 
penetrates  its  victim.  By  biting  down  cpuckly, 
the  venom  is  injected.  Contrary  to  folklore.  Pit 
Vipers  will  strike  repeatedly  at  their  victims  until 
tliey  are  out  of  range,  and  the  last  strike  is  just 
as  toxic  as  the  first."'  ''  Coral  snakes,  due  to  the 
small  size  of  their  mouth  and  short  fixed  fangs, 
must  seize  a small  object,  usually  a finger  or  toe, 
and  chew  repeatedly  to  inject  their  venom."' 


CHARACTERISTICS  OF  SNAKES 


Pit  Vipers’  venoms  are  extremely  complex: 
since  they  contain  5 to  15  enzymes,  3 to  12  non- 
enzymatic  proteins,  and  at  least  half  a dozen 
other  substances  known  and  unknown.^  Table  I 
represents  some  of  the  substances  found  in  crota- 
lid  venoms  and  their  primary  mode  of  action, 
and  reveals  the  complexity  of  pharmacological 
proldems  they  may  produce.  The  snakes  found 
in  Arkansas  are  cajsable  of  delivering  varying 
amounts  of  venom  per  strike  (Table  II),  and  the 
venom  of  each  species  has  a characteristic  effect 
on  its  victim.®  For  example,  the  Copperhead  is 
much  less  lethal  than  the  Diamondback,  pri- 
marily because  its  venom  is  highly  proteolytic 
and  weakly  hemotoxic;  whereas  the  rattler's  is 
just  the  opposite.  The  pharmacology  of  crotalid 
venom  has  4 primary  toxic  effects  that  are  pres- 
ent to  varying  degrees  in  each  species’  venom. 
These  have  classically  been  labeled  local  necrosis, 
cardiotoxic,  hemotoxic,  and  neurotoxic,  in  an 
attempt  to  provide  a simple  way  of  evaluating 
the  effects  of  envenomation.  The  physician  must 
remember,  however,  the  complexity  of  the  ven- 
oms and  anticipate  an  effect  on  all  organ  sys- 
tems from  the  previously  named  biochemical 
constituents.  Envenomation  is  in  effect  a mul- 
tiple poisoning. 

An  almost  immediate  local  effect  of  venom 
is  erythema,  edema,  and  pain.  If  these  are  not 
present  within  the  first  20  minutes,  it  is  safe  to 
assume  no  envenomation  has  occurred.  Due  to 
the  highly  proteolytic  enzymes,  the  local  tissues 
undergo  digestion  rapidly.  Edema  and  the 

TABLE  I 

COMPOSITION  OF  PIT  VIPER  VENOMS 

Phospholipases  A 
Hyaluronidase 
5'  — Nucleotidase  (AMPase) 
Phosphodiesterase  1 
(Exonuclease) 

DNAase 

RNAase 

AlPase 

NADase 

L-Amino  Acid  Oxidase^ 

I.-Arginine  — Ester  Hydrolases 

? Proteases 

Exopeptidases 

Acetylcholine 

Bradykinin 

Throjubin  Like  Protein 
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TABLE  II 

ARKANSAS  SNAKES,  VENOM  YIELD,  AND  LETHALITY 


R.VI  1 LFSNAKES 

.Jr'g.  LcDglh 
( Inches  ) 

Avg.  ]'enoin  Yield 
(MG) 

IP 

MCI  KG 
IV 

Western  Diamondback 

30-65 

175-320 

3.71 

4.20 

limber 

32-54 

7.5-150 

2.91 

2.63 

Canebrake 

32-.54 

75-150 

2.90 

2.60 

Pigmy 

18-30 

25-75 

2.50 

1.78 

MOCCASIN.S 

Cottonmouth 

30-50 

90-145 

5.11 

4.00 

Copperhead 

24-36 

40-70 

10.50 

10.92 

CORAL 

Eastern 

16-28 

2-6 

0.97 

— 

spread  ot  the  venom  is  enhanced  by  hyahnoni- 
dase,  and  local  vascular  coagulation  lurther  jeop- 
artlizes  the  viability  of  the  tissue.  Within  min- 
utes, a large  cellular  inflammatory  response  de- 
telojis.  v\.s  the  injury  progresses,  large  volumes 
of  fluid  are  secpiestered  in  the  damaged  tissues 
or  lost  into  a bandage  if  llie  wound  is  open. 

d’he  effects  on  the  heart  are  twofold.  First, 
there  is  a direct  myocardial  and  conduction  cell 
damage  from  the  venom  that  leads  to  an  nn- 
staltle  electrical  status  and  decreased  cardiac  out- 
put. Many  immediate  ileaths  from  snake  bite 
are  due  to  this  arrhythmia  produced  by  a direct 
intravenous  injection  of  the  venom.  Second,  the 
heart  is  placed  under  an  extreme  demand  by  an 
alteration  of  cardiac  dynamics  by  the  release  of 
sympathetic  stimulation,  activation  of  the  kinin- 
bradykinin  system,  shock  and  sepsis. 

The  hemotoxic  and  vascular  effects  are  three- 
fold. First,  the  cellular  components  are  damaged 
by  lysis  due  to  the  action  of  phospholipase  A 
and  other  enzymes  on  the  cell  wall,  residting  in 
a decrease  in  the  red  cell  mass.  Second,  certain 
thrombin-like  and  other  proteins  enter  tlie  co- 
agulation scheme  and  induce  ;i  consumption 
coagidopothy  jrroducing  a bleeding  tendency. 
Third,  the  effect  of  brandykinin  and  certain  pro- 
teases on  ve.ssels  increases  vascular  permeability 
and  post-capillary  ventde  resistance.  This  pro- 
duces both  vascular  pooling  anti  loss  of  plasma 
or  blood  into  the  tissues,  decreasing  the  intra- 
va,scular  volume  with  a restdtant  decrease  in 
cardiac  output  and  tissue  perfusion. 

The  neiirotoxic  effects  jjioduce  direct  neuron 
damage  and  death  altering  CNS  conduction 
pathways  and  peripheral  nerve  conduction.  A 
curare-like  action  may  also  occur  at  the  neuro- 
muscular junction. 


d hese  variotis  toxic  effects  are  manifested  in 
a combination  of  local  and  systemic  findings. 
Frythema,  edema  and  necrosis  develop  locally. 
If  all  the  venom  is  subcutaneous,  massive  blebs 
may  develop  witli  skin  necrosis.  If  injection  into 
a fascial  compartment  occurs,  edema  rapidly 
occhides  the  major  vessels  in  the  compartment 
and  distal  gangrene  ensues.  Systemic  findings 
include  tachycardia,  PVC's,  and  occasionally 
heart  block  and  ventricular  fibrillation.  Frank 
pidmonary  edema  or  cardiogenic  shock  may 
occtir.  Early  symptoms  of  weakness,  vertigo, 
paiesthesia,  fasiculations,  migratory  muscle 
cramps,  giddiness,  miusea  and  vomiting  may  ap- 
pear witliin  10  to  15  minutes.  Hyper-  or  hypo- 
thermia is  common  in  any  stage.  Diarrliea,  fecal 
iiuontinence,  or  urinary  incontinence  sometimes 
develop  within  two  hours  and  are  usually  bloody. 
As  the  hemotoxins  take  effect,  generalized 
petechiae  and  ecchymoses  are  follow'ed  by  the 
loss  of  blood  or  blood  tinged  secretions  from 
all  o)  if  ices,  ;uid  hypovolemic  shock  is  a problem. 
Renal,  jrtdmonary  and  hepatic  failure  may  occur 
in  the  first  24  hotirs  due  to  the  direct  effect  of 
the  venom  and  to  secondary  factors  such  ;rs 
myoglobinemia,  hemoglobinemia,  and  shock. 
Following  a stage  of  giddiness,  delirium  and 
liallucinations  develop  that  may  progress  to  con- 
vulsions, coma  and  death. 

In  order  for  a physicitm  to  correctly  treat  these 
cases,  he  must  Inive  some  guidelines  to  establish 
the  severity  of  venenation.  In  1955,  Wood,  Ho- 
back  and  GreeiF'  described  a method  of  grading 
venenation  by  l imber  rattlers  and  Copperheads. 
This  system  Iras  been  revised  by  Parrish  in  1959^" 
and  McCullough  and  Cenarro  in  It  is 

itow  standai  tl  nomenclature  for  the  evaluation  of 
all  venomous  snake  bites  (Fable  III).  Crade  0 
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I 

II 

III 

IV 


TABLE  III 

SEVERITY  OF  VENENATION 


I'enenation 

None 

Minimal 

Moderate 

Se\ere 

Very  Severe 


Systemic  Sym ptoms 

None 

Usually  None 
Mild  & Late 
Mod-Severe 
Rapidly  Progessive 
Extremis 


Local  Symptoms 
Minimal 
Moderate 
Mod-Severe 
Severe 

Severe 


bites  produce  no  systemic  symptoms.  Lhere  may 
be  one  or  more  fang  marks  with  edema  and 
erythema  extending  less  than  one  inch  in  diam- 
eter from  the  fang  marks  in  the  first  12  hours, 
and  only  minimal  pain  is  present.  Grade  1 bites 
usually  cause  no  systemic  symptoms.  Locally 
edema  and  erythema  is  from  1 to  5 inches  in 
the  first  12  hours  and  there  is  moderate  to 
severe  pain  locally. 

Grade  2 bites  elicit  mild  .systemic  symptoms 
including  a low  grade  lever,  tachycardia,  natisea, 
vomiting,  diarrhea,  dizziness,  giddiness,  and 
hypotension.  Locally,  tlie  edema  and  erythema 
extends  from  the  l)ite  b to  12  inches.  Petechiae 
and  ecchymoses  may  be  present.  Pain  is  usually 
severe  involving  the  entire  extremity.  Grade  3 
bites  are  characterized  by  severe  systemic  symp- 
toms, including  blood  loss,  generalized  petechiae, 
ecchymoses,  coagulopathy,  delusions,  convtdsion, 
and  coma.  Locally,  there  is  a greater  than  12 
inch  reaction  to  the  bite  including  blebs  and 
necrosis,  d he  pain  is  .severe  in  the  entire  ex- 
tremity. Grade  4 envenomation  is  a terminal 
stage  both  locally  and  .systemically.  4'he  physi- 
cian must  not,  hotvever,  Ije  satisfied  wdth  a single 
temporal  classification  of  the  degree  of  enven- 
omation, for  the  signs  and  symptoms  of  en- 
venomation may  change  very  rapidly  wdth  or 
w’ithotit  treatment. 

TREATMENT 

Many  therapeutic  regimens  have  been  proposed 
for  snake  bites.  Most  are  tinged  wuth  romantic, 
religious,  and  unfounded  itleas.  For  example, 
the  treatment  seen  in  the  w’estern  movies  and 
performed  by  some  physicians  consists  of  (1)  a 
tight  tourniquet,  (2)  incision  and  suction,  and 
(3)  a good  slug  of  alcohol.  This  regimen  may 

(1)  jnoduce  gangrene  and  loss  of  the  extremity, 

(2)  cause  unneces.sary  injury  to  the  incisetl  limb 
and  poison  the  penson  doing  the  stictioning,  and 

(3)  speed  the  absorption  of  toxin  by  alcohol’s 


vasotlilatory  effect  and  cloud  the  physician’s  CNS 
evaluation.  How^ever,  since  about  19(i8,ii' ^2,13,14, 
i.j.  Ki.  17. 18  recommended  mode  of  treatment 
has  crystallized  to  the  follow’ing  rationale  of 
therapy,  consisting  of  five  major  goals:  inhibi- 
tion of  venom  absorption,  removal  of  venom, 
neutralization  of  venom,  moderation  of  venom 
effects,  and  prevention  of  complications. 

INHIBITION  OF  J ENOM  ABSORPTION 
— I’o  decrease  absorption,  three  measures  may 
be  tised:  immobilization,  local  cooling  and  light 
tournitjuet.  First  the  entire  patient  shotild  be 
placed  at  rest  and  the  extremity  should  be 
splinted  in  a position  of  function,  either  slightly 
dependent  or  at  the  level  of  the  patient  and 
never  elevated.  Second,  the  application  of  fresh 
w'ater  ice  to  the  local  area  of  bite  may  be  done 
for  short  term  relief  of  pain  oidy.  The  use  of 
local  ice  over  a prolonged  period  of  time,  usually 
greater  than  30  mintites,  packing  the  extremity 
in  ice,  and  the  tise  of  salt  water  or  dry  ice  is 
to  be  absolutely  condemned,  for  it  has  been 
showm  to  restilt  in  greater  loss  of  function  or 
tissue.^’ Third,  a very  light  tournicpiet 
should  be  applied  above  the  area  of  a bite  on 
the  extremity  to  occlude  the  lymphatic  and 
venous  return  to  the  heart.  The  tourniquet 
.should  be  intermittently  relea.sed  after  starting 
treatment  since  Willson  and  others-'’’  have  re- 
ported deaths  within  minutes  of  tourniquet  re- 
lease due  to  a rapid  va.scular  transport  of  the 
toxin  from  the  previously  occluded  local  area. 
A completely  occlusive  tournicpiet  is  indicated 
Old)'  w'hen  there  is  local  evitlence  of  a severe 
bite  and  the  time  involved  in  transport  to  a 
hospital  is  such  that  placing  the  extremity  in 
jeopardy  is  necessary  to  save  the  patient’s  life. 

REMOVAL  OF  LF^VOM  — 4’here  are  tw^o 
basic  jueasures  that  can  be  used  to  remove  as 
much  venom  as  possible,  and  ahhotigh  contro- 
\erslal,  are  generally  accepted  as  proper  treat- 
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iiicnl  ol  snake  l)itc.  First,  incision  and  snclion 
has  been  sliovvn  to  remove  50%  ol  radioactive 
tagged  venom  from  tlie  wtnmd  if  instituted  with- 
in 3 minutes  of  the  bited^  However,  the  deep- 
er the  injection  and  tlie  longer  the  interval 
between  the  bite  and  the  incision  and  suction, 
the  smaller  the  amount  retrieved.  It  is  im- 
portant that  the  incision  be  a proper  one  and 
herein  lies  the  danger  of  advocating  its  use  by 
the  laity.  The  incision  should  be  1/8  to  1/4 
inch  in  length,  only  as  deep  as  the  skin  and 
subcutaneous  tissue  and  only  at  the  fang  marks. 
Larger,  deeper  and  mnltiple  incisions  np  the 
extremity  only  damage  imjiortant  structures, 
lead  to  severe  bleeding,  inhibit  suction,  and  are 
no  more  effective.-^ 

Excision  of  the  bitten  area  has  been  advocated 
since  the  beginning  of  medical  treatment  of 
snake  bites  in  the  LJnited  States  and  is  still  some- 
what controversial.  I’he  modern  rationale  be- 
hind its  use  is  based  on  a radioactive  tagged 
venom  study  by  Snyder,^'’'  showing  that  80  to 
90%,  of  the  venom  is  still  present  locally  2 
hours  post-bite.  In  instances  where  it  has  been 
used  in  the  first  li/o  hours  pcrst-bite,  no  antivenin 
was  used,  and  the  progression  of  the  systemic 
symptoms  was  halted. Excision  also  allows  the 
evaluation  of  the  depth  of  the  bite  and  the  re- 
moval of  fangs,  occasionally  broken  off  in  the 
wound,  thus  reducing  the  possibility  of  infection 
created  by  this  contaminated  foreign  body. 

NEUTRALIZA  TION  OL  LEiVOM  - Venom 
neutralization  is  done  with  polyvalent  crotalid 
antivenin  of  equine  origin  manufactured  ex- 
clusively by  Wyeth,  Inc.  of  Philadelphia.  Al- 
though the  administration  of  antivenin  is  still 
the  mainstay  of  definitive  therapy,  it  is  one  of 
the  most  misunderstood  and  most  abused  meth- 
ods of  treatment  today.  Its  use  must  be  based 
upon  the  clinical  judgment  of  the  physician  as 
to  the  severity  of  the  venenation  versus  the  po- 
tential hazards  of  its  use.  Table  IV  is  our  modi- 
fication of  Wyeth’s  recommended  dosage  and 
method  of  administration.  It  disagrees  with 
Wyeth’s  regimen  only  on  two  points.  First,  grade 
one  bites  do  not  need  antivenin.  Second,  and 
most  importantly,  it  should  be  given  intrave- 
nously only,  since  an  intramuscnlar  injection  has 
an  unpredictable  and  uncontrollable  rate  and 
degree  of  absorption,  and  studies  with  radio- 
isotopes have  shown  that  antivenin  accumulates 


TABLE  IV 

SUGGESTED  GUIDE  FOR  INITIAL 
DOSAGE  OF  ANTIVENIN 


(Modified  from  Wyeth) 


C-rade  of 
Eiiveitoiiiiil  ion 


Administer 

:ff:  of  Vials  Preferable  Route 


0 0 

I 0 

II  1-4  IV 

III  5+  IV 

IV  10-20%  IV 


at  the  site  of  the  bite  more  rapidly  after  iutra- 
venous  administration  than  after  intramuscular 
administration.il  The  initial  do,se  is  ba.sed  upon 
the  degree  of  venenation,  as  shown,  and  snb- 
setpient  vials  may  become  necessary  liased  iqron 
the  clinical  response  of  progiession  of  pain, 
edema,  necrosis,  and  CNS  toxicity.  It  should  be 
given  every  1/2  to  2 hours  until  all  progression 
ceases.  One  very  important  point  is  that  the 
dose  is  inversely  proportional  to  the  size  of  the 
patient,  since  a small  patient  will  receive  a 
larger  envenomation  per  body  weight  or  surface 
area  from  the  same  snake  as  would  a larger 
patient. 

Since  antivenin  has  fteen  in  widespread  use, 
the  mortality  rate  has  dropped  from  2.6%  to 
0.28%,  but  it  is  not  without  serious  adver.se  re- 
actions. Since  it  is  derived  from  etpiine  serum, 
it  will  produce,  rarely,  an  immediate  anaphylac- 
tic reaction  or,  commonly,  a delayed  .serum 
sickness,  d he  incidence  of  serum  sickne.ss  has 
been  rejjorted  to  occur  from  30%  to  75%  of  all 
patients  receiving  antivenin  regardless  of  the 
route  of  administration  and  is  directly  pro]K)r- 
tional  to  the  amount  of  antivenin  adminis- 
tered.-''-' Local  reactions  may  afso  occur  such 
as  a local  delayed  serum  reaction  occnrring  in 
the  first  24  hours  in  persons  previously  or  natu- 
rally sensitized  to  hor.se  sernm  and  manifest  by 
progressive  edema,  erytliema,  and  pruritis  from 
the  skin  test  area.  I'he  Arthus  phenomenon  may 
also  occur  at  the  injection  site.  It  is  the  result 
of  repeated  injections  at  relatively  short  intervals 
(le.ss  than  30  days)  and  is  manifest  by  a local 
necrotic  reaction.  Antivenin  is  available  for 
those  Iversons  sensitive  to  horse  serum  that  is 
derived  from  goat  serum,  but  it  is  not  routinely 
stocked  in  the  Emergency  Room  and  may  pre- 
sent a delay  in  obtaining  it.  Desensitization  to 
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horse  serum  may  he  attempted,  but  this  also 
leads  to  a delay  iii  deliiiiiive  treatment. 

MODERATION  OF  VENOM  EEFECTS- 
riie  moderation  ol  the  ellects  of  the  venom  is 
merely  an  attempt  to  counteract  the  multiple 
toxic  manifestations  of  the  poisoning  and  treat- 
ing the  symptoms  manifest  Ity  the  patient.  An- 
algesics are  used  for  severe  jjain  and  also  aid  in 
(piieting  tlie  patient.  d'rant|uilizers  and  anti- 
convulsants may  become  necessary  as  the  CNS 
irritability  increases.  To  counter  the  anticoagu- 
lant and  hemolytic  effects  of  the  venom,  vitamin 
K,  fibrinogen,  and/or  whole  blood  are  admin- 
istered as  indicated  by  the  patient’s  clinical  and 
laboratory  profile.  Constant  cardiac  monitoring 
allows  evaluation  and  correction  of  any  cardiac 
arrhythmia  or  failure  that  may  develop. 

d’he  development  of  shock  in  snake  bite  vic- 
tims should  be  treated  in  the  same  manner  as 
hemorriiagic  shock,  for  the  basic  pathology  is 
the  same:  a loss  of  intravascular  volume.  In 
snake  bite  victims,  the  intravascular  fluid  is  lost 
into  the  interstitial  space  very  rapidly  due  to 
the  alteration  of  vascular  permeability  and  de- 
struction of  intravascular  cells  and  oncotic  com- 
ponents (erythrocytes  and  proteins).  Colloid 
fluids  (plasma,  whole  blood,  packed  red  cells, 
dextran)  is,  therefore,  the  mainstay  of  fluid  re- 
placement, and  large  volumes  may  be  necessary 
in  the  early  stages  of  the  disease.  Cardiac  stimu- 
lants must  be  used  with  extreme  caution  due 
to  the  possibility  of  worsening  the  venom’s 
cardiac  anhythmia  jxjtential. 

I'lie  use  of  high  dose  steroids  is  another  con- 
troversial mode  of  therapy.  On  the  one  hand, 
investigators-®’-^  report  no  effect  on  morbidity  or 
mortality  of  steroid  treated  laboratory  animals, 
and  Gennaro,24  using  tagged  antibodies,  dem- 
onstrated that  fewer  antibodies  were  localized  at 
the  site  of  injection  in  steroid  treated  dogs  than 
in  controls.  On  the  other  hand.  Glass’*^  has  long 
advocated  its  use  and  has  shown  its  altility  to 
reduce  local  and  systemic  manifestations  in 
actual  bite  victims.  At  present,  many  physicians 
recommend  the  use  of  one  gram  of  hydrocorti- 
sone or  its  ecpnvalent  every  4 to  6 hours  for  the 
first  24  hours  in  those  patients  with  a grade  2 
or  greater  venenation.  There  is  no  cpiestion, 
however,  of  its  use  in  managing  shock  or  serum 
sickness  as.sociated  with  snake  bite  or  its  treat- 
ment. 


PREJ’ENTION  OE  COMPEICATIONS - 
The  prevention  of  complications  is  concerned 
primarily  with  combating  infection  with  anti- 
bacterial  agents,  preventing  vascular  occlusion 
by  fasciotomy,  and  reducing  the  incidence  of 
renal  failure  by  maintaining  an  adecpiate  diu- 
resis. 

Gram  negative  pathogens,  anaerobes  and  Clos- 
tridium tetanae  have  repeatedly  been  cultured 
from  the  wounds,  fangs,  and  snakes'  mouths,®’”®- 
and  therefore  a broad  spectrum  combination  of 
antibiotics  such  as  gentamicin  and  clindamycin 
is  acceptable.  Tetanus  prophylaxis  is  instituted 
by  administering  250  units  of  tetanus  innnti- 
globuin-human  plus  l /2cc  of  tetanus  toxoid. 

A fasciotomy  should  be  performed  only  if  signs 
of  vascular  occlusion  occtir  in  the  extremity. 
I'liis  is  most  likely  to  occur  in  the  first  4 houns 
l)ut  may  occur  as  late  as  48  hotirs.  Dr.  Glass®" 
performs  a routine  fasciotomy  on  all  grade  3 or 
greater  bites  with  great  sticcess,  but  most  others 
simply  use  it  as  needed. 

Adequate  intravenous  flinds  are  given  to  main- 
tain a urine  output  of  greater  than  20cc  per 
hour  and  ditiretics  are  used  if  necessary.  These 
patients  may  require  tremendous  amounts  of 
fluids  due  to  the  large  fluid  loss  and  secpiestra- 
tion  into  the  local  tissue.  This  diuresis  is  neces- 
sary because  there  are  large  amounts  of  myo- 
glol)in,  liemoglobin  and  other  tissue  breakdown 
products  being  presented  to  the  kidneys  that 
are  known  to  produce  renal  failtire  secondary  to 
acute  tubular  necrosis.®®’ 

Another  major  complication  of  intraorgan 
Ijleeding  can  best  be  handled  by  immediate  in- 
stittition  of  those  measures  designed  to  correct 
the  bleeding  disorders  produced  by  the  venom.®" 
If  intracerebral  hemorrhage  occurs  it  may  be 
manifest  otdy  by  a lateralization  of  already  pres- 
ent neurological  signs,  and  the  physician  must 
be  aware  of  these  subtle  changes,  so  that  ap- 
propriate corrections  may  be  made. 

CONCLUSIONS 

Table  N represents  a summary  of  the  first-aid 
measures  that  should  be  instituted  on  all  snake 
bite  victims  with  a reasonable  suspicion  of  en- 
venomation. 

Table  VI  represents  a stimmary  of  the  hos- 
pital care  necessary  for  the  proper  treatment  of 
a snake  bite  victim.  All  patients  with  suspected 
envenomation  .should  be  observed  in  a hospital 
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TABLE  V 
FIRST  AID 

Iininol)ili/c  the  patient  ami  bitten  pat  t. 
Apply  \ein)tis  touniicpiet. 

Ituise  and  .snetion  wotind. 

Apply  local  cooling. 

I ranspoi  t to  hospital  innnediately. 

TABLE  VI 
HOSPITAL  CARE 

Contiiniotis  e\;ihiation  and  grading 
Lab  Tests  — Ditiwii  innnediately 
Type  & (a  ossinatch 
Loagnlation  studies 
Routine 
Local  Care 

Antiseptic  Cleansing 
Excision  and  evahiation 
Fasciotomy  il  necessary 
General  Care 

Rest  and  immobilization 
Nothing  by  month 
1\^  Fluids  & Blood 
■Analgesics  — .Sedatives 
Antibacteri;il  agents 
•Antivenin 

Lreatment  of  Complications 

for  the  first  twenty-four  hours.  Dining  hospital- 
ization, continnons  evaluation  and  giading  are 
extremely  imjtortant  in  that  a patient  can  change 
from  grade  1 to  a gratle  IV  bite  within  minutes. 
Immediately  upon  presentation  to  the  physician 
anti  after  the  diagnosis  of  envenomation  is  made, 
the  patient  shoidd  be  placed  at  rest  and  a venous 
tourniquet  applied  above  the  area  of  edema  if 
one  is  not  jrresent.  Blood  should  be  drawn  im- 
mediately for  coagulation  studies  consisting  of 
a platelet  count,  prothrombin  time,  partial 
thrond)oplastin  time,  fibrinogen  or  clot  retrac- 
tion, bilirnitin,  CBC,  electrolytes,  blood  urea 
nitrogen,  blood  sugar,  serum  creatinine,  and  type 
and  cross  match  for  3 to  4 units  of  whole  blood. 
It  is  important  that  this  blood  be  drawn  im- 
mediately for  the  pre.sence  of  venom  within  the 
blood  may  make  typing  and  cross  matching  ex- 
tremely difficult.  A routine  urinalysis,  electro- 
cardiogram and  stool  guaiac  should  be  per- 
formed. 

riie  w'ound  .should  be  locally  cleansed  with 
an  antiseptic  solution.  Incision  and  suction  may 
then  be  performed,  but  we  recommend  excision 


of  the  bile  aiea  wlule  in  the  emeigency  room. 
Usually  uo  anesllielic  is  necessary  for  llie  venom 
itself  is  :i  very  potent  anesthetic  agent.  It  is  not 
advisable  to  inject  into  the  bile  area,  since  this 
will  lesult  in  fuilher  spread  of  the  venom.  4'lie 
excision  can  be  done  easily  since  the  limit  of 
the  envenomaled  are;i  is  well  deimircated  by 
tissue  discoloration.  The  excision  is  jtei  formed 
by  making  a nairow  elliptical  incision  to  include 
the  fang  marks  in  the  .skin.  Excisictn  of  deeper 
tissues  should  be  perloiined  to  iuclucle  all  nec- 
rotic tissue  while  preserving  nerves,  tendons  and 
major  vessels.  If  the  injection  is  noted  to  enter 
a fascial  plane,  this  is  opened  oidy  to  an  extent 
to  allows  evalutition  of  the  muscle  comp;irtmeut 
and  its  debridement  if  necessary.  Further  fasci- 
otomy should  be  jjreserved  for  the  o})erating 
rcjom  after  the  diagnosis  of  arterial  impairment 
has  befinitely  been  made. 

During  the  first  few  minutes  of  a patient's 
an  ival,  he  should  he  given  antitetanus  and  anti- 
bicjtics  agents.  Analgesics  may  be  nece.ssary  to 
calm  the  patient,  but  these  should  be  used  wdth 
caution  .so  as  not  to  cloud  future  CN.S  evalua- 
tions. Antivenin  should  be  started  at  any  jxiint 
in  the  patient’s  course  that  he  manifests  grade  II 
or  greater  degree  of  envenomation.  Prior  to  the 
administration  of  antivenin  the  apjjropriate 
.sensitivity  testing  should  be  performed  as  recom- 
mended in  the  Wyeth  package  iirsert.  4'he  anti- 
veniti  may  be  administered  Ity  direct  intravenous 
injection  or  Ijy  adding  it  to  normal  saline  fc5r 
constant  intY(n>cnnus  infusion  only. 

The  physician  should  continuously  be  awvare 
of  the  com|>lications  produced  by  the  envenoma- 
tion as  mentioned  earlier  in  this  report  and  the 
complications  of  his  treatment,  and  he  should 
be  al)le  to  counteract  these  witli  the  appiopriate 
measures  at  his  disposal.  As  in  any  complex 
medical  problem  a team  appioach  is  acivisaltle 
where  consultation  is  available.  4 i ansjtortation 
to  a center  capable  of  providing  the  team  ajt- 
proach  may  be  clone  cjnly  if  appropriate  first-aid 
measures  are  undertaken  and  the  delay  in  defini- 
tive treatment  would  not  jeopardize  tiie  patienl’.s 
recovery. 

.Some  of  I lie  most  common  errors  imtcle  in  the 
evaluation  and  treatment  of  snake  bite  victinrs 
are  outlined  in  Table  A^II  and  should  be  a con- 
stant stimulus  to  the  proper  handliug  of  this 
most  complex  problem.’*' 
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TABLE  VII 

PITFALLS  OF  THERAPY 

lliulerestiniaiioii  of  severity 
Overtreating  Ciracle  0 or  1 
Cii  yotherapy 

Failure  to  recognize  shock 

Failure  to  recognize  internal  hemorrhage 

Inadecjiiate  antivenin 

Failure  to  tise  antibacterial  agents 

SUMMARY 

Fhis  paper  outlines  a review  of  the  approach 
to  the  diagnosis  and  treatment  of  Pit  Viper  bites. 
Information  is  provided  to  correctly  identify  the 
offending  snake  and  to  determine  if  envenoma- 
tion  has  occtirred.  The  biochemisti7  and  phar- 
macology of  Pit  Viper  venoms  is  presented  in 
relation  to  their  toxic  effects  on  the  variotis 
organ  systems.  A rationale  of  therapy  based 
upon  this  toxicity  is  offered  with  a discussion 
of  some  of  the  more  controversial  modes  of 
treatment. 
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ELECTROCARDIOGRAM  1 r OF  THE  MONTH 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 


(See  Answer  on  Page  90) 

An  85-year-old  man  was  admitted  because  of  a slow  heart  rate  and  symp- 
toms of  congestive  heart  failure.  Permanent  transvenous  pacing  was  insti- 
tuted. Three  weeks  later  his  pulse  was  noted  to  be  slow  and  the  following 
ECG  was  obtained. 


Malcolm  B.  Pearce,  M.D. 

Associate  Professor  of  Medicine 
University  of  Arkansas  for  Medical  Sciences 
Little  Rock,  Arkansas  72201 
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PUBLIC  HEALTH  AT  A GLANCE 


Bats  and  Their  Control 

Miss  Charlotte  Mills,  Sanitarian  II* 


als  are  the  only  true  Hying  mammals.  I'his 
characteristic,  combined  with  their  noctnrnal 
habits,  has  been  largely  resj>onsible  for  their  as- 
sociation with  superstition  and  folklore. 

Although  public  health  personnel  are  con- 
cerned with  their  control,  bats  are  insectivorous, 
playing  a valuable  part  in  the  natural  einiion- 
ment. 

Eats  vary  in  color,  size  and  peculiarities.  I'liey 
have  small  eyes  anti  poor  ^'ision.  The  ears  con- 
tain a well  developed  tragus,  a fleshy  projection 
rising  from  the  inner  base  of  the  ear.  Bats  use 
an  echo-location  .system  to  guide  themselves  in 
flight.  They  emit  high-pitched  squeaks  which 
are  reflected  back  IVom  olqects  in  their  jtath  and 
picked  iqj  by  their  ears. 

The  fore  limits  have  elongated  finger  bones 
which  serve  to  spread  and  manijtnlate  the  wing, 
d he  flying  surface,  composed  of  the  wings  and 
the  interfemoral  membrane,  is  made  of  a double 
layer  of  skin  forming  a continuous  membrane 
that  encompasses  the  fore  limlxs,  hind  limbs  and 
the  tail.  The  hind  limbs  are  attached  at  the  liip, 
so  that  with  the  five  toes  turned  outwaicl,  the 
knee  is  directed  backward  and  the  bottom  of 
the  foot  faces  forward.  I’his  modification  facili- 
tates the  bat's  alighting  iqjside  down  and  hang- 
ing by  its  toes.  The  calcar,  a long  spur  on  one 
of  the  ankle  bones,  projects  toward  the  tail  atul 
helps  to  support  the  interfemoral  memltrane. 

Three  families  of  bats  occur  in  the  Llniled 
States.  1 hese  are  the  Phyllostomalidae,  leaf- 
nosed  bats,  \Tspertillionidae,  evening  bats,  and 
Afolossidae,  free-tailetl  bats. 

Leaf-nosed  bats  are  tropical  ami  characterized 
by  a tail  extending  beyond  the  membrane  be- 
tween the  hind  legs.  They  are  found  in  Cali- 

‘.■\ikansas  ncpaitment  of  Health,  Division  of  Vector  Control  and 
Recreation,  4815  West  Markham,  I.ittlc  Rock,  .Vrkansas  72201. 


fornia  and  the  Southwest.  Evening  bats  are  the 
most  mnnerons  and  widespread.  Among  these 
are  the  Little  Brown  Bat,  Big  Brown  Bat  and 
Pipistrelle,  d’hese  species  have  caused  the  ma- 
jority of  human  exposure  to  known  rabid  bats. 


Bats  seek  shelter  in  a variety  of  places  during 
die  daytime,  lit  the  summer  bats  inhabit  build- 
ings, usually  a hot  attic,  beneath  bridges,  in  caves 
and  mines,  under  bark,  in  rock  crevices  and  a 
few  roost  among  tlie  foliage  of  trees.  Bats  spend 
their  day  hanging  (piietly  in  their  normal  resting 
position,  head  downward. 

Bats  usually  are  found  close  to  a lake  or 
stream.  Lhey  jireler  to  feed  over  water. 

As  evening  approaches,  bats  become  active, 
.septeaking  and  flying  inside,  if  the  shelter  is 
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large  enougli.  I'hey  liegin  to  emerge  at  late 
dusk. 

U])on  leaving  the  roost,  most  bats  fly  to  a 
nearby  body  of  water  to  drink.  They  drink  while 
in  flight.  A feeding  period  of  approximately  an 
hotir  follows.  Bats  often  repeat  their  flight  pat- 
terns during  feeding.  After  the  first  feeding,  bats 
move  to  their  night  roost.  A second  feeding 
occurs  iti.st  Irefore  daylight. 

Food  consists  of  a variety  of  insects.  Insects 
are  located  by  a echo-location  system.  They  are 
caught  with  a wingtip,  transferred  to  a cap 
fomied  by  the  interfemoral  membrane.  Small 
insects  are  eaten  in  flight.  Large  insects  are  held 
in  the  motith  and  eaten  when  the  bat  alights. 

By  daylireak,  bats  have  returned  to  their  day- 
time I'oost.  Before  entering  the  roost,  they  make 
many  passes  at  the  entrance.  As  they  approach 
the  entrance  they  defecate. 

During  the  winter  most  bats  hibernate  in  caves 
and  mines  characterized  by  high  humidity  and 
temperatures  alrove  freezing.  Some  species  hiber- 
nate in  buildings.  Hibernation  season  in  the 
northernmost  latitudes  is  September  through 
May.  In  the  sotithern  states,  hibernation  season 
may  be  sporadic  with  bats  arousing  to  feed  dur- 
ing warm  spells.  Bats  deposit  layers  of  fat 
amotinting  to  about  a third  of  their  weight  be- 
fore entering  hibernation. 

Bats  mate  in  the  fall  and  winter.  I’he  sperm 
remains  in  the  utertis  of  the  female  throughout 
the  w'inter.  Fertilization  occurs  in  the  spring 
when  the  bats  emerge  from  hibernation.  Parturi- 
tion varies  with  the  species  and  climate.  It 
ranges  from  Ajrril  throtigh  Jnly.  Most  bats  give 
birth  to  a single  young. 

Most  species  establish  maternity  colonies  in 
buildings  and  similar  dark,  warm  retreats.  As 
parturition  begins,  the  female  hangs  head  tip- 
rvard  and  the  emerging  fetus  is  received  in  a 
basket  formed  by  the  interfemoral  membrane. 
Those  species  with  poorly  developed  interfemoral 
membranes  give  birth  hanging  head  downward. 
The  very  young  crawls  to  the  mother's  nipple 
and  remains  attached  throughout  the  day. 

The  young  are  left  in  the  colony  when  the 
mother  emerges  in  the  evening  to  feed.  Mothers 
return  throtighotu  the  night  to  nurse  the  young. 
As  they  mature,  the  mothers  return  less  fre- 
quently. 


Young  bats  are  large  and  well  developed  at 
birth.  Most  are  able  to  fly  within  three  tveeks. 

Ptdrlic  health  agencies  are  concerned  with  dis- 
eases transmissible  to  man  by  bats.  Among  these 
are  rabies,  histoplasmosis,  listeriosis,  Venezuelan 
Equine  Encephalitis  (VEE),  Eastern  Equine 
Encephalitis  (EEE),  Western  Ecpiine  Encephalitis 
(WEE)  and  St.  Louis  Encephalitis  (SLE).  Rabies 
can  occttr  in  bats  without  them  showing  any 
symptoms.  Bats  seem  to  be  the  only  animals  that 
can  contract  rabies  and  survive. 

Bat  control  is  best  determined  throtigh  careful 
consideration  of  the  following  factors:  bat  iden- 
tification, habits,  odor,  droppings,  disease  po- 
tential, ectoparasites,  population  size  and  nui- 
sance potential.  Control  of  ectoparasites  must 
accompany  any  bat  control  program. 

Currently,  the  Environmental  Protection 
Agency  (EPA)  has  no  registered  pesticide  for  bat 
control.  The  only  approved  method  of  bat  con- 
trol is  mechanical  excltision  or  bat-proofing. 

Bat-proofing  is  the  best  control  method.  The 
first  step  is  locating  the  openings  where  bats  may 
have  entered.  Close  all  but  a few  main  entrances, 
wait  a few  days  to  accustom  the  bats  to  leaving 
by  these;  then  at  evening  when  all  the  bats  have 
left  the  roost,  close  all  remaining  openings.  No 
opening  should  be  larger  than  1 /4  inch  in  diam- 
eter. I'he  structure  should  be  checked  for  several 
evenings  to  determine  if  bats  are  still  present. 
If  so,  any  remaining  openings  must  be  found 
and  bat-proofed.  Bat-proofing  is  best  accom- 
plished in  early  spring  and  fall. 

If  fiats  are  flying  about  in  a building  during 
the  daytime,  open  all  windows  and  doors.  The 
bats  will  detect  the  air  movement  and  fly  out. 
Capttiring  or  killing  a bat  in  flight  is  best 
achieved  through  the  use  of  a fish  landing  net 
or  a tennis  racket. 

Dosages  of  naphthalene  (moth  flakes)  at  the 
rate  of  5 to  1 0 pounds  per  average  attic  and  glass 
fiber  insulation  material  blown  into  spaces  occu- 
pied by  bats  offer  temporary  control.  These  ef- 
forts must  be  accompanied  by  bat-proofing. 

Only  after  the  presence  of  rabies  has  been 
established  can  State  Public  Health  officials 
apply  to  the  Environmental  Protection  Agency 
for  permission  to  use  DDT  or  other  control 
agents. 

Persons  who  run  a high  risk  of  repeated  ex- 
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posurcs  to  i';il)ics  should  l)C  protected  by  pre- 
exposure inimuidzatioii.  Pre-exposure  inunuui- 
zatioii  consists  of  3 injections  of  a potent  anti- 
rabies vaccine,  at  5-7  day  intervals,  followed  by 
a booster  injection  of  vaccine  1 month  after 
the  last  dose. 

Any  person  bitten  by  a possibly  rabid  animal 


slioidd  contact  the  Arkansas  I)e[)artment  of 
Health,  Dr.  Haivic  Ellis,  telephone  ()()l-2264,  to 
detei mine  if  rabies  pro])hylaxis  is  indicated.  Any 
bat  or  other  animal  causing  a bite  should  be 
captured  with  brain  intact  for  examination  i)y 
the  Public  Health  Laboratory  using  the  fluoies- 
eem  antibody  tcchnicpic. 


Metabolism  — Here  and  There 

Alfred  Kahn,  Jr.,  M.D. 


T.e  bcxly  contains  numerous  stinudatcjry 
and  inhibitory  chemicals.  The  delicate  balance 
of  these  sidjstances  is  what  might  be  termed 
homeostasis,  dhese  balances  are  dynamic,  not 
static.  Generally,  our  understanding  of  the 
stimulatory  sidtstances  has  been  better  because 
the  effects  of  them  are  more  obvious.  As  applied 
to  gastro-enterology  the  stimulatory  effects  have 
been  widely  known  and  studied  as  gastrin,  etc. 
One  of  the  inhibitory  hormones  has  been  the 
sidrject  of  a report  by  Gataland,  Grockett,  Brown 
and  Mazzafeni  (Journal  of  Glinical  Endocrinol- 
ogy and  Metabolism,  Volume  39,  page  223,  Au- 
gust 1974)  wdiich  was  entitled  “Cxastric  Inhibitory 
Polyjrepticle  (GIP)  .Stimulation  By  Oral  Glucose 
In  Man.”  G.I.P.  is  a powerful  inhibitor  of  hy- 
drochloric acid  secretion  by  the  stomach;  it  has 
synthesized  in  pure  form;  G.I.P.  opposes  the 
action  of  histamine,  insulin  induced  hypoglyce- 
mia, and  pentagastrin.  I he  authors  state  that 
this  substance  increases  insidin  .secretion;  it  rises 
to  very  high  levels  after  meals.  It  was  admin- 
istered by  them  to  twenty-five  healthy  humans. 
The  subjects  were  given  75  grams  of  glucose. 
At  sixty  minutes  after  the  gluco,se  ingestion,  the 
G.I.P.  levels  ro.se  to  an  average  of  about  700 


pg/cc  from  a low  of  about  350;  the  l)loocl  glucose 
was  maximal  at  thirty  minutes  and  was  abetut 
120  mg.%;  the  blood  insulin  level  was  maximal 
also  at  thirty  minutes  with  a level  of  about  80 
uV /cc.  On  the  other  hand,  intravenous  glucose 
failed  to  jnoduce  a stimulatory  response  on 
G.I.P.  and  its  effect  on  the  insidin  level  was 
minimal.  Gataland,  et  al.,  feel  that  G.I.P.  may 
be  one  of  the  most  important  hormones  in  the 
so-called  enteroinsidar  axis. 

“Eactors  Influencing  the  Prognosis  of  Vascular 
Disease  iu  Insidin  Deficient  Dialtetics  of  Long- 
Duration”  is  the  basis  of  a report  by  E.  1.  R. 
Martin  and  G.  L.  Warne  (.Metaljolism,  Volume 
24,  page  1,  January  1975).  I liey  followed  fifty- 
oue  insulin  dependent  diabetics  for  seven  years. 
The  sul)jects  were  non-obese.  The  mean  age 
when  the  study  Itegau  was  42.1  years  and  tiie 
subjects  had  had  diabetes  altout  twenty-five  years. 
During  the  study,  ten  subjects  died  from  vascular 
disease;  tliree  died  from  other  causes.  Their  ob- 
servations indicate  that  the  younger  diabetics  had 
a marked  progvession  of  small  vessel  tlisease  — 
this  contrasted  with  arterio-sclerosis  which  at- 
tacked all  age  groups.  Of  particidar  interest  was 
the  fact  that  it  again  demonstrated  insidin  in- 


Volume  73,  Number  1 — June,  1976 


81 


Editorial 


sensitive  diabetics  have  a higher  incidence  of 
A’ascidar  disease.  High  triglycerides  carried  a 
much  higher  risk  of  vascular  disease  than  did 
high  cholesterol;  there  was  a poor  relationship 
in  this  study  between  vascular  disease  and  level 
of  fasting  blood  sugar,  age,  and  duration  of 
dialjetes  mellitus. 

Abirious  types  of  hypogonadism  have  been  dis- 
co\ered  in  recent  years  including  primary  types, 
pituitary  types,  and  hypothalamic  types  due  to 
failure  of  the  releasing  hormones  to  stimulate 
the  jMtintary  appropriately.  Of  considerable 
interest  in  this  regard  is  some  recent  work  by 
Yoshimoto,  Moridera,  and  Imura  (New  England 
Journal  of  Medicine,  V'olume  292,  page  242, 
January  30,  1975)  on  “Restoration  of  Normal 
Pituitary  Gonadotrophin  Reserve  by  Adminis- 
tration of  I.uteini/ing-Hormone-Releasing  Hor- 


mone in  Patients  with  Hypogonadotrophic  Hypo- 
gonadism” The  releasing  hormone  from  the 
hypothalamus  for  the  pituitary  luteinizing  hor- 
mone has  been  synthesized  and  is  abbreviated 
LH-RH.  Function  tests  were  performed  before 
and  after  long  term  administration  of  LH-RH. 
The  subjects  consisted  of  nine  normal  controls 
and  nine  patients  with  isolated  gonadotrophin 
deficiency;  also  studied  were  cases  of  anorexia 
nervosa  and  patients  with  multiple  pituitary 
honnone  deficiencies.  The  authors’  studies  in- 
dicate tliat  “repeated  intravenous  infusions  of 
LH-RH  restored  pituitary  responsiveness  to  I.H- 
RH  in  many  patients  with  isolated  gonadotro- 
phin deficiency,  anorexia  nervosa,  and  organic 
hypothalamo-pituitary  lesions.”  This  responsive- 
ness recurred  in  five  to  seven  days.  The  opti- 
mum dosages  for  treatment  have  not  been 
worked  out. 


MEDICINE 


THE  MONTH  IN  WASHINGTON 

4 he  American  Medical  Association  has  suj> 
jjorted  President  Ford's  decision  to  undertake  a 
mass  immunization  program  against  the  swine 
influenza  virus. 

4 he  President  will  ask  Congress  for  $135  mil- 
lion to  undertake  tlie  piogram  in  an  attempt  to 
stave  off  a possible  epidemic  of  the  virus  this 
coming  fall  and  winter. 

The  AM  A said  it  felt  the  President's  decision 
tvas  “absolutely  correct.” 

Most  of  the  medical  community  seemed  to 
agree  with  the  Ford  decision,  though  many 
pointed  out  it  w'as  a tough  one.  “This  is  a most 
difficidt  decision,”  said  Albert  11  Sabin,  partner 
in  the  development  of  tlte  jiolio  vaccines,  “It 
has  an  aspect  of  — you're  damned  if  you  do,  and 
you're  damned  if  you  don’t.” 

AMA  leadership  is  scheduled  to  appear  before 


Itoth  the  Senate  and  House  in  support  of  the 
Ford  decision. 

4 lie  .\MA  statement  in  full: 

“4"he  American  Medical  Association  sup- 
jjorts  the  decision  of  President  Ford  to  under- 
take a massive  national  immunization  cam- 
paign against  the  swine  influenza  virus.  Under 
the  circumstances,  we  believe  his  decision  is 
absolutely  the  correct  one. 

“ Lhe  .YMA  stands  ready  to  assist  in  the  na- 
tional campaign  in  any  way  possible,  includ- 
ing organizing  the  medical  profession  to  insure 
that  every  person  who  wants  to  be  vaccinated 
will  be  — regardle,ss  of  ability  to  pay. 

“We  speak  for  the  medical  profession  in 
committing  the  doctors  of  this  nation  to  make 
whatever  efforts  are  necessary  to  vaccinate  the 
entire  population.  It  will  not  be  ea.sy,  Imt  it 
can  and  must  be  done.  " 
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A Icdci al-statc  campaign  to  ictlucc  Mctlicaid 
Iraiid  and  alinse  has  Iiccn  laniulied  1)\  Health, 
Kdncation,  ^Vel^are  Secietaiy  Daviil  Mathews. 

team  of  federal  and  state  Medicaid  ex- 
aminers will  begin  its  work  in  Massachusetts 
.soon  at  the  invitation  of  (iov.  Michael  Dukakis. 
.\nother  team  will  begin  operations  in  june  in 
Ohio  at  the  retpiest  of  Ciov.  James  Rhodes. 

IIEW'  said  it  plans  to  focus  tlie  joint  effort  on 
•States  with  tlte  largest  .Medicaitl  jrrograms.  \\'ith 
rev  iews  in  at  least  five  states  this  year. 

The  fcxleral-state  examiners  will  have  two 
basic  objectives,  .Secretary  Mathews  said.  I’hey 
will  identify  fraud  and  altuse  and  refer  specific 
violations  for  possible  prosecution.  1 hey  will 
help  states  develop  efficient  program  manage- 
ment and  abuse  detection  systems. 

HEW  has  developed  a computerized  Medicaid 
management  information  system  (MM IS)  to  aid 
in  the  processing  of  claims.  MMIS  will  alert  a 
state  if,  for  example,  a patient  was  in  a hospital 
the  same  day  a physician  claimed  to  have  treated 
him  at  home,  or  if  a pregnancy  test  was  ordered 
on  a male,  HE^V  said. 

HEW  is  as.sembling  a Medicaid  fraud  and 
abtise  unit  of  108  people  in  the  Medical  Services 
.Vdministration,  and  a criminal  investigative 
Inanch  of  74  investigators  which  will  report  di- 
rectly to  Lbuler  Secretary  Marjorie  Lynch. 

HEW  said  it  will  coordinate  its  Medicaiil  in- 
vestigative efforts  with  tlte  Department  of  Jus- 
tice anti  the  Internal  Revenue  Sertice. 

Mathews  said  he  plans  to  iinite  repre.senta- 
tives  of  national  liealth  services  provider  organi- 
zations to  Washington  shortly  to  solicit  their 
ideas  and  to  urge  them  to  undertake  a self-polic- 
ing program  and  to  assist  tlie  states  in  identify- 
ing potentially  Iraudident  providers. 

‘AVe  recognize  that  the  overwhelming  majority 
of  healtli  care  providers  are  ethical  and  profes- 
sional," Mathews  said.  “They  share  our  desire 
to  bring  efficiency  to  Medicaid  in  its  manage- 
ment and  in  the  quality  of  health  care  it  offers. 
AVe  want  to  ferret  out  the  comparative  lew  who 
break  the  law.  ^Ve  believe  the  health  professions 
organizations  will  give  us  their  enthusiastic  sup- 
port in  this  effort." 

Heading  the  HE4\^  office  of  investigators  will 
be  John  J.  ^Valsh,  senior  investigator  for  the 
Senate  permanent  subconmnttee  on  investiga- 
tions and  former  Elil  agent. 

# # # * 


Major  changes  in  the  .Medit are-Medicaid  pio- 
grams  are  called  for  in  [troposed  legislation  in- 
troduced by  .Sen.  Herman  J almadge  (D.-(ia.). 
I'he  proposal  would  establish  incentives  for  phy- 
sicians to  accept  assignment:  restrict  payment 
methods  for  hospital-based  specialists;  mold 
.Medicare,  .Medicaid,  and  the  Bureau  of  Quality 
-Vssurance  into  a single  agency;  and  set  np  re- 
imbursement incentive  {>rograms  for  hospitals. 

Talmadge,  Cihairman  of  the  Senate  Finance 
Subcommittee  on  Health,  said  in  a Senate  s]x;ech 
“either  we  make  Medicare  and  Afedicaid  more 
efficient  and  economical  or  we  reduce  lienefits. 
We  have  just  too  many  worthwhile  demands  on 
the  limited  federal  dollar  to  be  able  to  allocate 
increasingly  disproportionate  amounts  to  Medi- 
care and  Medicaid.” 

Hearings  will  be  hekl  sometime  this  year, 
Talmadge  promised,  but  he  set  no  date.  He 
stressed  that  the  projrosals  are  not  “frozen  iti 
concrete"  and  are  subject  to  change  following 
tlte  hearings  according  to  tlie  testimony  received. 

The  influential  Senator  surprised  the  health 
field  last  year  when  he  made  a Senate  speech  out- 
lining tlte  ideas  finally  put  in  legislative  form 
recently.  Many  of  the  recommendations  are  con- 
troversial, especially  the  reorganization  ol  the 
health  activities  at  HEAV  that  are  botmd  to  be 
opposed  by  the  administration  and  the  restric- 
tions on  jtayment  of  hospital-basetl  specialists. 

T almadge  tlescriites  the  specialist  provision  as 
follows; 

“LTider  tlie  legislation  specialists  — such  as  cer- 
tain radiologists,  pathologists,  and  anesthesiolo- 
gists — would  be  eligible  under  Afedicare-Medic- 
aid  for  fee-for-service,  or  other  reasonable  lixed 
compensation  agreed  iqxm  with  a hospital,  lor 
services  which  they  jtersonally  render  or  ■which 
are  provided  under  their  direct  personal  suiter- 
vision.  For  their  admitiistrative  and  general  su- 
pervision of  an  X-ray,  laboratory,  or  anesthesia 
depai  tment,  the  hospital  could  competisate  them 
on  a basis  compartible  to  what  a salaried  radiol- 
ogist, pathologist  or  ttiiesthesiologist  receives  for 
com]tarable  time  atid  work.  No  jtercentage, 
lease,  or  direct  billing  arrangemetits  would  ordi- 
tiarily  be  recognized  for  .Medicare  or  .Medicaid 
reimbur.semetit  purposes  ...” 

Physicians  who  choose  assignments,  to  be 
called  Participating  Physicians,  woidd  be  able 
to  submit  simplified  and  fewer  claitns  atid  re- 
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teive  a per  patient  bonus  ior  most  office  visit 
charges.  Medicaid  would  have  to  pay  not  less 
than  80  percent  of  the  Medicare  reasonalile 
charge  for  non-surgical  care.  As  a means  of  en- 
couraging physicians  to  move  into  physician 
shortage  areas,  new  physicians  coud  establish 
customai'y  charges  at  the  75th  percentile  of  pre- 
vailing charges  in  the  locality,  rather  than  the 
present  50  percent. 

A single  administration  for  health  care  fi- 
nancing (CAPS)  would  contain  the  present  Medi- 
care, Medicaid  and  Bureau  of  Quality  Assurance 
Agencies  to  be  headed  by  an  Assistant  HEW 
■Secretary.  Within  this  Agency  a central  fraud 
and  almse  unit  headed  by  an  inspector  general 
would  monitor  performance  and  violations  of 
lav/. 

The  bill  would  abolish  the  Health  Insurance 
Benefits  Advisory  Council. 

A new  reimbursement  system  is  designed  to 
reward  hospitals  with  less  than  average  operating 
costs  and  penalize  those  with  higher  costs. 

* # # # 

James  Cowan,  M.D.,  has  resigned  as  Assistant 

■Secretary  for  Defense  for  Health  and  Environ- 

ment. Among  those  reported  under  considera- 
tion as  Cowan's  successor  is  Malcolm  Todd, 
M.l).,  Immediate  Past  President  of  the  .\merican 
Medical  A.s.sociation.  Dr.  Cowan,  former  New 
Jersey  Commissioner  of  Health,  is  understood  to 
be  contemplating  an  entry  into  politics  in  his 
home  state,  possilily  running  for  tlie  GOP  nomi- 
nation for  the  .Senate. 

# # # * 

Now  passed  liy  both  Houses  and  awaiting  con- 
ference, medical  devise  legislation  has  made 
members  of  that  industry  predict  a bullish 
future. 

The  legislation  will  add  $250,000  to  $700,000 
in  costs  to  products  recpnring  pre-market  ap- 
proval. The  hottest  medical  device  will  continue 
to  be  the  pacemaker.  Sales  are  expected  to  in- 
crease at  an  average  annual  compound  rate  of 
9 percent.  Another  big  item  is  the  cat  (CAPS) 
■scanner.  Manufacturers  predict  3,000  placements 
by  1980.  Tlie  use  of  renal  dialysis  is  expected  to 
triple  by  1980.  Catastrophic  or  comprehensive 
national  health  insurance  will  also  help  the  in- 
dustry. Makers  of  orthopedic  and  surgical  ap- 
pliances, clinical  diagnostics,  medicinals,  and 
pharmaceuticals  all  exjrect  steady  growth.  Drug 


companies  predict  biggest  growth  in  anti- 
arthritics  sales. 

The  legislation  provides  three  categories  for 
devices  — class  I,  general  controls;  class  II,  per- 
formance standards;  and  class  III,  premarket  ap- 
proval, the  general  controls  give  FDA  authority 
to  move  against  devices  that  are  misbranded  or 
badly-made  and  recpiire  tlieir  registration  as  if 
they  were  drugs.  FDA  can  exempt  some  devices 
from  this  control,  such  as  custom  devices  not 
intended  for  general  sale. 

Class  II  devices  would  be  required  to  meet 
certain  manufacturing  standards. 

The  class  III  classification  involves  pre-market 
clearance  for  new  products  and  essentially  the 
same  type  of  clearance  for  existing  products. 
The  House  Commerce  Committee  report  said  it 
expected  that  intrauterine  devices  would  fall  in 
the  class  HI  category. 

# * * * 

The  .Senate  Labor  and  Public  Welfare  Com- 
mittee has  approved  legislation  subjecting  clin- 
ical laiioratories  in  both  intrastate  and  interstate 
commerce  to  federal  licensure  and  standards  re- 
(piirements. 

The  revision  of  the  Clinical  Laboratories  Im- 
provement Act  (CLIA)  would  cover  labs  operat- 
ing only  within  one  state  for  the  first  time,  and 
give  HEW  a stronger  role  in  supervising  the 
nation’s  clinical  laboratories. 

Individual  physicians  who  perform  tests  solely 
in  connection  with  treatment  of  their  own  pa- 
tients could  be  exempted  from  the  law’s  require- 
ments if  HEW  wished. 

The  measure,  expected  to  be  voted  upon  soon 
by  the  full  .Senate,  provides  leeway  for  continua- 
tion of  existing  accreditation  and  certification 
programs  by  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  and  the  College  of  American 
Pathologists  (CAP).  AMA  and  the  CAP  had 
urged  Congress  to  allow  these  activities  to 
continue. 

One  provision  adopted  by  the  Committee 
would  require  disclosure  of  fees  and  contractual 
relationships  between  labs  and  physicians  using 
their  services. 

Tlie  House  Commerce  Subcommittee  on 
Health  is  slated  to  start  hearings  soon  on  similar 
legislation. 

* # # # 

The  government's  controversial  plan  to  limit 
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reimbui  scmciu  lor  some  M eel  i c ;i  i e- M cd  i ca  i d 
di  iij^s  to  die  lowest  cost  a\  ailal)le  is  slated  to  Hike 
elleet  soon  (Ajiril  2())  despite  opposition  Iroin 
phannaecntieal  and  medical  groups  and  cpies- 
tions  rttised  by  lawmakers. 

IIEW'  Secretary  David  Mathews  said  the  dis- 
puted proposal  inangmated  by  his  predecessor, 
Clasper  AVeinberger,  will  be  implemented  on 
schedide.  “\Vc  will  never  lind  out  what  will 
happen  until  we  do  it,"  Mathews  said  in  a letter 
to  (i.  Josejih  Stetler,  President  of  the  Pharma- 
ceutical .Mannfactm ers  Association  (PMA). 

The  PMA  and  the  AMA  have  filed  suit  against 
the  proposetl  Maximum  Allowable  Cost  (MAC) 
regnlations.  The  AMA  contends  the  plan  vio- 
lates patients'  rights  to  seek  the  liest  medical  care 
according  to  their  physicians’  best  judgment  in 
prescribing. 

Rep.  Daniel  Flood  (D.-Pa.),  Chairman  of  the 
House  Approjiriations  Subcommittee  on  Health, 
recently  asked  Mathews  “what’s  magic  about 
now?  d’he  states  are  not  ready:  why  can’t  you 
wait  to  prove  the  soundness  of  the  program?" 

In  his  letter  to  Stetler,  Mathews  said  that  if 
MAC  proves  detrimental  to  drug  development 
or  distribution,  “it  will  be  changed  or  dropped.” 

Federal  administrative  costs  w'ere  estimated  at 
more  than  $2  million  a year  by  Mathews.  States 
will  have  to  pay  an  initial  $3  million. 

* * * * 

d’he  American  health  care  system  is  due  for 
tight  government  control  because  costs  are  be- 
coming more  than  the  economy  can  bear. 

I'his  was  the  grim  message  of  speaker  after 
speaker  at  a Washington,  1).  C.,  conference  on 
the  economic  impact  of  health  care  legislation. 
The  meeting  w'as  sponsored  by  Arthur  D.  Little, 
Inc.,  a Cambridge,  Mass.,  consulting  and  research 
otitfit. 

“The  cost  is  Ijecoming  prohibitive,”  declared 
Charles  Edwards,  M.D.,  former  Assistant  HEW 
Secretary  for  Health.  “The  LI.  S.  health  care 
system  is  headed  toward  fundamental  changes 
that  are  certain  to  occur  and  .sooner  than  most 
expect.”  Dr.  Palwards  warned  he  predicted 
health  care  will  cost  .^ISS  billion  next  year;  ^bOO 
for  every  person  in  the  country. 

Declaring  that  this  decade  for  physicians  coidd 
be  called  the  “showdown  seventies,”  Malcolm  C. 
Todd,  M.D.,  Immediate  Past  President  of  the 


.\MA  told  the  conference  of  business  and  lieallh 
leaders  that  lie  ho]>ed  for  a “proper  accommoda- 
tion ” between  the  medical  profession  and  the 
fedeial  government.  Unless  a pluralistic  system 
is  retained.  Dr.  1 Odd  w^arned,  “federally  inspired 
chtios”  could  emerge. 

“ I’liere  cotdd  be  a vicious  circle  . . . willi  ]>ro- 
grams  loundering  on  their  own  shortcomings 
and  blunders  . . . and  government  Idaming  doc- 
tois  ;nid  hospitals  for  the  failures  in  order  to 
justily  even  more  repressive  programs,”  he  said. 

,-\  study  was  released  by  the  Arthur  D.  Little 
firm  estimating  th;tt  the  passage  of  national  cata- 
strojdiic  liealth  insurance  would  add  .‘54..5  billion 
to  1980  expetiditures  for  principal  health  care 
products  and  services.  If  no  new  national  health 
coverage  becomes  effective,  spending  for  health 
care  is  expected  to  grow  at  an  average  anninil 
rate  of  four  percent  oter  the  next  five  ycttrs,  or 
from  $98.8  billion  in  1975  to  $112  billion  in 
1980,  the  study  said. 

Etiactment  of  natiotial  comprehensive  health 
insurance,  which  Little  said  is  not  regarded  as 
very  likely  to  happen  before  1980,  would  increa.se 
health  care  spending  by  12  percent  or  $13.0  l)il- 
lion,  for  an  annual  total  of  $125.0  billion  in  five 
years. 

Clonnnenting  on  the  study.  Dr.  I’odd  .said  “it 
confirms  that  any  of  the  ntitional  health  insur- 
ance programs  before  the  Congress  will  result  in 
greater  utili/ation  by  patients  ami  tluis  increased 
expenditures.” 

Lawrence  Hill,  Executive  \dce  President  of 
the  American  Hospital  Association,  said  that  the 
future  holds  “more  expenditures,  rising  costs, 
concern  with  those  expenditures,  and  costs  lead- 
ing to  attemj)ts  to  control  l)y  pi  ice  controls  and 
ijy  tinkering  with  the  delivery  .system.” 

Hill  foresaw"  a collision  betw'een  rising  costs 
and  “capped  ” prices.  Hospitals,  he  .saitl,  might 
have  little  option  l)ut  to  limit  services.  “Lines  of 
doctors  and  patients  will  form  and  the  Iiosjjital 
will  patrol  these,  athnitting  as  resources  tdlow'.” 

“I’he  price-cost  collision  will  cause  some  ra- 
tioning which,  in  turn,  w"ill  cause  internal  ad- 
justments conceining  how  physicians  use  hos- 
pital facilities.  1 he  community  relations  impli- 
cations in  rationing  are  olivious,  and,  of  course, 
at  this  point  in  time  w’e  simjjly  do  not  know 
how"  to  ration  health  care  Irecause  w'e  never  have 
tried  before.” 
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LETTERS 

TO  THE  EDITOR 

CTeiulenicn: 

Recent  clisciosures  by  the  Congress  and  the 
Cohimljia  Broadcasting  System  television  net- 
work jjrogram  “Sixty  Minutes"  have  placed  em- 
jihasis  on  what  we  believe  to  l)e  the  practices  of 
a small  segment  of  the  medical  community.  We 
refer  to  the  practice  of  physicians  receiving  re- 
bates from  independent  laboratories.  I'he 
amount  of  the  reljate  is  usually  determined  by 
the  volume  of  test  referrals  made  to  the  labora- 
tory. Although  only  a small  number  of  indi- 
viduals may  be  involved  in  such  practices,  the 
criticism  tends  to  be  directed  toward  everyone 
as.sociated  with  this  area  of  health  care. 

It  is  possiljle  that  it  is  not  generally  known  that 
this  practice  is  in  violation  of  Medicare  law  (42 
United  States  Code  13‘),5nn  (b) ) which  provides: 
“whoever  furnishes  items  or  services  to  an  in- 
dividual for  which  payment  is  made  or  may 
be  made  under  tliis  snbehapter  and  who  so- 
licits, offers,  or  receives  any  (1)  kickback  or 
bribe  in  connection  witli  the  furnishing  of 
such  items  or  services  or  the  making  or  receipt 
of  such  jjayment,  or  (2)  rebate  of  any  fee  or 
charge  for  referring  any  such  individual  to 
another  person  for  the  fnrnishing  of  such 
items  or  services,  shall  be  guilty  of  a misde- 
meanor and  upon  conviction  thereof  shall  be 
fined  not  more  than  ,$1(),0()()  or  imprisoned 
for  not  more  than  one  year,  or  both.” 

We  in  Medicare  are  continually  expanding 
our  efforts  to  prevent  and  detect  fraud  or  abuse 
in  the  program,  but  our  efforts  supplement 
rather  than  replace  the  professional  respon.sibil- 
ity  of  the  medical  profession  to  safeguard  the 
ethics  of  its  members.  We  believe  the  state  med- 
ical societies  can,  and  do,  make  a real  contribu- 
tion to  the  prevention  of  Medicare  fraud  and 
abuse.  It  is  with  this  in  mind  that  we  would 
like  to  enlist  the  aid  of  your  .society  in  advisitig 


the  membership  of  the  illegalities  of  rebate  ar- 
langements,  the  legal  consetpiences  of  such  prac- 
tices, and  of  our  fidl  intention  to  seek  prosecu- 
tion in  any  cases  which  come  to  light. 

In  addition,  we  wonkl  appreciate  yonr  en- 
comaging  yonr  cotistitnents  (or  members)  to  re- 
])ort  offers  tendered  to  etigage  in  the  afore- 
mentioned practices.  ^V^e  are  enclositig  a listing 
of  Bureau  of  Health  Insuratice  Regional  Repre- 
sentatives who  may  be  contacted  with  reports  of 
this  nature.* 


Sincerely  yours, 

1 homas  M.  1 ierney 
Director 

Bureatt  of  Health  Insurance 
Social  Sectirity  Administration 
Departmetit  of  Health, 

Etlucation  and  Welfare 
Baltimore,  Maryland  21235 

*Mr.  terry  Sconce.  1200  Main  lower  Building,  Dallas,  Texas 
7.a202;  214-749-3921.  (Dallas  Region  — .\rkansas,  Louisiana,  Xew- 
Mexico,  Oklahoma,  Texas.) 


THINGS 


V'° 

^^COME 


MAMMOGRAPHY  TRAINING  FOR  THE  EARLY 
DIAGNOSIS  OF  BREAST  CANCER 

SPONSORS: 

The  Ibiiversity  of  Texas  System  Cancer  Cen- 
ter M.  I).  Anderson  Hospital  and  Tumor  Insti- 
tute, Houston,  Texas;  National  Cancer  Institute; 
American  College  of  Radiology. 

LOC.VTION: 

Mammography  Conference  Room  (Room  257, 
near  second  floor  X-ray  waiting  room) , Depart- 
ment of  Diagnostic  Radiology,  M.  D.  Anderson 
Hospital  and  Tumor  Institute,  Te.xas  Medical 
Center,  Houston,  Texas. 

FEE: 

None. 

DESIGNED  FOR: 

Radiologists,  residents  in  radiology,  radiologic 
technologists.  Other  physicians  and  interested 
medical  personnel  may  monitor  the  course  on  a 
space  available  basis. 
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KNR()I.1.M1.\  1 ; 

.\l;ixiimuu  ol  lour  |)liysi(  i;in,s  ;uul  lour  tccli- 
uolo<>ists  per  course.  W’heii  possilile,  liuliologists 
are  eneouraf>ecl  to  liriii”  their  iuainniot>ra|)hy 
technologists  tor  tlie  .same  iustiuetion  peiiocl. 

1)IIR.\  riON: 

Ki\e  eontimious  clays,  .Monday  throu<>h  Friday. 
Fight  hours  ol  instruction  per  day,  Id  total 
course  hours. 

1).\FE,S: 

Fhe  course  will  he  oUerecl  the  second  or  third 
week  of  each  month,  variations  determined  by 
conflicting  national  or  local  conventions,  holi- 
days, etc.  .Attempt  will  be  made  to  schecUde 
course  dates  several  months  in  advance.  Present 
course  schedtde  includes  weeks  begitming  on  the 
following  Mondays:  June  1-lth  and  Jtdy  12th. 

1 IMF: 

Course  begins  at  8:00  a.m.  on  Monday  morn- 
ing of  the  assigned  ccjur.se  date. 

CREDFF: 

Category  J,  AMA  Physician's  Recognition 
-Award,  American  College  of  Radiology.  A}> 
proved  for  ECE  points  by  A.SR'F. 

CURRICULUM: 

Separate  ctirriculum  for  radiologists  and  radio- 
logic  technologists.  Currietdum  and  scheclide 
may  be  individually  mcKlified  to  accommodate 
enrollee’s  previotis  experience  and  ftittire  needs. 

CONDUCTED  BY: 

David  D.  Paultis,  M.D.,  Mammography  Train- 
ing Director;  Stisan  K.  Sprinkle,  R.T.,  Alammog- 
raphy  I’echnical  Coordinator. 

I ETCHING  ME  I HODS: 

.Audiovistial  materials,  lectures,  live  clinic 
demonstrations,  jrarticipation  in  routine  patient 
examinations,  introductory  teaching  sets,  review 
of  extensive  proven  case  files  in  film  mammog- 
raphy, xeroratliograjrhy  and  thermography,  and 
daily  rotnul  table  discussions  of  problem  cases. 

APPLICA  I IONS: 

Reqtiests  for  a specific  instruction  jaeriod  tvill 
be  acce])ted  on  a first  come,  first  served  basis 
and  shotdd  incltide  an  alternate  date  in  case  the 
first  cotinse  jireference  is  filled.  Apjdications  are 
retpiested  to  intitule  a brief  description  of  pre- 
vious exjterience  in  length  of  time  and  number 
of  mammograms  perfomied  or  interpreted  (esti- 
mate number  jier  week  or  month  over  a period 


of  how  long),  and  what  the  jirimary  interest  will 
be,  i.e.,  lihn  mammography,  xeroradiography 
and/or  ihei mography.  Fids  will  enable  us  to 
better  prejiare  individual  schedules.  Prompt 
notification  of  cancellation  will  be  greatly  ap- 
jireciated. 

.\CCOMMODA  I IONS: 

Numerous  hotels  and  motels  are  located  with- 
in a short  walking  distance  or  in  the  vicinity  ol 
the  Medical  Center,  many  providing  free  trans- 
portation to  aiul  from  the  variotis  hospitals  in 
the  Center.  We  will  be  happy  to  assist  in  making 
desired  accommodations.  is i tors  will  be  re- 
sponsible  for  their  own  expenses.  Shojjping  and 
tour  information  will  be  available  for  accom- 
panying families. 

CONTAC  I : 

For  further  information  or  assistance  please 
send  impnries  to: 

Dawn  Nevling  Shull,  Project  Coordinator 

Department  of  Diagnostic  Radiology 

The  Ibiiversity  of  Texas  System  Cancer  Center 

AI.  1).  Ander.son  Hospital  and  d’umor  Institute 

6723  Bertner  Drive 

Houston,  Texas  77030 

d'elephone  (713)  792-2712 

POSTGRADUATE  EDUCATION  FOR 
PEDIATRICIANS  AND  OBSTETRICIANS 

Fhe  Maternal  and  Child  Health  Program  of 
the  Fbdversity  of  Califorina  School  of  Public 
Health  at  Berkeley  announces  postgraduate  pro- 
grams for  pediatricians  and  obstetricians  in  the 
field  of  .Maternal  and  Child  Health  and  Fandly 
Planning.  Program  areas  available  at  the  present 
time  include  nine-month  |)rograms  in  Maternal 
and  Child  Health,  in  the  Health  of  the  School- 
Age  Children  and  A’outh,  and  Day  Care  and  the 
Preschool  Child.  Twenty-one  month  program.s 
in  Care  of  Handicapped  Children  and  Compre- 
hensive Health  Care,  and  a thirty-three  month 
])rogram  in  Perinatology  are  also  available. 
Fhese  jMograms  all  lead  to  the  degree  of  Master 
of  Public  Health,  and  tax-exempt  Fellowshi|) 
support  is  available. 

.Applications  are  now  being  accepted  for  the 
group  entering  .September,  1977.  For  informa- 
tion, write  to  Helen  M.  AVvallace,  M.D.,  School 
of  Public  Health,  IMiiversity  of  California, 
Berkeley,  California  91720. 
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PERSONAL 

Dr.  C.  Lewis  Hyatt  Memorial  Fund 

A memorial  fund  lias  been  established  in  mem- 
ory of  Dr.  C.  Lewis  Hyatt  with  the  Family  Prac- 
tice Center,  University  of  Arkansas  College  of 
Medicine.  Memorial  contributions  will  be  used 
to  purchase  books  for  the  Family  Medical  Center 
Library.  Memorials  may  lie  sent  to  the  Family 
Practice  Center,  1700  West  13th,  Little  Rock, 
Arkansas  72202. 

Dr.  Fiser  Receives  Award 

Dr.  Robert  Fi.ser  of  Little  Rock  was  one  of 
three  young  Arkansans  to  receive  the  Arkansas 
Outstanding  Young  Men  Awards  by  the  Arkansas 
Jaycees. 

Blue  Cross  - Blue  Shield  Names  Board  Members 

Dr.  Jim  Lytle  of  Batesville  began  a six-year 
term  on  the  Blue  Cross  - Blue  Shield  Board  of 
Directors  in  March.  Dr.  John  P.  Price  of  Monti- 
cello  was  re-elected  Board  chairman  for  the  en- 
suing year. 

Boone  County  Hospital  Appoints  Staff 

Dr.  Raljih  Williams  of  Harrison  was  recently 
appointed  as  a memlier  of  the  consulting  staff  of 
the  Boone  County  Hospital  and  Dr.  Albert 
H ammon,  also  of  HaiTison,  w;is  reappointed  as 
a staff  physician. 

Hospital  Honors  Doctors 

Bates  Memorial  Hospital  in  Bentonville  hon- 
ored the  doctors  on  the  staff  of  that  hospital 
with  a luncheon  at  the  hospital  and  a red  carna- 
tion boutonniere  in  honor  of  “Doctors’  Day.” 
Those  participtiting  in  the  luncheon  included 
Dr.  John  A.  Rollow,  Dr.  Richard  N.  Pearson,  Dr. 
Douglas  Ronald,  Dr.  David  Denman,  Dr.  Jan 
Furley,  Dr.  Donald  L.  Cohagan,  and  Dr.  Wil- 
lard A.  Howard,  Jr.,  hospital  diief  of  staff. 
Those  doctors  not  present  w'ere  Dr.  Wetidell 
Ward  and  Dr.  Coy  Kaylor. 

Dr.  Bruce  Gives  Speech 

Dr.  Thomas  A.  Bruce,  dean  of  the  University 
of  Arkansas  College  of  Medicine  at  Little  Rock, 
spoke  to  the  members  of  the  Osceola  Kiwanis 
Club  and  interested  citizens  on  the  possibility 
for  obtaining  new  medical  doctors  in  Osceola. 


AND  NEWS  ITEMS 

Dr.  Saltzman  Accepts  New  Position 

Dr.  Ben  N.  Saltzman  of  Little  Rock  has  as- 
sumed a new  position  at  the  University  of  Ar- 
kansas College  of  Medicine  as  director  for  rural 
medical  development  programs.  Dr.  Saltzman 
served  as  chairman  of  the  department  of  family 
and  community  medicine  for  two  years.  Dr. 
Saltzman  will  help  the  medical  school  in  train- 
ing medical  students  in  rural  medicine  concepts 
and  delivery  of  health  care  in  the  non-metropoli- 
tan area. 

Thoracic  Society  Names  Officers 

Dr.  Max  Cheney  of  Mountain  Home  has  been 
named  president-elect  of  the  Arkansas  Thoracic 
Society;  Dr.  Jerry  Stewart  of  Fort  Smith  is  the 
1976-1977  president  of  the  Society.  Other  new 
officers  are  Dr.  Jack  Wagoner  of  Little  Rock, 
vice  president;  and  Dr.  Clyde  Tracy  of  Pine 
Bluff,  secretary-treasurer. 

Dr.  Townsend  Panel  Member 

Dr.  T.  E.  Fownsend  of  Pine  Bluff  was  a mem- 
l)er  of  tlie  panel  discussing  “Accountability  for 
Health  Care  Delivery”  at  the  recent  Arkansas 
Pultlic  Health  Association  convention  held  in 
Hot  Springs. 

Physician  Retires 

Dr.  J.  W.  Morris  of  McCrory  has  retired  from 
the  practice  of  medicine  after  seventy-six  years 
of  service  to  his  community.  Dr.  Morris  has  been 
a member  of  the  Fifty  Year  Club  for  twenty-six 
years. 

Physicians  Speak  at 
Medical  Assistants  Convention 

Dr.  G.  Grimsley  Graham  of  Little  Rock  and 
Dr.  James  L.  Gardner  of  Hot  Springs  recently 
spoke  at  the  twenty-second  annual  convention 
of  the  Medical  Assistants  at  the  Camelot  Inn  in 
Little  Rock. 

At  the  convention,  the  Medical  Assistants  pre- 
sented Mr.  Paid  C.  Schaefer,  Executive  Vice 
President  of  the  Arkansas  Medical  Society,  with 
a placjue  with  tlie  following  inscription:  “In 
lecognition  of  his  faithful  enthusiastic  support 
of  the  AAMA  Arkansas  Society.”  The  Medical 
Assistants  also  named  Mr.  Schaefer  an  honorary 
member  of  its  Advisory  Committee. 
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Physician  Recognized  for  Contribution 

Dr.  r.  K.  lownsciul,  pttlialric ian  of  Pine 
lilutl,  was  recently  recogni/ecl  lor  his  outstanding 


contribution  to  xMaternal  and  (Ihild  Welfare  for 
the  State  of  Arkansas.  The  award  came  from  the 
Arkansas  State  Health  Department. 


Dr.  John  D.  McConnell 

d he  Pulaski  County  Medical  Society  has  added 
the  name  of  Dr.  John  Dorland  McConnell  to  its 
membership  roll.  Dr.  McConnell  is  a native  of 
Fayetteville,  Arkansas.  He  attended  the  Univer- 
sity of  Arkansas  at  Fayetteville  from  1962  until 
1966,  and  was  graduated  from  the  University  of 
Arkansas  Medical  School  in  Little  Rock  in  1970. 
Dr.  McConnell  completed  his  internship  at  the 
Fhriversity  of  .\rkansas  Medical  Center  and  his 
residency  training  in  Pathology  was  also  taken 
at  the  University  of  Arkansas  Medical  Center. 
He  is  Board  Certified  in  Anatomical  and  Clinical 
Pathology. 

Dr.  McConnell  is  practicing  Pathology  at  500 
•South  Ihiiversity  in  Little  Rock. 


Dr.  Neil  H.  Sims 

I'he  Pulaski  County  Medical  Society  has  ac- 
cepted Dr.  Neil  H.  Sims  for  membership.  He  is 
a native  of  Fort  Smith,  Arkansas. 

In  1943,  Dr.  Sims  received  a B.S.  degiee  from 
the  FJniversity  of  Arkansas  at  Fayetteville.  He 
completed  his  medical  education  at  the  Univer- 
sity of  Arkansas  .School  of  Medicine  and  was 
graduated  in  1950.  Dr.  Sims  interned  at  Balti- 
more City  Hospital  in  Baltimore,  Maryland.  He 
completed  his  residency  in  Pediatrics  at  Johns 
Hopkins  Hospital.  He  is  Board  Certified  in 
Pediatrics  and  is  a member  of  the  American 
•\cademy  of  Pediatrics  and  the  Central  Arkansas 
Pediatrics  .Society. 


Dr.  Sims  is  a Professor  of  Pediatrics  at  the 
University  of  Arkansas  College  of  .Medicine  in 
Little  Rock. 

Dr.  Vilasini  D.  Jayaraman 

Dr.  Vilasini  Devi  Jayaraman  is  a new  member 
of  the  Garland  County  Medical  Society.  She  is 
a native  of  Kerala,  India. 

Dr.  Jayaraman  was  graduated  from  the  Med- 
ical College  Kerala  University,  Calicut,  Kerala, 
India,  in  1965.  Her  internship  was  taken  at 
Norwegian-American  Hospital,  Chicago,  Illinois; 
and  her  residency  training  in  Anatomical  and 
Clinical  Pathology  was  taken  at  MacNeal  Me- 
morial Hospital,  Berwyn,  Illinois.  She  is  Board 
Certified  by  the  .Lmerican  Board  of  Pathology  in 
Anatomical  and  Clinical  Pathology  and  is  now 
practicing  Pathology  in  the  Central  Tower  Build- 
ing in  Hot  Springs. 

Dr.  Albert  D.  MacDade 

The  Sebastian  County  Medical  Society  has  an- 
notinced  the  membership  of  Dr.  Albert  1).  Mac- 
Dade. He  is  a native  of  Chester,  Pennsylvania. 
Dr.  MacDade  received  an  A.B.  degree  in  1963 
from  the  Marietta  College  at  Marietta,  Ohio. 
He  was  graduated  from  the  Hahnemann  Metlical 
College  in  Philadelphia  in  1967. 

Dr.  MacDade  completed  his  internship  at 
Riverside  Methodist  Hospital  in  Columl)ns, 
Ohio.  His  residency  training  was  taken  at  Mayo 
Giadnate  School  of  Medicine  in  Rochester, 
Minnesota.  He  was  in  the  Ihiited  States  Army 
Medical  Corps  from  1968  until  1970. 

Dr.  MacDade  is  a Nenrological  Surgeon  at 
Holt-Krock  (ilinic,  1500  Dodson,  in  Fort  Smith. 

Dr.  Paul  I.  Wills 

Dr.  Paul  Irvin  Wills  is  a new  member  of  the 
Sebastian  County  Medical  Society;  he  is  a native 
of  Siloam  Springs,  Arkansas. 

Dr.  Wills  received  his  B.A.  degree  from  John 
Brown  Ihiiversity  in  Siloam  Springs  in  1961.  He 
was  graduated  in  1968  from  the  Baylor  College 
of  Medicine  in  Houston,  Texas.  Dr.  4Vhlls  in- 
terned at  Maricopa  County  General  Hospital  in 
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Plioenix,  Arizona.  His  first  year  residency  in 
Surgery  was  also  at  Maricopa  County  General 
Hospital  and  his  residency  in  Otolaryngology 


was  taken  at  Baylor  College  of  Afedicine. 

Dr.  Wills  is  now  practicing  Otorhinolaryngol 
ogy  at  600  Sontli  lOtli  Street  in  Fort  Smith. 


('■y 

B I T U A R Y 

Dr.  John  H.  Williams 

Dr.  John  H.  Williams  of  Little  Rock,  and 
formerly  of  Alalvern,  dietl  April  19,  1976,  at  the 
age  of  sixty-six.  He  was  Itorn  on  Afarch  4,  1910. 

Dr.  Williams  was  a graduate  of  the  University 
of  Arkansas  School  of  Afedicine  and  he  did  his 
residency  in  surgery  at  Barnes  Hospital  in  St. 
Louis. 

Dr.  Williams  was  a member  of  the  Van  Buren 
County  Afedical  Society,  the  Arkansas  Afedical 
Society,  and  the  American  Afedical  Association. 

Survivors  include  his  six  daughters  and  his 
brother.  Dr.  V.  E.  Williams  of  Newport. 


Boone  County  Auxiliary 

Afemliers  of  the  AV^oman’s  Auxiliary  of  the 
Boone  County  Afedical  Society  honored  physi- 
cians for  Doctors  Day  with  a progressive  dinner 
which  Ijegan  with  hor  d’  oeuvres  at  the  home 
of  Dr.  and  Airs.  Albert  Hammon,  dinner  at  the 
home  of  Dr.  and  Airs.  Don  Vow’ell  and  dessert 
at  the  home  of  Dr.  and  Airs.  Charles  Ledbetter. 
Alls.  Alahlon  Afaris,  chairman,  Afrs.  Vhomas  J. 
Simpson  and  Airs.  Ronald  R.  Reese  were  the 
committee  members  in  charge  of  Doctors’  Day 
observance. 


ANSWER  — Electrocardiogram  of  the  Month 

ECG  retouched  for  clarity  — Basic  mechanism  is  regular 
at  a rate  of  42/minute  and  is  probably  junctional  with  a 
right  bundle  branch  block  configuration.  Intermittent 
pacemaker  function  is  seen.  Occasional  captured  beats 
are  present  at  a rate  of  72/ minute.  Pacemaker  senses 
native  beats  but  pacemaker  artifact  without  capture  are 
present. 
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New  from  Lilly/Dista  Research 


NALFON’ 


fenoprof&i  cab’um 


SOO-mg."^  Pulvules"’ 


Disla  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 


[ the  calcium  salt  of  fenoprofen  dihydrate 
enoprofen. 


ubrary; 

OiC.  SAN  FRANCISCO" 

AUG  3 MG 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to  j 
those  with  barbiturates  and  alcohol)  have  ] 
occurred  following  abrupt  discontinuance  | 
(convulsions,  tremor,  abdominal  and  mus-  i 
cle  cramps,  vomiting  and  sweating).  Keep  j 
addiction-prone  individuals  under  careful  i 


I 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


2-mg,  5-nig,  10-mg  scored  tablets 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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I FOREWORD 

I I'he  Journal  proudly  presents  a symposium  on  internal  medicine  |- 

I to  be  published  i)i  tivo  parts.  The  hitroduc tion  by  Dr.  Joseph  Bates  | 

\ is  sell-exphniatory.  It  is  felt  that  the  readers  of  The  Journal  of  the 
I Arkansas  Medical  Society  unll  find  these  papers  of  great  interest.  | 

I Alfred  Kahn,  Jr.,  M.D.  | 

I Editor  1 


Introduction 

Joseph  H.  Bates,  M.D.,  F.A.C.P.* 


November  15,  1975,  the  Arkansas  mem- 
bership of  the  American  College  of  Physicians 
held  its  annual  regional  meeting  in  Little  Rock 
with  more  than  100  Internists  in  attendance.  The 
program  was  especially  stnictnred  to  appeal  to  the 
generalist  in  Internal  Medicine  and  was  of  such 
high  (piality  and  applicability  for  physicians  in- 
volved in  primary  care  that  it  seemed  appropriate 
to  record  the  papers  in  the  Journal  of  the  Arkan- 
sas Medical  Society.  I am  confident  that  the 
readers  will  agree  that  these  presentations  suc- 
cessively review  the  “state  of  the  art”  in  a mimber 
of  imjtortant  areas  including  newer  antibiotics 
and  anti-inflammatory  agents. 

I'he  person  })rimarily  responsible  for  organizing 
the  scientific  program  and  for  coordinating  the 
preparation  of  these  papers  in  their  final  form 
was  the  Program  Chairman,  Dr.  Galen  Barbour. 
I'o  Dr.  Barbour,  and  Drs.  Charles  Boyd,  Bill 

•(fovcriior  for  Arkansas.  '1  he  American  College  of  Physicians,  5 
Glcnridge  Road,  Little  Rock,  Arkansas  72207. 


Harville,  Monroe  Painter,  Allan  Pirniqne,  Robert 
Power,  T aylor  Prewitt,  and  Spencer  Raab,  who 
served  wnth  him  on  the  Program  Committee  and 
to  all  the  authors  of  these  papers,  I extend  my 
warmest  congratulations. 

Apart  from  the  program,  it  sitould  be  noted  that 
the  discipline  of  Internal  Medicine  in  Arkansas 
has  attained  a “critical  mass.”  There  are  In- 
ternists in  most  areas  of  the  State  and  the  number 
is  increasing  at  a rapid  rate.  Within  ten  years  the 
number  practicing  in  Arkansas  will  more  than 
tlouble  and  this  development  will  impact  very 
favorably  on  the  availability  and  tpiality  of  |Mi- 
mary  and  secondary  care  tliroughout  the  State. 
One  of  the  important  roles  ol  the  American 
College  of  Physicians  is  to  pro\  ide  opportunity 
for  continuing  education  for  Intel  nists  and  the 
Arkansas  membership  is  committctl  to  meet  and 
expand  upon  these  responsibilities  in  the  years 
ahead. 


Volume  73,  Number  2 — July,  1976 


91 


Facilitation  of  Healing  in 
Myocardial  Infarction 

Thomas  A.  Bruce,  M.D.,  F.A.C.P.* 


In  the  spectrum  of  total  management  of  acute 
myocardial  infarction,  there  are  three  major 
goals.  First,  we  want  to  prevent  lethal  complica- 
tions. Here  the  accent  is  on  the  word  prevention 
—the  prevention  of  arrhythmias  (the  major  cause 
of  death),  the  aggressive  prevention  of  congestive 
heart  failure  and  thromboembolism,  etc.  Secoiul- 
ly,  preservation  of  lieart  muscle  lias  been  receiving 
a great  deal  of  attention  over  the  past  3 or  4 years. 
We  now  realize  that  reducing  the  oxygen  needs 
of  myocardium  which  is  poorly  perfused,  perhaps 
spreading  available  oxygen  a little  further,  may 
actually  salvage  heart  muscle  that  otherwise  would 
not  survive.  The  third  major  goal  and  the  focus 
of  this  report  concerns  the  ways  one  can  stimulate 
better  or  more  rapid  healing.  Our  studies**  were 
done  in  two  parts— a short-term  experimental 
evaluation,  and  a long  term,  or  chronic,  phase. 
We  ligated  one  or  two  branches  of  the  anterior 
coronary  artery  in  six  open  chest,  anesthetized 
dogs.  A moderate  area  of  total  ischemia  was  pro- 
duced which  caused  subsequent  infarction.  In  the 
acute  series  of  animals  this  was  an  intensely 
cyanotic  area;  in  the  long-term  animals  this  area 
was  subsequently  replaced  by  scar.  Three  hours 
after  the  coronary  arteries  were  ligated,  the  ani- 
mals were  given  glycine  2-C^^  intravenously, 
30  ^c/kg.  The  glycine  incorporation  into  protein 
w'as  considered  one  of  the  evidences  of  protein 
synthesis  in  the  myocardium;  four  hours  after  the 
glycine  had  been  administered  the  animals  were 
sacrificed.  Thus  in  the  acute  phase  studies  the 
effects  of  protein  synthesis,  immediately  after  the 
initial  coronary  artery  ligation,  were  seen.  Sec- 
tions of  heart  muscle  were  taken  from  a)  an  area 
of  almost  total  ischemia,  b)  from  a borderline  area 
of  less  ischemia,  and  c)  from  the  relatively  normal 
myocardium  (control)  from  the  base  of  the  left 
ventricle,  on  the  other  side  of  the  heart.  These 
pieces  of  tissues  were  then  homogenized  and  the 
protein  was  extracted  with  a dilute  solution  of 
trichloroacetic  acid.  Nucleic  acid  and  lipid  con- 
taminants were  eluted  from  this  crude  protein 
precipitate  leaving  a relatively  pure  fraction 

•Professor  of  Medicine  and  Dean,  College  of  Medicine.  University 
of  Arkansas  for  Medical  Sciences.  4301  West  Markham,  Little  Rock, 
Arkansas  72201. 

••These  studies  were  performed  in  the  laboratory  of  Dr.  Richard 
Bing,  Wayne  State  University,  Detroit,  Michigan. 


of  mixed  proteins.  Most  of  the  exacting  bio- 
chemical work  was  performed  by  Dr.  Sigmundur 
(iudbjarnason,  studying  the  incorjxtration  of 
glycine  into  some  subcellular  protein  frac- 
tions. In  the  nuclear  ribosomes,  he  noted  greater 
than  normal  incorporation  of  glycine  in  the 
infarcted  area  within  four  hours;  glycine  incor- 
poration into  protein  then  began  to  rapidly 
accelerate  in  a number  of  other  subcellular  frac- 
tions. He  also  showed  that  the  incorporation  of 
glycine  into  leukocytic  protein  was  less  than  that 
in  muscle,  and  therefore  probably  did  not  play  a 
very  significant  role. 

4 he  results  of  our  studies  are  shown  in  Table  1. 
The  radioactivity  count  in  samples  of  heart  muscle 
])rotein  of  constant  weight  was  assessed  in  the 
various  zones.  With  the  normal  incorporation  of 
glycine  into  protein  at  464  counts  per  minute, 
it  can  be  seen  that  there  is  increased  amount  of 
glycine  incorporation  (protein  synthesis)  in  the 
borderline  area,  and  a significant  decrease  in  the 
infarction  area.  Some  of  this  has  to  do  with  per- 
fusion-gaining access  of  the  isotope  to  the  area. 
The  right  ventricfe  shows  protein  synthesis  on  a 
weight  basis  very  much  like  the  normal  left 
ventricle. 

When  six  animals  were  given  insulin  one  hour 
]>rior  to  the  time  of  ligation  of  the  coronary 
ai  tery,  there  was  a 17%  increase  in  the  incorpora- 
tion of  glycine  into  protein  in  normal  left  ventri- 
cle, 13%  increase  in  the  borderline  area,  94% 
increase  in  the  area  of  the  infarction,  and  9%  in 
the  area  of  the  right  ventricle.  To  evaluate  the 
jx).ssibility  of  endogenous  stimulation  of  growth 
hormone,  exogenous  human  growth  hormone  was 
administered  in  another  study.  Table  2 depicts 
these  resides.  There  was  an  82%  increase  in 
glycine  incorporation  in  normal  left  ventricle,  a 
91%  increase  in  the  borderline  area,  a 168%  in- 

TABLE  1 

Incorporation  of  Glycine-2-C^^  into  Protein 
of  Infarcted  Heart  Muscle  in  Six  Dogs 
(cpm/gm  tissue  — mean  ± S.D.) 

Infarcted  Borderline  Normal  LV  Right 

Area  Ischemic  Area  (control)  Ventricle 

306  ± 16  567  ± 49  464  ± 27  426  ± 11 
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TABLE  2 

Incorporation  of  Glycine-2-C' ' into  Protein 
of  Infarcted  Heart  Muscle 


% incrrose  over  baseline 


Drug  Xo.  of 

Infarct 

Xonnal 

Right 

Adniiiiislered  Dogs 

.-1  rea 

Harder 

LJ’ 

I'entricle 

Iii.siiliii  () 

13% 

17% 

9% 

(iroulli  Hormone  (i 

I(i8% 

91% 

82% 

55% 

Both  0 

251% 

99% 

108% 

95% 

crease  in  the  infarction  area,  and  a 55%  increase 
in  the  riglit  ventricle.  Thus,  growth  hormone 
causes  a significant  increase  in  protein  synthesis. 
When  both  insulin  and  growth  hormone  were 
given  to  9 dogs,  there  was  a further  increase  in 
synthesis.  Again,  the  striking  increase  in  incor- 
poration of  glycine-C^^  in  the  area  of  infarction 
as  compared  to  that  of  normal  left  ventricle  was 
noted. 

Table  3 shows  results  from  studies  jrerformed 
follotv'ing  the  administration  of  vtuious  sub- 
stances, including  the  B vitamins  and  some  essen- 
tial amino  acids.  A slightly  greater  increase  was 
shown  in  all  areas  than  with  insulin  alone. 
Following  Vitamin  C administration,  there  w'as 
little  difference  in  the  nonnal  left  or  right 
ventricle,  but  a 122%  increase  in  glycine  incor- 
poration was  noted  in  the  area  of  infarction.  This 
was  limited  to  the  area  of  intense  cyanosis.  The 
effects  of  Vitamin  C on  wound  healing  has  been 
a subject  of  interest  for  some  time;  ascorbic  acid 
is  a low  molecular  weight  compound  which  has 
a number  of  metabolic  affects.  The  results  did 
not  suggest  a direct  effect  on  protein  synthesis, 
since  there  was  little  change  in  normal  muscle. 
With  the  anabolic  steroid,  methandrostenolone, 
the  greatest  response  was  seen.  There  was  a 
61-73%  increase  in  the  normal  and  borderline 
areas,  and  a 250%  increase  in  glycine  incorpora- 
tion in  the  infarction  area.  A dramatic  increase 
in  protein  synthesis  does  appear  to  be  possible  in 
severely  ischemic  muscle. 


TABLE  3 

Incorporation  of  Glycine-2-C^^  into  Protein 
of  Infarcted  Heart  Muscle 


% 

increase 

over  baseline 

Drug 

No.  of 

Normal 

infarct 

Right 

Administered 

Dogs 

I.V 

Border 

A rea 

Ventricle 

Insulin  + 

Coenzymes 

5 

93% 

80% 

172% 

92% 

Ascorbic  Acid 

4 

5% 

19% 

122% 

12% 

Methandro- 

stenolone 

5 

ei% 

73% 

249% 

80% 

To  determine  whether  these  residts  indicate 
less  muscle  destruction  or  better  scar  formation, 
long  term  experiments  were  initiated.  All  pro- 
cedures were  identical  except  that  the  animals 
were  allowed  to  survive  for  six  weeks  prior  to 
being  sacrificed.  I'able  4 summarizes  the  long 
term  data  in  terms  of  the  thickness  of  the  star  and 
the  frecjuency  of  aneuiysm.  In  the  six  control 
animals  the  scar  was  4 mm.  thick  and  two  of  the 
dogs  hatl  large  bulging  aneurysms  in  the  area.  In 
four  dogs  treated  with  insidin  and  five  dogs 
treated  with  anabolic  steroids  there  was  no  sig- 
nificant difference  in  the  thickness  of  the  scar, 
but  the  area  of  the  fibrous  reaction  was  much 
smaller  and  there  were  no  aneurysms.  In  contrast, 
in  nine  dogs  treated  with  a protein-free  diet  there 
was  a very  thin  and  large  scar  with  78%  incidence 
of  aneurysm.  In  still  another  study,  not  rejxtrted 
here,  we  evaluated  the  effects  of  the  catabolic 
steroid  cortisone  and  the  results  were  very  similar 
to  those  seen  in  the  protein-free  diet. 

In  summary,  the  results  of  these  studies  indicate 
that  not  enough  attention  has  been  given  to  the 
phenomenon  of  healing  of  acute  myocardial  in- 
farction in  the  past.  Fretjuently  patients  arc  given 
5%  glucose  solutions  for  2 to  3 days  following  the 
initial  hospitalization  for  infarction  with  little  or 
no  food.  Such  treatment  is  analogous  to  the 
protein-free  diet  used  in  the  animal  studies.  There 
appear  to  be  certain  pharmacological  manipula- 
tions which  may  stimulate  the  rate  of  healing,  or 
at  least  the  intensity  of  the  fibrous  tissue  forma- 
tion, so  that  the  size  and  thickness  of  the  scar  and 
the  fretpiency  of  aneurysm  formation  might  im- 
prove under  optimal  conditions.  A variety  of 
anabolic  agents  appear  to  have  beneficial  effect 
and  need  clinical  exploration. 

TABLE  4 

Thickness  of  Scar  Tissue  and 
Frequency  of  Ventricular  Aneurysm; 

Effects  of  Long  Term  Treatment  (Six  weeks) 


No.  of 

J'liirkness 
of  Scar, 

freqnency 
of  Aneurysm, 

Dogs 

Mm  ( mean  ± S.D.) 

(%) 

Control 

6 

4.0  ±;  0.4 

33% 

Insulin 

1 

5.0  Zh  0.6 

0% 

Methandro- 

stenolone 

5 

3.4  ± 0.3 

0% 

Protein-free 

diet 

9 

1.6  ± 0.8 

78% 
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Clinical  Application  of  Bone  Marrow  Culture 
from  Patients  with  Acute  Leukemia 
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u ntil  receiuly,  knowledge  concerning  the 
growth  and  replication  oi  grannlocyte  prectirsor 
cells  in  the  bone  marrow  was  sererely  limited. 
Labeling  technicpies  using  DFP^^  tritiated 
thymidine  residted  in  some  elaboration  of  the 
kinetics  of  cells  after  thev  had  finished  dividing 
and  were  delivered  to  the  circulation.  These 
studies  indicated  that  the  bone  marrow  consisted 
of  approximately  two  pools:  the  mitotic  marrow 
pool  and  the  postmitotic  marrow  pool.  The  cells 
in  the  postmitotic  jxtol  were  metamyelocytes, 
juveniles,  and  jtolymorphonucleogranulocytes.  As 
these  cells  matured,  they  moved  out  into  the  blood 
pool.  The  mitotic  marrow  jxtol  consisted  of 
promyelocytes,  myeloblasts,  and  myelocytes.  .Some 
of  these  cells  also  matured  and  moved  into  the 
postmitotic  pool.  Howe\er,  common  sense  dic- 
tates that  in  order  to  prevent  depletion  of  this 
vital  jxjol,  some  of  the  cells  must  have  the  ability 
to  self-replicate  as  well  as  to  differentiate  under 
appropriate  circumstances.  1 hese  cells,  which  are 
self-replicating,  are  called  stem  cells.  Until  recent- 
ly, knowledge  concerning  these  stem  cells  was  very 
scanty.  Cells  in  this  pool  represent  the  predomi- 
nant type  seen  in  the  bone  marrow  of  patients 
with  acute  leukemia. 

A technitjue  in  which  these  particidar  cells 
could  be  i.solated  and  grown  in  x’itro  was  necessary 
before  further  insight  into  their  kinetic  abnormal- 
ities could  be  obtained.  In  1966  Bradley  and 
Metcalf  described  the  method  by  which  mouse 
bone  marrow  cells  could  be  grown  in  vitro.  Data 
obtained  from  their  in  vitro  agar  studies  as  well 
as  information  obtained  from  the  in  vivo  spleen 
colony  technicpie  used  by  other  investigators 
model  for  the  stem  cell  comp;irtment. 
(Figure  1).  It  was  posttdated  that  a mtihipotential 
or  primitive  stem  cell  existed  which  could  give 
ri.se  to  a unipotential  stem  cell  of  each  cell  line- 
erythrocytic,  granulocytic,  and  megakaryocytic. 
These  unipotential  stem  cells  were  called  colony- 
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MODEL  OF  HEMATOPOIETIC  STEM  CELL  COMPARTMENTS 

UNIPOTENTIAL  STEM  CELL  (CPU) 


ERYTHOID 


PM  N 


Figure  1. 

A suggested  model  for  hematopoietic  stem  tell  companments. 


fonning  units  because  they  formed  colonies  of  a 
single  cell  type  tvhen  grown  in  vitro. 

Today  tve  tvill  concern  ourselves  with  only  the 
granulocytic  compartment.  Two  types  of  growth 
are  noted  within  this  compartment.  Normally, 
cells  of  the  granuloc)  te  series  di\'ide  and  mature 
to  form  mature  PMN's.  It  is  believed  that  the 
unipotential  stem  cell  is  replenished  from  the 
muhijxitential  jtool  by  demand  in  order  to  keep 
a steady  flow  of  mature  cells  into  the  circulation. 
Evidence  points  to  a so-called  “negative  feedback 
system"  in  which  only  a sufficient  number  of  the 
unipotential  cells  How  into  tliis  compartment  to 
preserve  a steady  state.  In  the  leukemic  state, 
there  is  an  apparent  lack  of  effective  control  of 
this  colony-forming  unit,  thus  ljuilding  up  a large 
jtopulation  of  immature  undifferentiated  cells 
which  fail  to  form  mature  cells.  It  is  this  group 
of  cells  which  tve  are  studying. 

In  1970  Pike  and  Robinson  ftirther  adapted  the 
method  of  Bradley  and  Metcalf  to  the  culturing 
of  human  bone  marrow  cells,  and  it  is  this  method 
which  we  use  in  otir  laboratory.  Figure  2 is  a 
schematic  representation  of  this  method.  The 
technitpie  consists  of  using  a tissue  culture  plate 
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LARGE  CLUSTER 


Figure  ‘2. 


\ '(licniatic  representation  of  the  in  x'itro  culture  of  human  lionc 
marrow  cells. 


with  double  layers,  rite  bottom  layer  is  a so-tailed 
leeder  layer  and  toiitains  a source  ol  colony- 
stimulating  factor.  Initial  investigations  indicated 
that  some  substance  was  necessary  to  initiate  and 
to  maintain  growth  of  immature  granulocytic  cells 
in  vitro.  We  use  human  peripheral  white  blood 
cells  as  the  source  of  the  colony-stimulating  factor. 
The  cells  to  be  studied  are  placed  on  top  of  this 
feeder  layer  and  the  plates  are  incubated  for  14 
days  with  100%  liumidity,  with  8%  COo  at  37 
degrees  C.  At  the  end  of  this  time  the  plates  are 
e.xamined  for  the  pre.sence  of  growth. 

Three  types  of  growth  are  seen:  colonies  which 
are  aggregates  of  more  than  50  cells  in  a small 
contiguous  area,  large  clusters  that  are  made  up 
of  20  to  50  cells  in  groups,  and  small  clusters  that 
consist  of  less  than  20  cells.  The  ty|>es  of  growth 
that  residt  when  1 X 10''  nucleated  cells  from 
normal  bone  marrow  are  plated  in  our  system  is 
shown  in  Table  1.  This  data  was  obtained  from 
ten  normal  individuals.  Although  there  was  a 
consideralTle  variation,  all  normal  hone  marrow 
exhibited  some  kind  of  growtlt  and  colonies  and 
large  clusters  were  always  present.  Growth  of  cells 
from  the  bone  marrow  of  jjatients  with  leukemia 
was  (|uite  different.  I1ie,se  resnlts  are  also  shown 
in  Table  I.  4 here  was  a significant  decrease  in 
numl)er  of  all  three  kinds  of  growtli.  I his  de- 
crease was  most  marketl  in  colony  formation  and 
the  presence  of  large  clusters.  In  some  patients  no 
colonies  or  large  clusters  were  seen.  More  than 
75%  of  leukemic  Itone  marrow  cultured  exhibited 
only  small  cluster  type  of  growth. 


TABLE  1 

Comparison  of  Growth  from  Normal 
and  Leukemic  Bone  Marrow  when 
1 X 106  Nucleated  Bone  Marrow 
Cells  are  Plated 


Large 

Siiiatl 

Cotonies 

C.tuslers 

Ct  listers 

Normal  Marrow  10-50 

15-350 

35-500 

Leukemic  Marrow  0-5 

0-300 

0-500 
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The  siucessful  development  of  the  in  vitro  cul- 
ture techui(jue  opened  up  many  new  pathways 
lor  the  study  of  acute  leukemia.  We  decided  to 
modily  this  method  in  order  to  test  tlie  sensitivity 
in  vitro  of  leukemic  cells  in  vai  ions  antileukemic 
agents.  Ih  ior  to  these  investigations,  the  only 
method  foi  deteiinining  wliether  the  patient’s 
leukemic  cells  were  sensitive  to  antileukemic 
therapy  was  the  hit-or-miss  method  of  clinical  trial. 
Since  cytaralhne  is  most  widely  used  in  the  treat- 
ment of  acute  leukemia,  we  decided  to  use  this 
drug  in  our  pdot  project. 

Bone  marrow  cells  from  untreated  |)atients 
were  incubated  for  one  hour  at  37  degrees  C.  with 
cytarai)ine  in  a concentration  of  0.5  micrograms/ 
milliliter  of  plasma  and  cells.  Otlier  investigators 
liad  demonsti  ated  that  this  concentration  of  di  ug 
was  present  in  human  plasma  when  200  milli- 
grams of  cytarahine  per  stjuare  meter  of  body 
surface  area  is  infused  over  a one  liour  period. 
For  each  patient  a control  is  handled  in  an  identi- 
cal fasliion  except  that  no  drug  is  addeil  to  tlie 
sample.  4'he  residts  from  two  patients  are  shown 
in  4'al)le  2.  Notice  that  the  first  patient  Iiad  a 
75%  reduction  in  the  number  of  large  clusters, 
and  an  approximate  50%,  reduction  in  tlie  nnmher 
of  small  clusters,  after  his  cells  were  incubated 
with  cytarahine.  Fhe  second  patient  e.xhibited  a 
very  similar  reduction  in  growth  pattern.  These 
in  vitro  results  were  correlated  with  the  clinical 
response  to  therapy.  Bone  marrow  from  two  addi- 
tional patients  has  beeti  studied  iii  this  manner, 
but  therapy  with  cytarahine  has  not  yet  been 
started:  these  residts  are  also  shown  in  Table  2. 
You  can  .see  that  these  patients  also  showed  a 
similar  decrease  in  large  clusters  and  small  cluster 

TABLE  2 

Bone  Marrow  Culture  Results  in  4 Patients 
with  Acute  Myeloblastic  Leukemia  Showing 
the  Effect  of  Incubation  with  Cytarahine 


I. a rge 

Small 

Response 

Patient 

Colonics 

Clusters 

Clusters 

To  Therapy 

l-.M. 

No  Dni” 

0 

212 

500 

5'cs 

C'.ylaialiinc 

(1 

02 

272 

c;.\v. 

\o  Drug 

0 

.oO 

00 

Cylarabinc 

0 

19 

33 

No  Drug 

2 

14 

175 

Not 

(,\  larabiue 

;i 

72 

1 ested 

I'.n. 

.No  Drug 

2 

II 

KM) 

Not 

Cytaraliiue 

0 

5 

20 

I'c-stccl 
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growth,  and  one  would  like  to  predict  that  these 
pjitients  would  have  a favorable  response  with 
c\  tarabine. 

Onr  investigations  are  summarized  as  follows: 

1)  A technicpie  has  been  described  for  the  in 
vitro  culture  of  bone  marrow  cells. 

2)  The  growth  of  cells  from  leukemic  bone 
marrow  has  been  compared  with  that  of  normal 
bone  marrow. 


3)  This  in  vitro  method  has  been  used  to  de- 
termine the  sensitivity  of  leukemic  blast  cells  to 
cyt.nabine.  I he  results  in  lour  patients  were 
described. 

4)  We  have  correlated  the  in  vitro  sensitivity  to 
cytaiabine  with  the  acttial  response  to  this  agent 
in  two  patients  and  good  conelation  was  seen. 
Cells  from  two  other  patients  have  been  tested  but 
therapy  has  not  yet  been  started. 
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S elective  coronary  arteriography  has  been 
used  as  a diagnostic  tool  for  almost  fifteen  yeai's, 
blit  it  is  only  during  the  past  ten  years  that  this 
procedure  has  been  performed  in  significant 
numbers,  by  multiple  institutions  over  the  United 
States.  The  combinations  of  .selective  coronary 
arteriography,  left  heart  catheterization,  and  left 
ventriculography  has  become  an  important  diag- 
nostic procedure  in  the  clinical  assessment  of 
cardiac  patients.  It  is  important  for  us  to  be  aware 
of  the  risks  involved  in  this  procedure,  and  I 
would  like  to  present  the  complications  we  have 
had  in  doing  these  studies. 

I’able  1 shows  the  data  base  for  this  rejxirt.  We 
have  a total  of  1531  consecutive  cases  from  1966 
through  May  of  1975;  the  initials  NA  indicate 
that  these  records  were  not  available.  The  term 
“significant”  disease  means  coronary  occlusion 
greater  than  50%,  and  the  term  “insignificant” 
disease  means  less  than  50%  occlusion.  The  term 
“insignificant”  does  not  mean,  therefore,  that  the 
coronaries  are  normal.  The  Veterans  Administra- 
tion Cooj^erative  Study  has  defined  greater  than 
50%  obstruction  as  significant  di.sease;  today  I 
would  probably  be  inclined  to  draw  that  line  at 
greater  than  70%,  occlusion  as  being  significant. 
I’he  brachial  technique  alone  was  used  in  1489 
cases,  but  we  used  the  femoral  artery  alone  or  in 
combination  with  the  brachial  technicpie  in  40 
cases.  The  complications  discus,sed  here  include 
some  of  the  lesser  complications  not  usually  re- 
ported. 

CNS  complications  were  encountered  in  four 

TABLE  1.  DATA  BASE 


Total  Number: 

1531 

Time; 

1966  — May  of  1975 

Disease: 

Insignificant 

(763) 

49.8% 

Significant 

(764) 

49.9% 

N.A.* 

( 4) 

0.3% 

Average  Age: 

45  years 

Males: 

1130 

73.8% 

Females: 

401 

26.2% 

'Fechni(|ue: 

Brachial 

(1489) 

97.3% 

lAmoral 

( 16) 

1.0% 

B and  4" 

( 24) 

1.6% 

N.A. 

( 2) 

0.133%, 
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patients.  An  occlusion  of  the  branch  of  the  retinal 
artery  with  a persistent  visual  defect  in  the 
perimacular  area  occurred  in  one  patient  with 
calcific  aortic  stenosis,  l)ut  calcium  was  not  seen 
in  the  branch  arteriole.  Whether  the  occlusion 
was  the  result  of  a brief  period  of  hypotension  and 
local  factors  or  was  the  resuft  of  embolism  is  not 
certain.  Tw'o  patients  had  typical  transient 
ischemic  attacks  in  spite  of  heparin  anticoagula- 
tion; one  patient  was  felt  to  have  had  a dissociative 
reaction  of  hysterical  nature,  but  this  diagnosis 
was  not  certain  and,  therefore,  we  included  the 
patient  in  our  series.  No  permanent  sequelae  were 
seen  in  the  latter  three  patients. 

Femoral  artery  occlusion  occurred  in  two  of 
forty  cases  catheterized  by  the  femoral  route,  an 
incidence  of  5%;  this  occurred  in  spite  of  heparin 
administration.  In  both  of  these  patients  8-4 
catheters  were  used,  and  it  has  been  reported  that 
the  complication  rate  is  greatly  increased  if  one 
uses  an  8-F  catheter  as  opposed  to  a 7-F. 

Fever  was  documented  in  only  three  cases;  how- 
ever, I feel  certain  that  we  had  more  patients  with 
fever  than  indicated  here.  Blood  cultures  were 
negative  in  these  patients,  and  we  have  subse- 
tpiently  ignored  asymptomatic  temperature  eleva- 
tions. One  patient  did  have  dysuria,  and  we 
suspected  that  his  urinary  bladder  had  been  par- 
tially paralyzed  by  Atropine;  this  may  have  con- 
tributed  to  a urinary  tract  infection. 

Allergy  occurred  in  only  one  case  for  an 
incidence  of  0.07%o.  Ibis  patient  exhibited 
both  hypotension  and  facial  swelling  following 
Flypaque  injection.  Subsecpiently  we  have  used 
Renografin-76. 

Oidy  two  cases  of  paroxysmal  atrial  tachycardia 
were  documented  in  our  series.  1 feel  that  we 
have  liad  more  tlian  that,  but  they  were  very 
transient  and  can  be  converted  by  injection  of  the 
right  coronary  tirtery.  This  technique  is  almost  as 
effective  as  countershock. 

Left  ventricular  extravasation  of  contrast  ma- 
terial occurred  iti  two  cases;  an  end  hole  catheter 
was  used  in  both  cases.  Both  of  the  patients  were 
young  and  the  coronary  arteriograms  were  normal. 
This  com]rlication  resulted  in  revision  of  our  tech- 
nique to  emjrloy  a closed  end  catheter  with  side 
holes  for  left  ventricular  injections. 
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1 hire!  tlegrce  lieart  block  occurred  in  one  pa- 
tient. rhi.s  occurred  alter  the  left  ventricular 
tingiocardiograin  and  was  felt  to  be  a result  of 
injection  in  the  left  ventricular  outflow  tract  in 
the  septal  region.  tenijrorary  pacemaker  was 
necessary  in  this  patient. 

T here  were  lour  cases  of  innominate  artery 
hemorrhage:  this  serious  complication  is  not  dis- 
cussed in  the  literature.  All  of  these  patients  had 
tortuous  innominate  arteries,  and  .some  difficulty 
was  encountered  in  introducing  the  catheter  into 
the  aorta.  Two  of  these  instances  occurred  24  to 
48  hours  after  the  procedure,  and  one  followed 
an  episode  of  coughing.  Three  patients  com- 
plained of  discomfort  and  fullness  in  the  upper 
chest  iind  neck  and  had  x-ray  evidence  of  widening 
ol  tlie  upper  mediastinum  in  the  region  of  the 
innominate  artery.  1 he  fourth  patient  lost  his 
iirachial  pulse  and  recpiired  a sajdienous  vein 
gi aft  horn  the  carotid  to  the  brachial  artery.  In 
sulisecpient  cases  this  complication  has  been 
axoided  by  using  a soft  catheter  and  using  the 
c ladle  that  does  not  cause  a buckling  of  the 
subclavian  and  innominate  artery. 

I here  were  six  episodes  of  hypotension  that 
iec|uiiecl  treatment.  I reatment  consisted  of 
epinejrlnine  and  corticosteroid  administration  in 
one  jjatient,  antihistamine  in  another,  and 
lexarterenol  in  four.  All  recovered  without 
secpielae  with  one  exception;  that  patient  sus- 
tained a retinal  arterial  branch  occlusion  and  a 
permanent  visual  field  delect,  as  mentioned  aliove 
under  CNS  complications. 

Hiachial  tluombosis  is  delined  as  an  absence  of 
the  radial  pulse  with  no  pulse  below  the  incision 
site.  Nine  such  cases  occurred  in  our  series  for 
an  incidence  ol  0.59%,  lower  than  generally  re- 
poi  ted  in  the  literature.  This  lower  incidence 
may  be  due  to  systemic  heparin  and  our  irse  of 
7-k  soft  catheters:  we  reexjjlored  the  arteries, 
using  Fogarty  catheters  if  thrombosis  was  sus- 
pected. I bus  far,  none  of  tiiese  jjatients  have  lost 
forearm  function  and  the  majority  have  a palpable 
radial  pulse. 

\Tntricular  filjrillation  occurred  in  elex'en 
cases,  develojjing  in  ten  patients  following  right 
coionaiy  artery  injection.  It  does  not  nece,ssarily 
coil  elate  with  the  degree  of  coronary  artery 
disease.  Our  preoperative  medication  includes 

0.4  mg  atiopine,  and  if  the  patient’s  heart  rate 
drops  below  60,  we  give  additional  atropine.  All 


jratients  retjuired  cardioversion;  additional  drugs 
are  not  subsequently  recpiired. 

Myocardial  infarction  occurred  within  24  hours 
of  catheterization  in  five  patients,  for  an  incidence 
of  0.33%.  Death  occurred  in  one  of  these  cases, 
lor  an  incidence  of  0.065%.  The  patient  tolerated 
injection  of  his  left  coronary  artery  normally,  but 
lolloxving  the  injection  of  his  right  coronary 
artery  he  complained  of  nausea,  developed  a slow 
junctional  rhythm,  hypotension,  and  a left  ventri- 
cular infarction.  Resuscitation  was  to  no  avail. 
Autojjsy  levealed  a small  left  coronary  ostium  and 
an  acute  anterior  infarction. 

The  present  series  compares  favorably  with 
other  larger  series  in  the  literature  in  terms  of 
morbidity  and  mortality  rates. 

Fhe  evolutionary  changes  that  have  occurred 
during  our  series  are  as  follows: 

1.  We  systemically  heparinize  all  patients. 

2.  We  have  converted  from  using  Hypaque 
to  Renografin-76,  with  37%  ioidide.  It 
contains  less  sodium  than  the  newer 
RenogTalin-76,  which  has  been  associated 
with  an  incidence  of  ventricular  fibrilla- 
tion. 

3.  We  have  atropine,  a vasopresser,  and 
lidocaine  ready  in  syringes  for  immediate 
use.  I he  cutdown  may  j^roduce  pain  and 
a vaso-vegal  reaction  wdth  hyjxjtension  and 
Itradycardia;  we  are  very  aggressive  with 
pharmacology  and  treat  these  patients  with 
atropine  and  a vasopresser  in  small 
amounts  il  retpiired.  A patient  who  has 
unstable  angina  should  certainly  not  be 
hypotensive  for  very  long,  and  with  these 
drugs  on  the  tray  there  is  a very  little  delay 
before  we  can  institute  treatment. 

4.  We  attempt  to  exercise  all  patients  with 
bicycle  ergometry  prior  to  the  study.  This 
gives  us  an  idea  of  their  response  under 
stress,  and  if  significant  ventricular  ectopy 
occurs  we  premedicate  these  patients  with 
procainamide. 

5.  We  use  a cradle  to  reduce  the  time  the 
patient  is  in  the  lab.  Contrast  material 
is  warmed  to  get  a better  bolus  into  the 
arteries  and  therefore  a technically  better 
procedure.  W^e  cool  our  lab  to  69  degrees, 
and  cover  the  patient  with  blankets.  This 
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allows  us  to  w’oik  more  cHicieiUly  ami 
thcrclore  reduce  the  time  the  patient  is  in 
the  laboratory. 

().  AVe  use  a pacluo  catheter  il  the  patient 
exhibits  1\'  block  on  electrocarclio«ram. 

7.  \\"e  use  solt  catheters  and  extreme  caution 
in  tortuous  innominate  arteries. 

8.  We  use  a closed  end  lelt  ventricular  cathe- 
ter lor  ventricular  angiocardiograms. 

h.  AVe  use  a smaller  7-F,  .soft  coronary  catheter 
rather  than  d’ellon,  which  tends  to  be 
harder. 

10.  Alyocardial  perfusion  scans  are  performed 


routinely  by  injecting  the  left  coionaiy 
artery  with  technetium-tagged  all)umin  and 
the  right  coronary  arteiy  with  131-1  tagged 
idbumin. 

In  conc  lusion,  the  sui  prise  lincling of  this  series 
is  that  vetitricidar  fibrillation  most  often  lollcnvs 
injection  of  the  right  coronary  artery.  'I'his  has 
not  been  mentioned  in  other  series,  and  the  ex- 
planation for  this  finding  is  not  clear.  I he  second 
finding  is  that  .selective  coronary  arteriography  is 
a relatively  safe  procedure  for  clinical  assessment 
ol  patients,  and  the  third  conclusion  is  that  this 
clinical  experience  has  resulted  in  a broadening 
of  indications  for  this  diagnostic  stticly. 
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Hermione  Swidoll,  R.N.,****  Lucile  Jones,  R.N. ,*****  and 
William  W.  Stead,  M.D.,  F.A.C.P.****** 


Since  19()7,  patients  with  tuberculosis  in 
southeastern  Arkansas  liave  been  treated  largely 
as  outpatients  following  a Inief  jjeriod  of  hos- 
pitalization at  Jefferson  Hospital,  Pine  Bluff,  in 
a general  medical  setting.  This  program  in  Ar- 
kansas was  the  vanguard  for  the  current  trend  in 
the  United  States  toward  almost  total  treatment 
of  tuberculosis  outside  the  hospital,  d’his  report 
gives  the  olrservations  made  on  the  patients  ad- 
mitted to  Jeftenson  Hospital  in  the  first  31/2  years 
of  the  program,  July  1967  through  December 
1979,  after  a follow'-np  of  4 to  71/2  years.  A success 
rate  of  95%  was  achieved  for  those  patients  com- 
pleting 18  months  chemotherapy,  and  the  overall 
long-term  success  rate  w'as  97.5%. 

During  the  period  from  July  1967  through  De- 
cember 1970,  794  patients  were  admitted  to  the 
hospital  as  suspects  and  353  or  44.4%  of  these 
were  finally  diagnosed  as  sidfering  from  tubercu- 
losis. 01  these  353  ca.ses,  281  w'ere  new  cases  and 
72  were  relapses  from  previous  thera[)y,  primarily 
in  the  State  Sanatorium. 

J'able  1 analyzes  the  duration  of  hospital  stay 
of  these  patients.  As  shown,  190  patients  (53.8%) 
stayed  less  than  a month  and  another  115  patients 
(32.6%)  stayed  one  to  two  months.  There  were 


TABLE  1 

Duration  of  Hospital  Stay 


Time  in 
Monllis 

Less  than  1 
1 -2 

2- 3 

3- 4 

4- 7 


dumber  of 
Cases 

190(53.8%) 

115(32.6%) 

35 

11 

9 
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48  jjatients  who  stayed  for  longer  periods,  extend- 
ing from  two  to  seven  months.  However,  the 
majority  were  discharged  within  a period  of  two 
months;  the  average  stay  in  the  hospital  was  35.4 
days  with  a range  of  one  to  196  days. 

On  admission,  263  patients,  or  74.5%,  were 
bacteriologically  positive  by  culture.  The  rest 
were  negative.  When  discharged  from  the  hospital 
to  continue  ambulatory  treatment,  136  patients 
(38.5%  of  the  entire  group)  were  still  positive. 
1 hese  patients  were  no  danger  to  their  household 
contacts,  however;  previous  reports  by  Gunnels 
and  associates  in  this  same  group  of  patients  have 
.shown  that  household  contacts  were  not  subse- 
cpiently  infected  by  their  presence.  In  the  analysis 
of  their  sputum  conversion,  10  patients  were 
bacteriologically  positive  on  admission  but  died 
during  the  initial  hospitalization  and  11  patients 
were  treatment  failures,  having  failed  to  convert 
during  initial  chemotherapy;  these  patients  were 
excluded  from  the  total  of  263  patients  with  posi- 
tive bacteriology,  leaving  242  for  the  analysis. 
Eighty-eight  (36.3%)  converted  in  one  month,  59 
(24.4%)  in  two  months,  and  39  (16.1%)  in  three 
months.  Thus  76.8%  converted  within  a jieriod 
of  three  months.  However,  there  were  56  patients 
(23.2%)  w4io  recpiired  from  4 to  11  months  to 
convert.  The  average  period  of  sputum  conver- 
sion was  2.8  months  (range  1-11  months). 

Tlfirteen  of  the  353  patients  died  during  the 
initial  hospitalization,  nine  directly  due  to  tu- 
berculosis and  four  due  to  non-tulferculous  condi- 
tions such  as  acute  myocardial  infarction  and 
cerebrovascular  accidents.  Therefore,  340  patients 
were  released  to  complete  the  prescrilied  course 
ol  18  months  chemotherapy  on  an  outpatient 
basis.  The  results  of  this  program,  after  18 
months  of  therapy  and  at  long-term  follow'-up, 
are  shown  in  I’alile  2. 

Ewo  hundred  eighty-six  patients  were  converted 
and  completed  the  18  months  of  chemotherapy 
and  54  did  not,  25  because  of  death  due  to  non- 
tuberculous  causes  and  14  moved  out  of  the  state. 
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TABLE  2 


Follow-up  of  Tuberculosis  Patients  After 
Discharge  From  the  Hospital 


Period 

of  folloxr-up 

from  Discharge 

Com  pletion 

through  IS  Mos. 

of  Therapy 

of  Chemotherapy 

to  Dec.  '7-f 

No.  patients  followed 

310 

297 

Deaths,  non -tuberculosis 

25 

13 

.Moved  out  of  state 

1 1 

9 

Remaining  for  analysis 

301 

245 

Deaths,  tid)erculosis 

4 

0 

Treatment  failures 

11 

— 

Relapses 

— 

6 

Treatment  successes 

280 

2.39 

Success  Rate  (%) 

05% 

97.5% 

Death  from  tuberculosis  occurred  in  four  and  was 
largely  due  to  failure  to  cooj>erate  in  therapy. 
There  were  1 1 cases  of  treatment  failure  during 
the  initial  18  months  of  chemotherapy  (3.2%). 

Long-term  follow-up  was  for  4 to  7i/2  years, 
until  December  1974.  The  cases  which  were 
followed  were  286  converted  and  treated  cases  and 
1 1 treatment  failure  cases,  making  a total  of  297. 
I'his  revealed  that  43  died  due  to  non-tuberculous 
causes  and  nine  moved  to  other  states,  leaving 
245.  Six  of  these  relaj>sed— completed  initial  full 
chemotherapy,  were  converted,  but  became  active 
again  during  this  period.  This  gives  an  overall 
long-term  success  rate  of  97.5%. 

There  were  1 1 treatment  failures— patients  who 
failed  to  convert  during  the  initial  18  months  of 


chemotlierapy.  Nine  of  these  were  retreated  with 
second-line  drugs  and  two  were  given  first-line 
drugs.  Retreatment  with  18  months  of  chemo- 
therapy was  successful  in  eight,  who  remained 
negative  bacteriologically.  4'wo  did  not  complete 
the  therapy  and  died  of  tuberculosis,  and  one  did 
not  complete  the  course  and  movetl  to  another 
state. 

There  were  six  relapses;  they  were  retreated 
with  first-line  drugs  in  two  and  second-line  in  four. 
The  result  was  that  three  had  completed  18 
months  of  chemotherapy  and  remained  negative 
bacteriologically,  and  three  were  completing 
therapy  but  were  still  negative  as  of  December 
1974. 

The  advantages  of  this  program  to  the  patients 
are  olivious— less  disruption  of  life,  fewer  instances 
of  refusal  of  therapy,  and  less  inconvenience  in 
obtaining  adecjuate  medical  supervision.  The  re- 
sults clearly  indicate  the  superiority  of  the  pro- 
gram over  the  sanatorium  treatment  in  which 
nearly  50%  of  the  patients  left  against  advice  or 
absconded  without  further  treatment.  Success  of 
such  a program  depends  upon  well  organized  and 
staffed  local  clinics,  diligent  public  health  nursing, 
and  continual  staff  education  as  newer  develop- 
ments occur.  A few  hospital  beds  should  be 
available  where  clinically  ill  patients  may  be 
treated  until  well  enough  to  be  released  to  home 
or  to  lesser  care  facilities,  but  the  bulk  of  therapy 
shoidd  Ije  outside  of  the  hosj>ital. 
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J^^etabolic  alkalosis  is  characterized  by  an 
elevated  level  of  bicarbonate  in  the  plasma,  due 
either  to  gain  of  bicarltonate  or  loss  of  hydrogen 
ion.  Hydrogen  ion  may  be  lost  from  the  extra- 
cellular field  by  several  routes— in  vomitus,  urine, 
into  the  cells,  or  in  the  stool.  Any  of  these 
mechanisms  that  produce  hydrogen  ion  loss 
generate  the  alkalotic  state;  that  is,  an  elevated 
plasma  liicarbonate  level.  Given  the  kidney's 
al)ility  to  excrete  bicarbonate  readily,  however,  it 
is  less  clear  why  the  alkalotic  state  should  be  per- 
])etuated.  In  fact,  jrersistence  of  alkalosis  raises 
the  question:  Why  has  the  kidney  altered  its 
Iiandling  of  l)icarbonate?  Why  does  it  continue 
to  reabsorb  bicarijonate  in  a .seemingly  inap- 
propriate manner?  In  considering  answers  to 
these  (juestions  it  is  helpful  to  review  the  renal 
handling  of  bicarltonate,  note  the  factors  that 
may  alter  renal  bicarbonate  reabsorption,  and 
then  relate  them  to  the  maintenance  of  the 
alkalotic  state  in  various  clinical  conditions. 

The  mechanisms  hy  which  the  kidney  excretes 
hydrogen  ion  and  generates  bicarbonate  ion  are 
illustrated  in  Figure  1 . BicarI)onate  reabsorption 
depends  upon  the  hydration  of  carbon  dioxide  to 
form  carbonic  acid.  This  reaction  is  accelerated 
by  the  enzyme  carbonic  liydra.se.  Carlionic  acid 
dissociates  to  hydrogen  ion  and  bicarbonate  ion. 
Hydrogen  ion  moves  into  the  tubidar  lumen  in 
exchange  for  sodium.  The  reabsorbed  sodium 
pairs  with  bicarbonate  generated  from  carbonic 
acid  and  is  returned  to  the  plasma.  “Reabsorp- 
tion” of  bicarbonate  is,  in  fact,  reabsorption  of 
sodium.  Factors  that  influence  sodium  reabsorp- 
tion may  then  influence  bicarbonate  reabsorption. 
The  most  imjiortant  of  these  is  the  state  of  the 
extracellnlar  fluid  volume,  and,  as  we  shall  see, 
contraction  of  the  extracelhdar  fluid  volume  may 
.serve  to  perpetuate  metabolic  alkalosis.  Carbonic 
acid  formed  in  the  tubular  lumen  is  dehydrated 
by  carbonic  anhydrase  on  the  lumenal  surface  of 
the  proximal  tubule.  Carfion  dioxide  diffuses 
back  into  the  cell  and  the  cycle  is  repeated. 

This  process  is  capable  of  reclaiming  all  of  the 
filtered  bicarbonate.  By  a similar  process  the 
kidney  can  generate  new  bicarbonate  ions  and  in 
fact  does  so  each  day  in  an  amount  necessary  to 
replace  bicarbonate  utilized  in  buffering  organic 
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and  mineral  acids  ingested  in  our  diet.  As  shown 
in  the  second  panel  of  Figure  1,  excreted  hydrogen 
ion  titrates  urinary  buffers,  the  most  important 
being  phosphate  salts,  generating  new  bicarbon- 
ate. .Similarly,  as  the  third  panel  of  the  same 
figure  illustrates,  excreted  hydrogen  ion  may 
combine  with  ammonia  synthesized  in  the  renal 
tubular  epithelial  cells  to  form  ammonium  salts, 
again  generating  a new  bicarbonate  ion. 

Factors  that  modify  the  processes  described, 
particularly  factors  that  increase  bicarbonate  re- 
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absorption  (or  h\iIrof>cn  ion  excretion— the  terms 
are  synonymous),  might  well  he  ol  importance  in 
proclncing  or  maintaining  an  alkalotic  state. 

The  factors  moclilying  renal  hicarhonate  re- 
ahsorption  are  shown  in  Figure  2.  Expansion  of 
the  effective  extracellular  flnicl  volume  leads  to 
decreased  sodium  and  hicarhonate  reah.sorption  in 
the  proximal  tnhnlc.  Conversely,  and  more  im- 
portantly in  thinking  of  the  maintenance  of 
metabolic  alkalosis,  a contracted  extracellular 
fluid  volume  increases  sodium  and  hicarhonate 
reahsorption  iti  the  proximal  renal  tnhnle.  Ehis 
contracted  volume  may  he  either  ah.solnte  or  a 
contraction  of  the  “effective"  extracellular  fluid 
volume.  In  edematous  states  with  a low  cardiac 
output  or  with  sccpiestration  of  flnicl  in  an  ascitic 
abdomen,  there  may  he  an  absolute  increase  in 
the  volume  of  the  extracellnlar  flnicl  hot  the 
"effective"  volume  is  low,  and  the  kidney  behaves 
as  if  the  organism  were  truly  hypovolemic.  As 
will  he  seen,  the  alkalotic  patient  who  has  a di- 
minished extracellnlar  fluid  volume,  either  abso- 
lute or  effective,  remains  alkalotic  until  this  defec  t 
is  corrected.  Potassium  deficit  is  another  factor 
that  increases  hicarhonate  reahsorption  and  in  the 
hypokalemic  patient  the  kidney  perpetuates  alka- 
losis by  reabsorbing  filtered  hicarhonate  and 
excreting  an  acid  urine.  Excessive  production  of 
aldosterone,  either  primary  or  secondary,  increases 
secretion  of  hydrogen  ion  thus  generating  new 
hicarhonate.  Alkalosis  is  a common  feature  of 
primary  aldosteronism.  Elypercapnia,  an  elevated 
pC()2,  stimulates  hicarhejnate  reahsorption.  An 
elevated  carbon  dioxide  tensicjii  increases  the 
amount  of  carbon  dioxide  hydrated  to  form  car- 
bonic acid,  and  thus  the  generation  of  hicarhonate. 
( Pop  panel,  Eigure  1). 


.\n  elevated  jrarathyroid  hormone  level  cle- 
cieases  hicarhonate  reahsorption  and  absence  of 
parathyroid  hormone  increases  hicarhonate  re- 
ahsorption. dhis  is  usually  of  slight  clinical 
significance;  however  it  may  he  notetl  that  patients 
with  hypoparalhyi oidism  tend  to  he  alkalotic. 

I’wo  stages  then  in  the  pathogenesis  of  meta- 
bolic alkalosis  may  he  considered:  The  generation 
of  the  alkalotic  state  by  hydrogen  ion  loss  and 
the  maintenance  of  alkalosis  by  renal  hicarhonate 
reahsorption.  In  Table  1 the  various  ways  by 
which  metabolic  alkalosis  may  he  generated  are 
shown,  the  factors  operative  in  the  maintenance 
of  the  alkalotic  state  iti  the  various  situations  are 
sutnmari/ed,  and  linally  a basic  approach  to  treat- 
ment is  listed. 

common  cause  of  metabolic  alkalosis  is  pro- 
longed tiasogastric  suctioti  or  intractable  vomititig. 
Hydrogen  ion  is  lost  in  the  hydrochloric  acid  of 
gastric  juice  ami  the  plasma  hicarhonate  level 
becomes  elevated.  The  alkalotic  state  is  main- 
tained by  two  mechanisms.  VMlitme  contraction, 
engetidered  by  lack  of  intake  and  sexlium  and 
water  losses  in  the  gastric  aspirate,  stitnulate  hi- 
carhonate reahsorption  by  the  renal  tubule.  In 
addition,  potassium  deficit  incurred  by  continuing 
losses  in  the  gastric  aspirate  has  a similar  el  feet. 
Of  the  two  it  apjiears  that  volume  contraction  is 
more  important.  Volume  expansion  with  saline 
is  ideal  therapy  in  that  sodium  and  water  are 
provided  and  in  addition,  administration  ol 
chloi  ide  furnishes  a readily  reahsorhahle  anion  so 
that  the  kidney  can  “choose”  between  high  levels 
of  hicarhonate  and  chloride  ion.  'Whth  volume 
repletion,  and  with  replacement  of  potassium 
losses,  the  renal  tubule  then  excretes  hicarhonate, 
reabsorbs  chloride,  and  the  alkalosis  is  corrected. 


FACTORS  INFLUENCING  RENAL  REABSORPTION  OF  BICARBONATE 


VOLUME 

k" 


EXTRACELLULAR  FLUID  VOLUME 
EXPANSION 

CONTRACTION 

POTASSIUM  DEFICIT 

ALDOSTERONE  


Decreased  sodium  and  bicarbonate 
reabsorption 

Increased  sodium  and  bicarbonate 
reabsorption 

.Increases  bicarbonate  reabsorption 

.Increases  secretion  of  H^,  thus 
generating  bicarbonate 


ALDOSTERONE 


pC02 


Elevation  stimulates  bicarbonate 
reabsorption 


PARATHYROID  HORMONE Decreases  bicarbonate  absorption 

Figure  2.  liiiarbonate  realjsorption  b\  die  kidney. 
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Metabolic  Alkalosis 


GENERA  TION 
LOSS  OF  H* 

• In  voniitiis  or  gastric  aspirate 

• III  urine 

Primary  or  secondary 
aldosteronism 


• Into  cell 

K+  deficiency 


TABLE  1 

PATHOGENESIS  AND  TREATMENT  OF  METABOLIC  ALKALOSIS 


MAINTENANCE 


TREATMENT 


osis  with 
rb  Cl“  in 
a*  and  K'^ 


Volume  contraction 
K+  deficit 

Primary  —Excess  aldosterone 
deficit 

Secondary— Contracted  effect  hie 
volume 
K+  deficit 
K+  deficiency 

Often  accompanied  by  volume 

contraction 

K'^  deficit 

Volume  contraction 


Volume  expansion  (saline) 

K+  repletion 
Primary  —Replete  K* 

Restrict  Na^ 
Secondary— Replete  K+ 

Improve  cardiac  output 
Stop  diuretics 

Replete  K+ 

Volume  expansion  (saline) 

Replete  K'^ 

Saline 


IMINISTRA- 


: A LOS  IS 
of  NaCl 


K+  deficit 


Contraction  of  effective  ECF  volume 


Replete 

Improve  circulatory  status 


: ALKALOSIS 
ronicallv 


Contraction  of  ECE  volume 
Absolute  or  effective 


Saline 


• In  stool 

Congenital  alkal 
inability  to  absoi 
ileum.  Loss  of  N 
with  Cl“ 

EXCESSIVE  HCO-i  AI 
TION 

CONTRACTION  AIT 
Diuretic  induced  loss 
without  loss  of  HCOj 
POST -HYPERCAPNIC 
Rapid  lowering  of  cb 
elevated  pCOo 

In  either  primary  or  secondary  aldosteronism 
metabolic  alkalosis  may  occur.  In  primary 
aldosteronism  with  continued  and  autonomous 
production  of  excess  levels  of  aldosterone,  alkalosis 
may  recjuire  vigorotis  potassitim  therapy  to  halt 
continued  exaetion  of  hydrogen  ion  and  bi- 
carbonate reabsorption.  Sodium  restriction  di- 
minishes the  .sodium  load  presented  to  the  distal, 
aldosterone-mediated  exchange  site  and  thus  di- 
minishes potassium  and  hydrogen  ion  excretion. 
A far  more  common  jjroblem  is  the  alkalosis  of 
secondary  aldosteronism.  It  typically  is  seen  in  the 
patient  with  congestive  heart  failure  or  cirrhosis 
who  receives  diuretic  therapy.  In  either  of  these 
states  a contracted  effective  volume  stimulates 
sodium  and  bicarbonate  reabsorption  in  the 
proximal  tubule.  Diuretic  therapy,  either  with 
one  of  the  so-called  loop  diuretics  (furosemide  or 
ethaaynic  acid)  or  a thiazide,  blocks  sodium  re- 
absorption at  sites  proximal  to  the  point  in  the 
tubule  where  aldosterone  acts.  By  thus  increasing 
the  sodium  load  presented  to  the  aldosterone- 
active  site,  the  stage  is  set  for  increased  potassium 
and  hydrogen  ion  secretion  at  that  point.  These 
ions  are  secreted  in  exchange  for  reabsorbed 
sodium,  the  process  being  accelerated  by  the  high 
levels  of  aldosterone.  Thus  three  factors  are 


operative  in  generation  and  maintenance  of  the 
alkalotic  state: 

1)  Volume  contraction  increases  proximal  bi- 
carbonate reabsorption. 

2)  Aldosterone  stimulates  hydrogen  ion  secre- 
tion and  bicarbonate  reabsorption  distally. 

3)  Aldosterone  accelerates  potassium  secretion 
distally.  Low  levels  of  potassium  also  act  to 
increase  bicarbonate  reabsorption. 

Successful  therapy  depends  upon  improving 
cardiac  output,  that  is  correcting  the  contracted 
effective  volume  and  potassium  repletion.  Im- 
provement in  cardiac  output  and  correction  of  the 
effective  volume  deficit  will  serve  to  decrease  the 
stimulus  to  increase  aldosterone  production. 

With  potassium  deficit  there  is  loss  of  hydrogen 
ion  into  the  intracellular  space.  As  potassium 
levels  in  the  extracellular  fluid  fall,  potassium 
from  intracellular  stores  moves  outward  into  the 
extracellular  field.  Electroneutrality  is  main- 
tained by  movement  of  hydrogen  ion  into  the  cell. 
Bicarbonate  level  in  the  extracellular  fluid  then 
rises.  The  elevated  bicarbonate  may  be  main- 
tained by  the  effect  of  potassium  deficiency  on 
proximal  and  distal  tubular  bicarbonate  reab- 
sorption. Potassium  losses  are  often  accompanied 
by  sodium  and  water  losses,  thus  volume  contrac- 
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tion  may  also  complicate  potassium  del icieiicy. 
Potassium  repletion  aiul  volume  expaiision  with 
saline  are  eftective  modes  ol  therapy. 

(a)ii<>enital  alkalosis  with  inability  to  absorb 
chloride  in  the  ileum  is  a rare  disorder  that  is 
present  from  birth.  .Sodium  and  potassium  losses 
lead  to  potassium  deficit  ;uul  vohime  contraction, 
thus  maintaining  the  alkalotic  state  generated  by 
excess  bicarbonate. 

Excessive  bicarbonate  loading  in  a normal 
subject  produces  only  mild  alkalosis  il  any  at  all. 
It  may  lead  to  pota.ssium  deficiency,  however. 
Excretion  of  large  amounts  of  bicarbonate  in  the 
urine  obligates  cation  tuicl  thus  increased  amounts 
of  ]X)ta.ssium  and  hydrogen  ion  may  be  lost  in 
urine.  I bis  leads  to  generation  of  an  alkalotic 
state.  Potassium  deficit  jK'rjjetuates  or  maintains 
the  alkalotic  state.  Pcttassium  repletion  is  effective 
therapy. 

Ciontraction  alkalosis  is  seen  in  patients  who 
have  undergone  vigorous  diuresis.  .\s  illustrated 
in  Figure  3 under  the  influence  of  diuretic  therapy 
the  extracellular  fluid  volume  may  “contract” 
around  a stable  bicarbc:)nate  content  so  that  an 
elevated  bicarbonate  concentration  is  produced. 
Why,  if  the  kidney  excretes  .sodium  and  water 
with  diuretics,  does  it  not  excrete  the  elevated 
levels  of  bicarbonate?  I’he  answer  lies  in  the  in- 
fluence of  the  effectwe  extracellular  fluid  solume 
on  the  proximal  tubtde.  I'he  abnormality  that 
has  produced  the  edematous  state  also  serves  to 
stimulate  sodium  and  bicarbonate  reabsorption  in 
the  proximal  tubtde.  'Ehus,  the  elevated  bi- 
carbonate level  is  maintained  and  the  alkalotic 
state  is  jjerpetuated  until  circidatory  status  is 
improved  and  the  effective  extracellular  fluid 
volume  is  expanded.  .\t  that  time  bicarbonate  is 
excreted  and  the  alkalotic  state  corrected. 
.\cetazt)laniicle  reduces  .sodium  and  Iticarbonate 
reabsorption  by  inhibiting  the  action  of  carbonic 

CONTRACTION  ALKALOSIS 


ECF  = 20  LITERS 
500  mEo  HCO3- 
HCO3-  = 25  mEo/l 

Figure  3. 

Contraction  alkalosis  after  diiirctic  therapy. 


ECF  = M LITERS 
500  mEq  HCO3- 
HCO3-  = 36  mEo/l 


anhytlrase  (see  Eiguie  1).  Impaired  reabsorption 
of  bicarbonate  and  excretion  of  an  iilkaline  urine 
act  to  correct  systemic  alkalosis. 

Post-hypercapnic  alkalosis  occurs  when  a 
chronically  elevated  carbon  dioxide  tension 
(pCX)o)  is  rapidly  lowered.  Patients  with  chronic 
pulmonary  disease  who  are  unable  to  excrete 
carbon  dioxide  normally  experience  a rise  in  the 
carbon  dioxide  tension  of  the  body  Iluitls.  1 he 
elevated  pCO^  stimulates  renal  absorption  and 
generation  of  bicarbonate.  This  is  a beneficial 
compensatory  mechanism  that  tends  to  minimi/e 
changes  in  pH.  Patients  with  severe  pulmcTiiary 
disease  and  carbon  dioxide  retention  woidtl  have 
a much  greater  degree  of  acidosis  without  this 
compensatory  mechanism.  Thus  it  is  common  to 
see  a patient  with  chronic  pulmonary  disease 
enter  the  hospital  with  moderate  respiratory 
acidcTsis,  an  elevated  pCX)^,  and  a bicarbonate  level 
in  the  mid-thirties.  If  the  pCOj  is  rapidly  lowered 
by  tracheal  toilet,  suctioning,  or  intultation  and 
artificial  tentilation,  the  pH  may  rapidly  rise  to 
an  alkalotic  level.  This  occurs  because  changes  in 
pCX)o  have  occuiretl  more  rapidly  than  does  the 
renal  excretion  of  bicarbonate.  Thus  the  patient 
is  lelt  with  an  elevated  bicarbonate  level,  a near 
noiinal  ]>C02,  and  hence  a pH  in  the  alkalotic 
range.  If  potassium  stores  are  adecpiate  and  the 
circulatory  status  is  normal,  the  elevated  bi- 
carbonate levels  will  be  excreted  and  the  pH 
will  be  returned  to  normal  within  a matter  of 
houis.  However,  il  the  patient  suffers  Irom  cor 
ptilmonale  with  a leduced  cardiac  output,  or  if 
the  jtatient  is  hypovolemic  for  whateser  reason, 
then  a stimulus  to  increased  bicarbonate  reabsorp- 
tion persists  and  alkalosis  may  be  perpetuated. 
Eherelore  the  physician  must  assure  himself  that 
volume  is  adecpiate  and  not  hesitate  to  judiciously 
infuse  saline  to  achieve  this  goal.  Otherwise,  the 
filkalotic  state  remains.  Its  importance  lies  in  the 
fact  that  occasionally  this  situation  is  complicated 
by  convulsive  .seizures;  secondly,  alkalosis,  if 
sesere,  may  contribute  to  hypoventilation. 

It  may  be  seen  from  reviewing  the  factors  that 
generate  and  maintain  the  alkalotic  state  that  the 
state  of  the  extracelhdai  Iluid  volume  and  of  body 
potassium  stores  are  prime  determinants  in  con- 
trolling bicarbonate  reabsorption.  Of  the  two, 
e.xtraccllular  Iluid  volume  ap|Feais  to  be  the  mote 
impoi  tant. 

In  patients  with  circulatory  lailure  or  cirrhosis 
theie  may  be  :i  greatly  increased  extracelhdar 
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tluid  volume  but  a contracted  effective  volume. 
This  may  be  due  to  a reduced  cardiac  output,  to 
jiortal  hypertension  with  compartmentalization  of 
extracellular  fluid  as  ascites,  or  to  a reduced  blood 
x'olume  associated  with  hypoalbuminemia  as  in 
the  nephrotic  syndrome.  In  these  states  infusion 
of  saline  may  be  futile  or  dangerous.  In  such 
patients  the  alkalosis  is  mild  and  may  be  left  un- 
treated. If  there  are  urgent  reasons  to  treat  the 
alkalosis,  such  as  confusion,  stupor,  or  delirium  as 
may  occur  rarely  in  severely  alkalotic  patients, 
one  of  three  approaches  is  possible: 

1)  Ammonium  chloride  may  be  given.  This 
may  be  risky  in  patients  with  cirrhosis  or  in 
patients  with  hepatic  congestion  secondary 
to  heart  failure.  Hepatic  coma  may  be  pre- 
cipitated by  the  increased  ammonia  load 
provided. 

2)  Dilute  hydrochloric  acid  can  be  given.  If 
used,  it  should  be  given  slowly  in  a large 
central  vein.  It  carries  the  risk  of  phlebitis 
and  hemolysis. 

3)  The  patients  may  be  given  acetazolamide  or 
Diamox. 

This  latter  approach  is  felt  to  be  the  safest  and 
the  preferable  one. 


In  patients  with  very  severe  potassium  deficien- 
cy or  in  patients  with  excess  aldosterone  produc- 
tion, alkalosis  is  refractory  to  volume  expansion 
with  saline  and  requires  vigorous  potassium 
repletion.  This  condition  has  been  termed 
“saline-resistant”  alkalosis. 

In  summary,  metabolic  alkalosis  is  characterized 
by  an  elevated  bicarbonate  level  in  the  extra- 
cellular fluid.  It  may  be  generated  in  several 
ways,  including  loss  of  hydrogen  ion,  loss  of 
potassium,  by  contraction  of  the  extracellular 
fluid  volume  consecpient  upon  loss  of  sodium 
chloride  without  loss  of  bicarbonate,  or  by  rapid 
reduction  of  a previously  chronically  elevated 
carbon  dioxide  tension. 

Maintenance  of  alkalosis  depends  upon  the 
renal  retention  of  bicarbonate.  The  important 
factors  leading  to  increased  renal  tubular  reab- 
sorption of  bicarbonate  are  a contracted  extra- 
cellular fluid  volume,  potassium  deficit,  or  excess 
mineralocorticoid. 

Volume  expansion  with  saline  is  effective  in 
decreasing  bicarbonate  reabsorption  and  correct- 
ing alkalosis  in  most  cases.  In  patients  with 
severe  potassium  deficiency  or  with  primary 
aldosteronism,  potassium  repletion  is  essential  for 
correction  of  alkalosis. 
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Edmund  B.  Flink,  M.D.,  F.A.C.P.* 


j/\.lcoholisin,  althougli  it  is  an  iinjxtrlanl  ill- 
ness, is  seldom  considered  until  the  victim  has 
very  serious  trouble.  1 shall  cite  some  startling 
statistics,  which  should  command  everyone's 
attention  and  concern.  Let’s  look  at  the  crimes 
of  violence,  \harious  regional  statistics  are  gen- 
erally of  the  same  order  of  magnitude.  The 
following  statistics  from  California  are  worth 
repeating:  64%  of  homicides  (70%  on  weekends 
when  drinking  is  the  heaviest),  69%  of  beatings 
with  fists,  feet  or  blunt  instruments,  72%  of 
stabbings,  55%  of  shootings,  67%  of  sexually 
aggressive  acts  against  children,  39%  of  sexual 
acts  against  women,  30%  of  suicides,  50%  of  fatal 
automobile  injuries,  20%  of  fatal  non-commercial 
and  non-military  aircraft  accidents,  36%  of  pe- 
destrian accidents,  40%  of  snowmobile  accidents, 
53%  of  fire  deaths,  45%  of  drownings,  56%  of 
fights  and  assaults  in  the  home,  22%  of  home 
accidents,  20%  of  narcotic  deaths,  and  55%  of  all 
arrests  in  California  are  the  violent  incidents  in 
which  alcohol  has  a major  role.  From  North 
Carolina  the  following  statistics  are  reported: 
65%  of  victims  of  violent  deaths  had  been  drink- 
ing;  70%  of  homicide  victims  had  been  drinking; 
80%  of  pedestrians  15  years  and  older  killed  had 
an  average  blood  alcohol  level  of  250  mg./dl. 
.Alcohol  overdose  caused  200  deaths  in  one  year 
out  of  a total  of  5,000  violent  deaths. 

The  National  Institute  of  Mental  Health  Sur- 
vey in  1972  reports  the  following  statistics:  26% 
of  all  admissions  to  state  and  county  mental 
hospitals  are  alcohol  related;  40%  of  admissions 
of  persons  between  35  and  64  to  mental  hospitals 
are  alcohol  caused;  and,  worse  yet,  60%  of  males 
between  35  and  64  admitted  to  mental  hospitals 
are  alcohol  related.  Now  one  alcoholic  in  four  is 
a woman;  a decade  ago  one  in  nine  was  a woman. 
■Alcoholism  is  the  fourth  most  common  cause  of 
death  of  persons  between  30  and  60. 

I'lie  industrial  costs  are  enormous.  Dun  and 
Bradstreet  has  estimated  that  the  cost  of  alco- 
holism to  FJ.  S.  industry  is  7.5  billion  dollars 
annually.  There  has  been  a 15%  increase  in 
absenteeism  due  to  illness,  real  or  falsely  claimed, 
in  the  past  15  years,  and  the  highest  incidence  is 
on  Monday.  -Alcohol  is  a major  cause  of  this  in- 

•Chairman,  Department  of  Nfedicine,  University  of  ^Vest  Virginia, 
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crease.  The  social  cost  is  disruption  of  family, 
divorce,  economic  disaster  of  families  and  over- 
whelming unhappiness  is  unmeasurable,  but  it 
exceeds  all  that  I've  said  before. 

Regardless  of  the  true  idtimate  statistics,  the 
disease  is  underdiagnosed,  covered  up,  missed, 
misdiagnosed,  and  ignored  in  the  early  stages  of 
illness  when  the  consequences  are  still  reversible. 
One  reason  for  underdiagnosis  is  confusion  about 
criteria  for  diagnosis.  There  is  no  generally 
accepted  definition  of  alcoholism  until  the  de- 
vastating, often  terminal  illness  such  as  cinhosis 
is  evident.  Fhere  is  a great  resistance  to  treatment 
of  alcoholism.  Doctors  are  often  unwilling  to  treat 
or  care  for  patients  suffering  from  alcoholism 
until  serious  illness  occurs,  and  then  it  becomes 
somewhat  respectable.  House-staff,  students, 
emergency  room  physicians  tend  to  ignore  such 
patients.  However,  satisfaction  can  be  derived 
from  caring  for  these  patients.  There  are  many 
more  10  year  survivors  from  this  illness  than  from 
cancer  or  other  serious  diseases. 

4 he  events  leading  to  addiction  and  recovery 
are  known.  I'he  first  step  is  occasional  relief 
drinking,  leading  to  an  increase  in  alcohol  toler- 
ance, constant  relief  drinking,  onset  of  memory 
blackouts,  surreptitious  drinking,  increasing  de- 
pendance  on  alcohol,  inability  to  discuss  problem, 
drinking  Itolstered  with  excuses,  grandiose  and 
aggressive  behavior,  persistent  remorse,  loss  of 
other  interests,  avoidance  of  family  and  friends, 
working  and  money  troubles,  tremors  and  early 
morning  drinking,  physical  deterioration,  drink- 
ing with  inferiors  and,  finally  admission  of  com- 
plete defeat  with  oltsessive  drinking  continuing 
in  vicious  circles.  This  could  be  the  end  of  the 
road.  If  recovery  is  to  occur,  the  patient  must 
have  an  honest  desii  e for  help,  progressing  to  the 
reali/ation  that  alcoholism  is  an  illness,  the  onset 
of  new  hope,  rebirth  of  ideals,  and  finally  regain- 
ing cotifidence  of  employers  and  frieiuls  and  the 
reestablishment  of  social  stability. 

I’he  establishmetit  of  criteria  for  the  diagnosis 
of  alcoholism  has  been  difficult.  Certainly  a 
person  who  has  financial,  social  and  health 
problems  from  frequent  drinking  of  any  ty{>e  of 
alcohol  beverage  must  be  considered  to  have 
alcoholism.  1 he  National  Council  on  Alcoholism 
has  pulrlished  fairly  elaborate  criteria.  'I’hese 
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criteria  are  tlivitletl  into  a minor  group  and  a 
major  group  with  clinical  and  physiological  find- 
ings and  behavioral,  psychological  and  attitudinal 
findings.  The  behavioral,  psychological  and  at- 
titudinal criteria  are  probably  the  most  important 
because  these  relate  to  primary  reasons  for  ex- 
cessive use  of  alcohol.  I refer  you  to  the  original 
source. 

T he  Department  of  P.sychiatry  and  Psychology 
of  the  Mayo  Clinic  developed  a brief,  simple  test 
for  administering  to  patients.  The  test  has  only 
34  short  and  simple  ipiestions.  A response  was 
considered  to  be  positive  if  8 or  more  questions 
are  answered  as  w'ould  be  exj^ected  of  a patient 
with  alcoholism.  I'he  test  has  been  tried  in  a 
general  medical  .setting  and  has  uncovered  many 
patients  who  had  been  hiding  their  alcoholism. 

There  is  no  consensus  about  causes,  effective 
prevention  or  treatment  of  alcoholism,  but  the 
pathology  and  chemical  findings  of  terminal  ill- 
ness are  generally  uniformly  agreed  iqton.  As  an 
illustration  of  the  complexities  of  this  subject, 
there  is  a five  volume  series  called  The  Biology  of 
Alcoholism  (Plenum  Pre.ss). 

.Specific  medical,  neurological  and  psychiatric 
sequelae  include:  alcohol-induced  hypoglycermia, 
folate-deficient  megaloblastic  anemia,  alcohol- 
induced  anemia  and  thrombocytopenia,  fatty 
liver,  acute  alcoholic  hepatiti.s,  hepatic  cirrhosis  of 
I.aennec's  type,  peripheral  neuritis  and  more 
.serious  central  nervous  system  syndromes  such  as 
central  pontine  myelinolysis,  cerebellar  degenera- 
tion, toxic  amblyopia,  Wernicke’s  and  Korsa- 
koff's syndromes,  Marchiafava-Bignami  syndrome, 
dementia  alcoholica,  acute  w'ithdraw'al  syndromes 
including  delirium  tremens,  and  the  fetal  alcohol 
syndrcnue,  a very  striking  phenomenon  w’hich  was 
just  recently  recognized  by  Jones  and  .Smith  at 
Seattle.**  Variants  of  the  syndrome  probably 
occur.  It  is  reminiscent  of  the  damage  that  results 
from  magnesium  (Mg)  or  zinc  (Zn)  deficiency  in 
pregnant  mice  and  rats. 

Six  hundred  ml.  of  86  proof  whiskey  have  1500 
calories;  these  are  mainly  empty  calories.  Alcohol 
has  a direct  toxic  effect.  When  2000  calories  from 
alcohol  plus  200f)  calories  per  day  from  a regidar 
diet  are  eaten,  the  subjects  gained  no  weight  in 
30  days.  On  the  other  hand,  2000  calories  from 
chocolate  plus  2000  calories  from  a regular  diet 
resulted  in  a 3 kg.  weight  gain  in  20  days.  Alcohol 
probably  does  contribute  somewhat  to  obesity, 
but  minimally.  Alcoholism  induces  vitamin  B]2 

••Lancet  2:  999-1001.  1973. 


malabsorption  in  some  subjects  and  commonly 
produces  folate  deficiency.  Alcohol  has  a direct 
effect  on  bone  marrow  elements,  particularly 
uormoblasts  and  megakaryocytes.  The  anemia  of 
alcoholism  is  characterized  in  part  by  appearance 
of  ring  sideroblasts  and  abundant  bone  marrow 
iron. 

When  normal  subjects  are  fed  a diet  which  is 
composed  of  40%  of  calories  from  alcohol  and  the 
rest  as  a low'-fat  high-protein  diet,  striking  fatty 
metamorjthosis  develops  in  less  than  three  weeks. 
A high  protein  low'  fat  diet  does  not  prevent  fatty 
metamorphosis,  but  there  is  no  doubt  that  protein 
or  methionine  deficiency  enhance  fatty  meta- 
morphosis. Alcohol  produced  swelling  and  dis- 
figuration of  mitochondria  and  disorientation  of 
cristae  of  mitochondria.  Oxidation  of  acetalde- 
hyde W’hich  is  the  first  product  of  oxidation  of 
alcohol  occurs  in  mitochondria.  Acetaldehyde  is 
toxic  and  damages  the  mitochondria  of  the 
liver,  brain  and  heart.  The  rough  endoplasmic 
reticulum  or  microsomes  appear  to  be  decreased 
with  resulting  adverse  effect  on  protein  .synthesis. 
The  smooth  endoplasmic  reticulum  proliferates, 
resulting  in  increa.sed  lipoprotein  metabolism  and 
induction  of  enzymes  active  iti  detoxification  of 
drtigs.  As  a conseqitence  hyperlipemia  and  in- 
crea.sed tolerance  of  drugs  occur. 

4’here  is  an  increased  ratio  of  NADH  to  oxi- 
dized NAD.  This  altered  ecpiilibritnn  results  in 
change  in  carbohydrate  metabolism,  an  increase 
in  alpha  glycerol  phosphate,  and  more  glycerin  for 
triglyceride.  Alcohol  shunts  metabolic  processes 
aw’ay  from  ghiconeogenesis  by  impairing  uptake  of 
jjrecursors,  channeling  precursors  away  from 
gluconeogenic  pathways,  and  inhibiting  enzymes 
directly.  It  preempts  co-factors  and  suppresses 
mitochondrial  processes  that  facilitate  gluconeo- 
genesis;  this  accounts  for  hypoglycemia  of  the 
alcoholic  subjects. 

Until  recently,  1 have  been  primarily  interested 
in  the  actite  withdraw’al  syndrome  and  in  the  end 
stages  of  alcoholism.  Psychiatrists  have  been  the 
leaders  in  the  overall  treatment  and  concern  about 
alcoholism.  The  importance  of  alcoholism  as  one 
of  the  major  health  problems  in  this  country  and 
the  world  cannot  be  overemphasized. 

My  interests  in  serious  acute  illne.sses  produced 
by  alcoholism  dates  back  to  1951,  w’hen  I observed 
a patient  w'ith  malnutrition  associated  with  mag- 
nesium deficiency.  In  1952,  similar  manifestations 
restihed  in  finding  hypomagnesemia  in  a patient 
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witli  chronic  alcoliolisin  aiul  the  witlulrawal 
syiulroinc.  Our  group  has  been  al)le  to  clcscribc 
the  lollowiug  evidence  ol  luagiiesiuiu  deiiciency  in 
clu'onic  alcoholism:  significant  hypomagnesemia 
occurs  after  prolonged  alcohol  ingestion;  a posi- 
tive magnesium  balance  is  meastirable  in  the 
recovery  phtise:  acute  alcohol  ingestion  more  than 
doubles  renal  excretion  of  magnesium:  decreased 
exchangeable  magnesium  (28^,^,),  which  is  found 
regularly  in  alcoholic  patients  during  witlulrawal, 
is  corrected  on  recovery  from  the  withdrawal  re- 
action; the  concentration  of  magnesium  in  muscles 
of  alcoholics  is  decreased,  and  magnesium  concen- 
tration is  decretised  in  brain  and  muscle  but  not 
in  bone  of  rats  fed  alcohol  chronically.  Stendig- 
Lindberg***  has  recently  found  evitlence  that 
alcoholic  encephalopathy  occurs  primarily  in 
those  alcoholic  patients  with  distinct  hypomag- 
nesemia and  has  evidence  that  prolonged  treat- 
ment of  alcoholic  encephalopathy  with  oral 
Mg(()H)2  significantly  improved  status  for  a five 
year  period  compared  with  a control  group.  This 
evidence  lends  further  snpftort  for  magnesium 
therapy.  Althotigh  .some  patients  respond  in  a 
spectacular  manner  to  AlgSO^  given  parenterally, 
some  fail  to  respond  and  are  like  the  untreated 
controls. 

We  have  sought  other  factors  which  could  be 
responsible  for  hypomagne.seniia,  and  looked  for 
a chelating  agent  which  could  effectively  lower 
Mg  ion  concentration.  Citrate  chelates  Ca  and 
Mg,  but  the  citrate  level  in  the  plasma  of  patients 
with  alcohol  withdrawal  was  not  different  from 
that  of  controls. 

The  concentration  of  long  chain  free  fatty  acids 
(EFA)  was  studied  in  jxistoperative  patients  who 
developed  an  alcohol  witlulrawal  .syndrome.  The 
levels  were  elevated  in  all  patients,  but  were  dis- 
tinctly lower  in  those  who  died.  The  magnesium 
and  calcium  salts  of  oleate,  sterate  and  pahnitate 
are  very  insoluble  at  concentrations  of  ET'A,  Mg 
and  Ca  which  occur  in  vhio.  [The  precipitate 
which  forms  when  soap  (sotlium  and  pota,ssium 
salts  ol  long  chain  fatty  acids)  is  irsed  with  hard 
water  (Afg  and  Ca  salts)  and  results  in  the  ring  on 
the  bath  tub  is  a similar  [)henomenon.]  I'hus 
ET'A  coidd  well  be  the  responsible  chelating  agent. 

In  a group  of  17  patients  with  alcohol  with- 
drawal syndrome,  the  FE'A  levels  were  as  follows: 
1127  /^eq/L  at  0 time,  1081  yu.e(]/L  at  12  hours, 
701  jtteq/L  at  21  hours,  85.5  /^eq/L  at  36  hours  and 
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725  /xecj  L at  18  hours.  Zero  time  was  arbitrarily 
set  as  the  time  of  admission  for  treatment  of 
alcohol  withdrawal.  Fhe  severity  of  sym[>toms  are 
roughly  correlated  with  |)la.sma  E'E'A  level.  In 
another  group  of  12  patients  from  the  Lemuel 
.Shattuck  Flospital  with  acute  alcohol  withdrawal 
syndrome,  the  mean  [tlasma  FE’'A  concentration 
was  1180  yttetj/L  with  values  as  high  as  2200.  On 
the  other  hand  the  plasma  ET'.A  level  of  10  patients 
still  severely  intoxicated  was  476  ju,eq/L.  This 
latter  finding  needs  enqdiasis.  Alcohol  has  strong 
anti  lijjolytic  action,  so  it  is  inqtortant  to  make 
the  observations  after  alcohol  has  been  cleared 
from  the  circidation.  Fhe  fasting  plasma  E'E'A  in 
15  noimal  adtdts  was  458  yueep/L  and  the  post- 
prandial FFA  level  in  14  normal  adults  was  300 
/xeq/L. 

Afagnesium  salts  of  FFA  are  very  insoluble  in 
Na  Cl  .solutions  isotonic  with  plasma.  It  is  pos- 
sible to  show  that  the  divalent  cation  concentra- 
tion is  reduced  in  a linear  manner  when  Na  oleate 
is  added  to  serum  by  measuring  the  divalent  catioti 
concentration  using  Orion  electrotie.  Fhe  tie- 
crease  is  0.54  units  with  1.0  niEq  of  Na  oleate/ L 
anti  an  atltlitional  tlecrease  of  0.59  units  with  2.0 
mEu|  ol  Na  oleate/  L.  4'here  is  no  doubt  that  fatty 
acitl  it)us  tlecrease  tlivalent  cation  concentration 
in  vitro.  [AVdien  Nattleate  is  atltled  to  normal 
.serum  or  plasma,  there  is  no  visible  precipitate.] 

In  ortler  to  stutly  E'E'.A  untler  controlletl  contli- 
tions,  tlogs  were  given  6 tt)  8 gm/kg/day  of  alcoht)! 
for  7 to  10  tlays  anti  then  withdrawn.  All  ex- 
hibiietl  a striking  ri.se  in  E'E'A. 

AVe  now  have  a ntodel  in  which  we  can  effective- 
ly stutly  alcoht)!  withtlrawal  untler  ctmtrttlled 
contlitions.  An  t)bvit)us  gttal  is  tt)  see  what 
stoppitig  lijiolysis  anti  tlecreasitig  EFA  will  tlo 
for  the  withtlrawal  syntlrttme.  AltKlern  theiapy 
using  electrolyte  replacement  therapy  and 
chlortlia/epoxide  (Librium)  t)r  tlia/epam  (Valium) 
has  lesultetl  in  contrt)!  t)f  synqttoms  anti  signs  anti 
a very  low  mortality.  In  spite  of  this,  {)rt)lt)ngetl 
hospilali/ation  often  is  tteetled.  Deaths  result 
mainly,  but  not  always,  Irom  surgical  anti  metlical 
conq)licatit)ns  occurring  simultaneously  in  pa- 
tients with  an  alct)hol  withtlrawal.  Proltniged 
elevation  of  FE'.A  ct)ultl  have  serittus  consequences 
in  the  brain  anti  t)ther  tissues  if  the  hypothesis  is 
correct.  In  severe  illness  nt)t  related  tt)  alcoht)!, 
high  E'FA  levels  ct)ultl  be  tleleterious.  EAn-  in- 
stance, in  myocaitlial  iidarction,  E'E'A  is  regidarly 
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elevated  and  chelation  of  Mg  and  Ca  could  be  a 
factor  in  the  arrhythmia  of  myocardial  infarction. 

In  summary,  alcoholism  is  a very  serious  illness, 
has  many  serious  social  and  health  consequences, 
and  is  a leading  cause  of  death  from  disease  and 
violence.  The  cause  or  causes  of  alcoholism  are 
not  specifically  known  but  do  have  liehavioral  and 
psychological  backgiound.  There  may  be  genetic 
and  metabolic  factors  which  account  for  an 
exaggerated  craving  for  alcohol  and  resultant 
addiction.  The  biochemical  disturbances  and 
pathological  changes  of  brain,  liver,  heart,  muscle. 


and  blood  forming  organs  are  well  known.  Long 
chain  fatty  acids  may  play  a crucial  role  in  some 
of  the  manifestations  of  alcohol  withdrawal  as  a 
residt  of  chelation  of  ions  of  Mg  and  Ca.  This 
hypothesis  needs  further  rigorous  testing.  Preven- 
tion of  alcoholism  is  clearly  the  most  important 
ajjproach  in  management  of  this  important  prob- 
lem; we  should  also  attempt  to  recognize  alco- 
holism earlier,  establish  acute  treatment  centers 
for  detoxification,  encourage  group  therapy— 
Alcoholics  Anonymous,  etc.— and  encourage  re- 
search on  this  important  subject. 
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The  New  Antibiotics: 

Trimethoprim  - Sulfamethoxazole  (TMP-SMZ) 


Charles  M.  Nolan,  M.D.* 


iini([ue  new  antil)iotic  has  recenily  been 
approved  by  the  Food  and  Drug  Administration 
for  use  in  the  United  States.  It  consists  of  the 
snlfonamide  antibiotic  snlfametlioxazole  and 
trimetboprim,  an  analog  of  methotrexate.  Fbese 
two  drugs  are  coml)ined  in  a fixed  ratio  and 
marketed  as  Bactrim  (Roche)  and  Septra 
( B u r r o u g b s - 'W  e 1 1 c o m e).  d’r imet boprint-Sulfa- 
metboxazole  (TMP-SMZ)  deserves  consideration 
in  this  symposium  on  new  antibiotics  for  several 
rea.sons.  Firstly,  it  is  a tridy  new  and  separate 
antibiotic  and  not,  as  many  others  recently  intro- 
duced, merely  a minor  modification  of  an  existing 
drug.  Secondly,  the  story  of  its  discovery  is  unique 
in  the  annals  of  antibiotic  evaluation.  Thirdly, 
it  promises  to  be  a valuable  antibiotic,  if  used 
properly. 

HISTORY 

TMP-SMZ  was  developed  through  application 
of  knowledge  about  essential  metabolic  pathways 
of  bacteria.  Bacterial  cells,  as  well  as  those  of 
mammals,  synthesize  DNA  and  RNA  by  a process 
in  which  tetrahydrofolate  (THF)  is  an  essential 
cofactor  (Figure  1).  Man  synthesizes  1 HF  from 
folate  supplied  by  his  diet;  dihydrofolate  (DHF) 
is  the  intermediate  compound  in  its  synthesis. 
Bacteria,  however,  must  synthesize  DHF  directly, 
because  their  cell  walls  are  impermeable  to 
exogenous  folate.  Scientists  reasoned  that  a potent 
antibiotic  coidd  result  from  the  secpiential  block- 
ade of  the  two  steps  of  bacterial  I’HF  synthesis. 

* Assistant  Professor  of  Medicine,  University  of  Arkansas  College 
of  Medicine,  4301  West  Markham,  Tattle  Rock,  Arkansas  72201. 
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DNA.  RNA  SYNTHESIS 

Figure  1. 

Mechanism  of  action  of  '1"MP-SMZ:  Seciiiential  blockade  of  bacterial 
folate  metabolism. 
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d’he  sulfonamide  group  of  drugs  were  known  to 
inhibit  the  first  step  by  inhibiting  the  conversion 
of  p-amino-benzoate  to  DHF;  while  another  group 
of  drugs,  the  diaminopyrimidines,  were  known  to 
be  potent  inhibitors  of  mammalian  dihydrofolate 
reductase  (DHF),  the  enzyme  catalyst  of  the  second 
step.  Extensive  experimentation  uncovered  a 
drug,  trimethoprim,  from  the  latter  group  which 
had  an  affinity  for  bacterial  DHF  50,000  times 
greater  than  that  for  the  mammalian  enzyme. 
Extensive  research  ensued,  residting  in  the  de- 
velopment of  TMP-SMZ.  Sidfamethoxazole  was 
chosen  as  the  specific  sulfonamide  because  its 
pharmacologic  properties  resemble  those  of 
trimethoprim. 

Each  TMP-SMZ  tablet  contains  lOO  mg  SMZ 
and  80  mg  TMP.  This  ratio  was  selected  because 
it  yields  the  optimum  synergistic  antibacterial 
effect.  Blood  levels  of  TMP-SMZ  persist  snffi- 
ciently  after  oral  administration  such  that  one  or 
two  tablets,  given  every  12  or  24  hours,  is  an 
adef{uate  regimen  for  inlections  tlue  to  susceptiljle 
bacteria. 

The  rational,  deductive  experimental  approach 
which  led  to  the  development  of  4AIP-SMZ  is  a 
landmark  in  antibiotic  re.search.  It  stands  as  an 
example  for  future  work  in  this  field. 


BACTERIAL  SPECTRUM 

TMP-SMZ  has  a broader  spectrum  of  anti- 
bacterial activity  than  any  knowm  antibiotic 
(Tal)le  1).  Organisms  susceptible  to  TMP-SMZ 
in  vitro  include  most  of  the  major  gram-positive 
and  gram-negative  pathogens  of  man.  However, 
several  species  of  bacteria  are  resistant  to  TMP- 


TABLE  1 

Bacterial  Spectrum  of  TMP-SMZ 


Sensitive  Bacteria 
Staphylococci 
Streptococci 
I lemophilus 
E.  Uoli 
Klebsiella 
Proteus 
Salmonella 
Shigella 


Resistant  Bacteria 
Pseudomonas 
Enterococci 
Anaerobes 
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SMZ;  among  the  most  clinically  imjxirtant  re- 
sistant organisms  are  Pseudomonas  aeruginosa, 
group  1)  streptococci  (enterococci),  and  all  obli- 
gate anaerobic  bacteria,  including  the  genera 
Cdostridia  and  Bacteroides.  Mycobacterium  tu- 
berculosis and  fungi  are  also  resistant  to  the  drug. 

CLINICAL  EXPERIENCE  WITH  TMP-SMZ 

Extensive  clinical  evaluation  of  TMP-SMZ  has 
taken  place  during  the  past  eight  years  in  England, 
Phirope,  and  the  United  States.  That  exjaerience 
shows  that  results  with  d'MP-SMZ  in  a given 
infection  correlate  well  with  results  of  in  vitro 
.sensitivity  tests:  infections  tlue  to  organisms 
susceptible  in  vitro  respond  to  the  antibiotic; 
those  due  to  bacteria  resistant  in  vitro  do  not.  In 
jrarticular,  respiratory  infections,  urinary  infec- 
tions, and  skin  and  soft  tissue  infections  due  to 
susceptil)le  bacteria  respond  readily  to  TMP-SMZ. 

I he  antibiotic  has  not  been  sufficiently  evaluated 
in  .serious  types  of  infection,  such  as  endocarditis, 
osteomyelitis,  and  bacteremia:  parenteral  therapy 
is  usually  retpiired  for  these  ca.ses,  and  a parenteral 
form  of  TMP-SMZ  is  not  now  available  to  prac- 
ticing physicians. 

INDICATIONS  FOR  USE  OF  TMP-SMZ 

.At  tlie  present  time  there  is  only  one  approved 
use  for  TMP-SMZ  in  the  Lbiited  States:  treatment 
of  chronic  urinary  tract  infection  tlue  to  suceptible 
bacteria.  Chronic  urinary  tract  infections  occur 
]>i  imarily  in  individuals  who  are  middle-aged  and 
older.  In  males,  these  infections  are  usually  asso- 
ciated with  structural  abnormality  of,  or  foreign 
l)ody  within,  the  urinary  .system.  Common  pre- 
disposing conditions  are  prostatic  enlargement 
and  urinary  calculi;  their  correction  often  permits 
eradication  of  the  infection.  In  females,  chronic 
urinary  infections  are  not  usually  associated  with 
identifiable  underlying  prol)lems.  Moreover,  they 
are  quite  common,  with  a prevalence  rate  of  2-5% 
among  middle-aged  women.  Although  the  long- 
term setpielae  of  chronic  urinary  infection,  if  any, 
are  unknown,  this  condition  is  bothersome  to  the 
host;  periodic  episodes  of  dysuria  may  occur  as 
many  as  five  to  ten  times  per  year,  upon  a back- 
ground of  intermittent  or  continuous  asympto- 
matic excretion  of  bacteria  in  the  urine.  .Several 
well-controlled  studies  show  that  d'MP-SMZ  is 
superior  to  other  agents  of  choice  in  the  treatment 
of  chronic  urinary  tract  infection.  Eor  example, 
one  representative  study  reported  the  virtual 
abolishment  of  .symptomatic  dysuria  during  ad- 
ministration of  one-half  tablet  of  TMP-SMZ  daily 


to  40  females  with  chronic  urinary  infection 
during  a three-month  trial  (N.  Eng.  J.  Med. 
291:597,  1974).  On  the  basis  of  uniform  excellent 
results  such  as  these,  most  authorities  now  con- 
sider TMP-SMZ  to  be  the  agent  of  choice  in 
chronic  urinary  tract  infection,  when  therapy  for 
this  condition  is  indicated. 

TOXICITY  OF  TMP-SMZ 

Side  effects  occur  during  the  administration  of 
IWIP-SMZ,  as  they  do  with  virtually  every 
])harmacologic  agent.  Howevei',  those  associated 
with  TMP-SMZ  are  for  the  most  part  minor  and 
no  more  frecpient  or  bothersome  than  those 
attributed  to  ampicillin  or  the  tetracyclines.  The 
most  common  side  effects  are  gastrointestinal 
(4’able  2).  1 he  rash  that  occurs  in  a small  per- 
centage of  patients  taking  TMP-SMZ  is  felt  to 
represent  a hypersensitivity  reaction  to  the 
sulfonamide.  Hematologic  dyscrasias  with  TMP- 
S.MZ  have  been  carefully  monitored  because  of 
the  known  antifolate  action  of  the  drug.  Anemia, 
neutropenia,  and  thrombocytopenia  have  all  been 
ol)served  in  association  with  TMP-SMZ  therapy, 
but  occur  rarely  and  should  not  be  a deterrent  to 
its  use.  Patients  whose  folate  stores  are  precarious 
(i.e.,  elderly,  hospitalized  patients  and  pregnant 
women)  are  at  greatest  risk  of  developing 
megaloblastic  anemia  during  I’MP-SMZ  therapy. 
In  such  patients,  therefore,  indications  for  TMP- 
SMZ  should  be  certain,  and  therapy,  if  under- 
taken, should  be  monitored  carefully. 

THE  FUTURE  OF  TMP-SMZ 

T.MP  appears  to  be  a safe  and  effective  anti- 
biotic with  a broad  antibacterial  sjjectrum;  it 
coukl  lie  prescribed  for  a wide  variety  of  infec- 
tions. However,  a firm  principle  of  antibiotic 
therapy  is  that  increasing  use  of  an  antibiotic  is 
inevitably  a.s.sociated  with  the  emergence  of 
bacteria  which  are  resistant  to  it.  Since  the  present 
reservoir  of  antibiotics  available  to  the  practicing 
])hysician  is  deep,  it  would  be  most  rational  to 
limit  the  use  of  TMP-SMZ.  By  withholding  it  in 
common  problems  such  as  upper  respiratory  in- 

TABLE  2 

Side  Effects  of  TMP-SMZ 

Minor  (5-10%,) 

Nausea,  Vomiting,  Diarrhea 
Rash 

Glossitis,  Vaginitis 
Afajor  (Rare) 

Cytopenia 
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lections  and  acute,  nncoinplic atecl  ininary  tract 
infections,  the  emergence  of  bacterial  strains 
resistant  to  rMP-SMZ  will  he  ininimi/ecl.  (ion- 
sec|nently,  when  infection  due  to  an  organism 
resistant  to  most  otlier  antil)iotics  is  encountered, 
TMP-SMZ  shoidd  remain  effective. 

d'liis  argument  in  favor  of  restricting  the  use 
of  I'MP-SiMZ  is  more  than  theoretical,  since  there 
are  several  current  examples  of  clinically  im- 
portant “multi-resistant”  bacteria:  (1)  Serratia 
nKirmccus,  a previously  imimjjortani  gram- 
negative  enteric  bactei  ium,  is  being  isolated  with 
increasing  Irecpiency  in  Iiospital-accpiired  infec- 
tions, usually  from  patients  witli  underlying 
illnesses.  Many  of  these  isolates  are  resistant 
to  gentamicin,  carljenicillin,  chloramphenicol, 
cephalothin,  and  ampicillin;  all  continue  to  be 
sensitive  to  I’MP-SMZ.  (2)  In  Europe,  30%  of 
all  i,solates  of  Staphylococcus  aureus  are  now  re- 
sistant to  the  penicillinase-resistant  ])enicillins 
such  as  methicillin.  'I’here  is  every  reason  to 


believe  that  this  phenomenon  will  eventually 
occur  in  this  country  as  well.  PMP-.SMZ  is  an 
attractive  choice  for  theiapy  of  infections  clue  to 
methicillin-resistant  staphylococci.  (3)  SahuoneUa 
lyphi  is  usually  sensitive  to  ampicillin  and 
c Idoramphenicol.  Recently,  however,  isolates  re- 
sistant to  these  antibiotics  have  been  recovered  in 
cases  of  typhoid  fever.  I’MP-.SMZ  has  been  suc- 
cessfully used  to  treat  tliese  jiatients. 

CONCLUSION 

TMP-.SMZ  is  an  interesting  new  antibiotic 
jji  esently  authcjrized  only  for  treatment  of  chronic 
ininary  tract  infection.  However,  its  broad  anti- 
bacterial spectrum  and  apjjarent  safety  confer 
upciu  it  the  potential  for  extensive  future  use.  If 
abuse  of  TMP-SMZ,  and  therefore  wide  accpiisi- 
tion  of  resistance  to  it,  can  be  avoided,  it  should 
provide  effective  therapy  for  infections  clue  to 
bacteria  which  are  resistant  to  most  other 
antiliiotics. 
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ELECTROCARDIOGRAM  ^ OF  THE  MONTH 


• • 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 


(See  Answer  on  Page  132) 

A 59-year-old  man  was  admitted  with  a diagnosis  of  pulmonary  infiltrate 
due  to  unknown  cause.  Atrial  blood  gases  were  not  significantly  altered. 


Malcolm  B.  Pearce,  M.D. 

Associate  Professor  of  Medicine 
University  of  Arkansas  College  of  Medicine 
Little  Rock,  Arkansas  72201 
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Motorcycle  Injuries: 
Problem  Without  Solution 


C.  Frank  Dodson,  Jr.,  M.D.* 


INTRODUCTION 

The  purposes  of  the  study  were  to:  discern 
the  pertinent  facts  related  to  causation  of  motor- 
cycle accident-related  injuries,  investigate  the 
particular  types  of  trauma  that  occur  in  these 
accidents  and  render  suggestions  as  how  better  to 
deal  with  these  casualties. 

METHOD 

This  study  is  based  on  findings  gleaned  from  a 
review  of  the  recent  literature  concerning  motor- 
cycle accidents  and  from  a compilation  of  results 
of  a survey  conducted  at  tluee  hospitals  (St.  Vin- 
cent’s Infirmary,  Baptist  Medical  Center,  and  the 
University  Hospital)  in  Little  Rock,  Arkansas, 
from  the  period  of  September  1,  1975  through 
March  31,  1976. 

The  data  were  collected  in  both  the  emergency 
rooms  and  through  the  medical  records  sections. 
The  data  collection  was  reasonably  complete,  with 
the  exception  of  the  on-vs.-off  roadway  location 
of  accidents,  which  had  oidy  a 50%  response  rate, 
so  no  attempt  was  made  to  derive  a conclusion 
from  this  information.  The  raw  data  were:  106 
accidents  occurred  involving  129  injuries,  73 
occurring  during  daylight,  33  after  dark;  77  were 
treated  and  released,  26  admitted  to  the  hospital 
and  one  death  occurred. 

DISCUSSION 

Although  travel  by  motorized  two  wheel  vehicle 
has  been  present  in  the  United  States  since  the 
early  part  of  this  century,  it  has  experienced  a 
phenomenal  rate  of  increase  in  popularity  during 

•Little  Rock  Orthopedic  Clinic,  P.A..  P.O.  Box  5270.  Little  Rock, 
Arkansas  72205. 


the  past  twenty  years.  Five  different  phases  of 
motorcycling  injuries  have  been  observed:  period 
of  stability,  1953-1962;  period  of  rapid  increase, 
1963-1966;  period  of  remission,  1967-1969;  a 
period  of  resurgence,  1970-1972;  and  another 
period  of  stability,  1973-j)resent.^ 

As  seen  from  the  above  historical  trend,  the 
rapid  growth  of  popularity  of  motorcycle  travel 
noted  in  the  mid-196()'s  has  abated;  however,  the 
motorcycle  has  become  an  accepted  part  of  con- 
temporary American  life.  This  foiin  of  transpor- 
tation, especially  those  motorcyclists  who  utilize 
the  public  thoroughfares  and  are  thus  in  direct 
relationship  with  other  vehicular  traffic,  will 
continue  to  demand  the  attetition  of  all  physi- 
cian.s,  especially  the  orthopaedic  surgeon.  Recog- 
nition and  understanding  of  this  continuing 
problem,  with  its  pectiliarities,  is  necessary  for 
adecpiate  response  to  the  patients  involved— both 
from  the  standpoint  of  direct  medical  care  and 
from  pliysician’s  influence  on  future  legislation 
governing  motorcycling. 

MOTORCYCLE  CHARACTERISTICS 

The  physical  characteristics  of  the  motorcycle 
are  pertinetit  to  our  investigation.  By  virtue  of  its 
construction,  the  machine  places  its  rider  in  an 
exposed,  vidnerable  situation,  as  there  is  no  en- 
compassing shell  to  separate  the  rider  from  the 
various  perils  of  the  environment,  ranging  from 
insects  in  the  air  to  multiaxle  heavy-duty  transport 
trucks.^  ” T he  motorcyclist  and  his  machine  pre- 
sent a relatively  small  visual  silhouette  frotn  either 
back,  side  or  frontal  view  to  other  vehicle  opera- 
tors.s'  In  collision  sittiations,  the  strength  of  the 
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motoicycle,  esj^ecially  as  related  to  the  front  fork 
niechanisin,  lias  been  proven  grossly  inadequate 
to  absorb  energy  in  the  quantities  that  are  released 
on  impact  of  the  motorcycle  with  a larger  object— 
so  a gieat  amotint  of  energy  is  transmitted  to  the 
rider.'  In  many  instances  this  restdts  in  the  rider 
being  thrown  clear  of  the  motorcycle,  fretjnently 
iqr  and  over  the  auto  which  the  motorcycle 
strikes.-  I'he  lateral  stability  of  the  motorcycle  is 
precarious,  especially  at  low  speeds-when  the 
wheels  are  not  turning  at  sufficient  rotational 
velocity  to  produce  the  gyroscopic  action  which 
augments  the  stability  of  the  mosing  cycle  in  the 
upright  attitude.-  ' Iti  general,  the  performance 
charac  teristics  of  motorcycles  are  similar  to  those 
of  the  automobiles  stirrountling  it  on  the  road- 
ways, with  the  notable  exception  of  moie  rapid 
acceleration;  braking  performance  is  essentially 
identical  with  atitomolnles.  .Although  the  inher- 
ent vertical  instability  of  the  motorcycle  wotilcl 
appear  to  render  it  more  stisceptible  to  accidents 
caused  by  roadway  surface  defects,  this  has  not 
been  demonstrated  to  be  statistically  significant."' 
\Vhen  road  siniace  conditions  are  a contributing 
factor,  the  most  Irecpient  hazaicl  is  loose  materials 
Itre.sent  in  unexpected  locations."'- Other  char- 
acteristics ot  motorcycles  inx'oKed  in  accidents 
base  been  studied  in  great  de]:)th:  susjrected 
factors  such  as  very  large  engine  size,  number  of 
modilications  to  the  motorcycle,  age  of  the  motor- 
cycle, and  mechanical  defects  have  not  proven  to 
be  fretpiently  associated  with  the  causation  of 
motoi  cycle  accidents.-- ^ 

SAFETY  EQUIPMENT 

\Vith  relerence  to  salety  etpiipment  u.sed  in 
motoi  cycling,  the  crash  helmet  has  proven  to  be 
the  oidy  elfective  device  in  reducing  the  numbei 
of  serious  injuries,  d'he  helmet  has  been  most 
notable  in  decreasing  the  number  of  fatal  motoi- 
cycle accidents.’  However,  in  the  recent  decade 
there  has  been  considerable  legislative  ttirmoil 
related  to  the  constitutionality  of  laws  retptiring 
the  use  of  motorcycle  helmets,  as  the.se  have  been 
interpreted  as  an  inlringement  upon  the  jx^rsonal 
freedom  of  the  riders.  In  some  states,  legislation 
requiring  helmet  use  has  been  passed  and  later 
repealed.  dhis  phenomenon  has  provitled  an 
illustration  ot  the  efficacy  of  helmet  use:  in 
Illinois,  the  helmet  law  was  in  effect  for  approxi- 
mately seventeen  months  in  1968-1969,  during 
which  time  there  were  9.S  motorcycle-related 
deaths:  in  the  nineteen  months  after  the  helmet 


law  was  repealed,  208  deaths  occurred,  an  increase 
of  1 12%.'  In  a 1973  study  by  Buchannan,  Bischoff 
and  Richardson,’  it  was  shown  that  motorcycle 
riders  without  helmets,  having  accidents  at  speeds 
ot  35  m.p.h.  or  le,ss,  were  seven  times  more  likely 
to  receive  fatal  head  injuries  than  helmeted 
ritlers.  In  accidents  at  speetls  of  greater  than  35 
m.]).h.,  the  unhelmeted  rider  was  three  times  more 
likely  to  receive  a fatal  head  injtiry.  Historically, 
motorcycle  ritlers  prefer  not  to  wear  helmets 
unless  legally  bound  to  do  so."  d he  most  freqtient 
reasons  citetl  are  that  helmets  are  bothersome  to 
tvear  or  are  not  felt  to  be  neetled  as  the  rider  was 
only  going  for  a short  trip.”  Other  safety  devices 
which  have  been  tried  include;  crash  bars,  con- 
stant headlight  and  taillight  illumination,  safety 
rests  and  other  rellectir  e materials  to  increase  the 
visibility  of  the  ritler;  boots,  gloves  and  leather 
clothing— but  none  of  these  adjtincts  .seems  to  have 
significantly  affected  accident  statistics.  Ironical- 
ly, formal  instruction  in  motorcycle  riding  has 
jnoven  not  to  decrease  the  risk  of  accitlents  by 
cyclists— as  a higher  jx.Tcentage  of  injtired  riders 
have  had  driver  training.-- ' 

MOTORCYCLE  RIDER  CHARACTERISTICS 

With  reference  to  the  motorcycle  riders,  several 
in-depth  studies  have  attempted  to  characterize 
the  motorcyclist  of  totlay. 

1 he  general  finding  is  that  riders  are  pre- 
dominantly adolescent  or  young  adult  males  of 
es.sentially  equal  intelligence  to  nonmotorcycle 
riders.-- 1”  The  injtired  are  most  often  le.ss 
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than  25  years  old;  as  notetl  in  oiir  survey,  53.5*J(, 
were  less  than  20  years.'^  Physical  characteristics 
tall  into  no  set  pattern.  On  psychological  testing, 
using  the  MM  PI,  \Valler  lonncl  that  college 
student  cycle  riders  and  their  auto-driving 
counterparts  registered  slightly  liigher  than 
normal  on  the  Iiypomania  and  ]>sychopathic 
deviate  scales,  and  those  characteristics  were 
associated  with  poor  driving  records  and  clelin- 
cjuent  behavior.^"  Inexperience  in  motorcycle 
riding  (less  than  12  mciuths)  is  repeatedly  noted  to 
he  associated  with  cyclists  involved  in  motorcycle 
accidents.-*  ' !"  Ready  availability  of  rental  cycles 
to  neophyte  riders  has  been  noted  to  be  closely 
related  to  high  accident  rates.'  The  most  frecjuent 
reason  lor  cycle  use  is  recreation,  with  commuting 
to  work  next  most  common.'  The  use  of  intoxi- 
cants by  cyclists  involved  in  mishaps  is  qinte  low, 
being  le.ss  than  half  tliat  found  in  auto  drivers  in 
accidents."" 

CHARACTERISTICS  OF  MOTORCYCLE 
ACCIDENTS 

d'he  largest  single  causative  factor  in  cycle  acci- 
dents has  been  identified  as  human  behavior." 
The  majority  of  motorcycle  accidents  are  nuilti- 
veliicidar  and  occur  at  intersections  in  urban  areas 
on  dry  pavement  in  clear  or  cloudy  laeatherJ'-'^-^ 
I'he  collision  occurs  frequently  when  a motor- 
cycle moving  straight  ahead  strikes  an  automobile 
or  truck  which  turns  left  in  front  of  the  cycle  or 
pulls  out  in  front  of  the  bike."  The  auio- 
motorisl  is  often  at  fault  or  in  violation  of  traffic- 
laws  (-13-62%  of  the  time)."  " " One  of  the  most 
fretjuent  comments  from  tlie  offending  motorist 
is  that  he  “did  not  see"  the  cycle  ;uk1  its  rider.' 
'Wdien  the  motorcyclist  is  cidpable,  the  most  Ire- 
cpient  violations  are:  following  too  closely  or 
exceeding  the  speed  limit."  " " However,  ninety 
jjcrcent  of  all  motorcycle  accidents  occur  at  speeds 
less  than  50  m.p.h.,  and  sixty  percent  of  these 
accidents  occur  at  less  than  35  m.p.h."  In  motcu- 
cycle  vs.  auto-accidents,  the  motorcyclist  is  injured 
S0-S5%  of  the  time;  the  auto  motorist  is  injured 
only  5%  ot  the  time."  ' " A motorcyclist  is  twenty 
times  as  likely  to  l)e  killed  in  an  accident  as  is  an 
automoliile  driver.-  ' The  brand  of  motorcycle 
most  frecpiently  involved  is  Honda  (currently  the 
most  ])opular  motorcycle,  representing  41%,  of  all 
registered  motorcycles).  4 he  engine  si/e  of  ma- 
chines most  frecpiently  involved  is  from  250-500 
cc's  (these  being  the  most  jjopular  size  cycles  for 


street  and  road  travel).-  ' Fhere  seems  to  l)e  an 
abnormally  high  frecpiency  of  relationshi j)  be- 
tneen  the  motorcyclist  carrying  a passenger  and 
occurrence  of  an  accident;  especially  when  the 
accident  is  a rural,  single-vehicle,  nonintersec- 
tional type  mishap.-  " The  inference  here  is  tliat 
tite  presence  cjt  the  ]xissenger  sufficiently  changes 
the  handling  characteristics  of  the  motorcycle  to 
render  it  less  controllable  or  places  excessive 
stresses  on  tlie  machine,  resulting  in  mechanical 
failure."  .Mcjtorcycle  operators  utilizing  multilane 
thoroughfares  are  at  a greater  risk  of  incurring  an 
accident. ■*  Most  accidents  occur  during  daylight 
hours,  particularly  those  involving  the  cycle  and 
another  vehicle.  Our  survey  revealed  that  68.6%, 
of  the  injuries  occurred  during  the  daylight,  this 
correlates  well  with  previous  studies."-^  The  time 
of  clay  during  which  cycle-related  injuries  most  fre- 
cpiently happen  is  between  1:00  and  8:00  p.m.-'^ 
Sunday  is  consistently  found  to  be  tbe  day  of 
the  week  on  winch  most  motorcycle  accidents 
occur.-  " ’^  In  our  survey,  23.4%  of  the  accidents 
were  on  .Sundays  with  a total  of  39.2%,  on  weekend 
clays.  Interestingly  enough,  of  the  weekdays, 
Thursday  consistently  stands  out  as  the  peak  clay 
for  accidents;"  20.6%,  of  our  accidents  cjccurred  on 
4 hursdays."  In  our  review  of  the  literature,  no 
sjjecific  a.ssociative  factor  relating  titese  accidents 
to  riuirsday  could  be  delineated.  With  respect 
to  seasons,  most  accicleiUs  happen  during  the 
spring,  summer  and  early  fall  months." 44ns  is 
rellecied  in  our  survey  findings,  although  at  the 
time  of  this  presentation,  only  a seven  month 
period  has  been  ev'aluated. 
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Motorcycle  Injuries;  Problem  Without  Solution 


PER  CENTAGE  DISTRIBUTION  OF  MOTORCYCLE 
ACCIDENT  CASUALTIES  BY  MONTH 

CHARACTERISTICS  OF  INJURIES  INCURRED  IN 
AAOTORCYCLE  ACCIDENTS 

One  constant  finding  of  several  studies,  in- 
cluding ours,  reveals  that  persons  injured  in 
motorcycle  accidents  are  very  likely  to  have 
multijrle  injuries;  especially  those  who  sustain 
tractures.3  In  our  survey,  we  found  that  72%  of 
those  with  fractures  had  other  injuries.  Another 
noteworthy  linding  in  our  survey  was  that  injuries 
involving  a joint  occurred  in  31.9%  ot  the  casual- 
ties ol  these  joint  injuries  were  denoted  as 

sprains).  Head  injury  occurred  in  9.3%  of  our 
cases;  this  parallels  finding's  in  previous  studies.’ 
Soft  tissue  injuries  accounted  for  almost  35%  of 
all  lesions,  56%  ol  which  recpiired  suture.  Frac- 
tures were  tound  in  21.7%  of  the  injured,  one-fifth 
of  whicli  were  classed  as  open  fractures.  Histori- 
cally the  lower  extremity  is  involved  more  fre- 
cpiently  than  the  upper  extremity.^  In  the  study 
by  Drysdale,  et.  ah,  in  1975,  bones  of  tlie  leg  were 
shown  to  be  the  most  freipiently  fractured  in 
motorcycle  injuries,  lollowed  by  bones  of  the 
hand-wrist  complex.^  T he  most  frequent  cause  of 
fatalities  in  cycle  accidents  is  head  injury,  followetl 
I>y  intrathoracic  and  intra-abdominal  injuries.’’’^’'’ 
In  the  categories  of  treatment,  we  found  that  74% 
were  handletl  on  an  out-patient  basis,  being 
treated  and  released  from  the  emergency  room; 
25%  were  admitted  to  the  hospital,  and  one  fatali- 
ty was  recorded.  Similar  findings  were  noted  in 


PER  CENTAGE  DISTRIBUTION  OF  MOTORCYCLE 
ACCIDENT  INJURIES  BY  AREAS  OF  THE  BODY 

foregoing  analyses.-’ ” 

Studies  evaluating  hospitalization  of  injured 
cyclists  reveal  average  in-patient  stays  between 
6-12  days.3  Disability  from  cycle-related  injuries 
is  reported  in  three-fourths  of  the  casualties,-’ 3 
with  tlie  median  number  of  days  of  activity  re- 
striction being  29.4.3  Death  rates  from  cycle 
accident  injuries  range  from  Re- 

garding death  rates,  in  some  areas  there  has  been 
an  average  of  one  death  per  year  for  each  1,000 
registered  cycles^— in  1975  there  were  36,918 
registered  cycles  in  Arkansas  and  twenty-six  fatali- 
ties ( 1 per  14 19). 3 

RECOAAAAENDATIONS 

In  an  attempt  to  deal  with  the  continuing 
problem  ot  motorcycle  accidents,  several  ap- 
proaches are  possible.  Legislation  to  decrease  the 
risk  of  accidents  is  certainly  one  means  by  which 
accident  rates  could  be  controlled.  From  our 
analysis  ol  the  factors  which  seem  to  contribute 
most  to  motorcycle  accidents,  the  juvenile  rider 
seems  to  be  at  greatest  risk,  due  to  his  state  of 
judgmental  immaturity  and  lack  of  experience  in 
complex  traffic  situations.  This  observation  im- 
jilies  that  raising  the  lower  age  limit  for  cyclists 
to  greater  than  20  years  could  be  beneficial.  More 
stringent  licensing  reipiirements,  such  as  demon- 
stration of  proficiency  in  cycle  handling  control 
in  complex  and  diflicult  situations  and  of  satis- 
factory mechanical  condition  of  the  cycle,  might 
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be  iniplemenlecl.-'  I'hc  continued  legality  lor 
cyclists  to  carry  passengers  ap|>ears  to  contribute 
significantly  to  accident  causation  and  this  prac- 
tice could  be  abolishetl  legislatively.^  Precluding 
retidy  availability  of  rental  cycles  to  inexperienced 
riders  appears  tjnite  easily  justified.  Lack  of 
awareness  of  motorcyclists  by  automobile  drivers 
sharing  the  public  roadways  appears  to  be  cpiite  a 
significant  factor  related  to  motorcycle  injuries. 
Perhaps  this  trend  coidd  be  altered  by  effective 
advertising  through  news  media.  An  attractive 
solution  woidd  seem  to  Ite  segregation  of  motor- 
cycles from  four-wheeled  traffic  on  parallel  cycle 
ways,  however,  instituting  such  a project  would  be 
expensive  and  difficult.  A more  drastic  approach 
would  Ije  to  limit  motorcycle  use  to  off-public- 
thoroughfare  activities  or  possibly  ban  them  en- 
tirely; however,  due  to  the  powerful  industry 
influence  these  alternatives  are  probably  un- 
realistic. 

With  regard  to  the  direct  medical  management 
of  injured  motorcyclists,  it  is  imperative  to  avoid 
focusing  upon  one  outstanding  injury;  and  thus 
fail  to  recognize  other,  more  subtle  injuries— 
which  might  be  more  life-threatening  than  the 
obvious  fracture  or  laceration.  Another  very  im- 
portant item  to  consider  in  the  details  of  accidents 
is  the  cyclists’  safety  helmet.  Although  laws  re- 
(juiring  the  use  of  the  helmet  may  exist,  it  is 
essential  to  learn  whether  the  cyclist  was  indeed 
wearing  his  helmet.  If  the  force  of  the  impact  is 
sufficient,  a patient  may  sustain  a head  injury 
with  the  helmet  intact,  however,  the  risk  of  sig- 
nificant head  injury  increases  markedly  if  the 
helmet  was  thrown  from  the  patient’s  he;id  or 
structural  failure  <rf  the  helmet  itself  occurred, 
d he  possibility  for  lower  limb  trauma  deserves  a 
high  index  of  suspicion  and  should  be  checked  for 
routinely. 

SUMMARY 

Motorcycle  accidents  most  Irecpiently  involve 
adolescent  or  young  adult  males  riding  on  week- 
ends or  I'hursday  during  the  afternoon  or  evening 
hours  in  ideal  driving  conditions.  Frecpiently  the 
colliding  auto  motorist  is  at  fault,  but  the  cyclist 
is  injured  in  80-8.')%  of  collisions.  I'he  cycle  re- 
lated injuries  result  in  disability  75%  of  the  time. 
One  death  per  year  occurs  for  every  1,000- 1,500 
registered  cycles. 

Motorcycling  appears  to  have  rettched  its  peak 
and  declined  slightly,  but  currently  produces  a 
significant  amount  of  injury,  disability  and  tleath 
—and  its  presently  accepted  form,  will  continue  to 


do  .so.  Physicians  may  become  involved  with 
ilirect  medical  management  of  the  injured,  as  in- 
formtints  concerning  the  pioblem  to  civic  groups, 
and  as  consulttints  to  legislators  concerned  with 
rediution  of  the  injuries  related  to  cycling.  W'^e 
woidd  invite  you  to  consider  the  recommendations 
suggested  in  our  study  in  your  relationship  to 
motorcycling. 
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EDITORIAL 


Cardiac  Abnormalities  as  a Manifestation  of  Other  Disease 

Alfred  Kahn,  Jr.,  M.D. 


I Jeart  disease  is  so  dramatically  associated 
with  death  that  it  continues,  as  it  should  be,  to 
occupy  a high  interest  among  medical  researchers. 

In  onr  zeal  to  make  cardiac  diagnoses,  one  may 
l)e  led  into  a trajj.  Although  myocardial  infarc- 
tion is  iisnally  due  to  arterio-scleotic  heart  disease, 
this  is  tiot  inwariably  so  as  jiointed  out  by  Cheitlin, 
McAllister  and  DeCiastro  ([ournal  of  American 
Medical  Associates,  \Mhnne  231,  Page  951,  March 
3,  1975).  Ihis  widely  available  article  is  must 
reading  desjrite  the  fact  that  it  ploughs  no  new 
ground.  I lieir  classilication  of  infarction  without 
artei  io-sclerosis  is  as  lollows  with  five  main  head- 
ings: Coronary  artery  disease  other  than  atheio- 
sclerosis  including  arteritis,  trauma,  coronary 
mural  thickening  and  luminal  narrowing;  emboli 
to  (oronaiy  arteries;  congenital  coronary  artei) 
anomalies:  nnocardial  oxygen  demand-supplv  dis- 
proportion; and  miscellaneous  as  myocardial 
contusion,  throniliocytosis,  etc.  Most  infarctions 
are,  of  course,  due  to  athero-sclerosis  and  the 
thrust  of  this  article  is  not  to  negate  this  proved 
lact— l)ut  to  point  out  tliere  are  occasionally 
inlarctions  without  atliero-sclerosis. 

.\nother  cardiologic  trap  is  the  electrocardio- 
gram in  liead  injuries.  T he  relationship  lias  been 
known  for  some  time,  in  head  injtiries,  if  there 
is  an  almcjrmal  electrocardiogram,  is  it  clue  to 
coronary  artery  disease.-*  dlie  answer  is  maybe,  not 
necessarily.  Jachuck,  Ramani,  Clark  and  Kalbag 
iKritisIi  Afeclical  Journal,  Volume  1,  Page  242, 
keliruary  1,  1975)  have  clescrified  their  research  on 
PlectrocardiogTaphic  Abnoinialities  Associated 
with  Raised  Intracranial  Pressure".  4'heir  work 
demonstrated  in  se\*en  htiman  cases  a relationship 
iDetween  central  ner\’ous  system  disorders  and  even 
raised  intra-cranial  jiressure  with  altered  electro- 
cardiograms. Electrocardiograms  were  taken 
simultaneously  with  continuotis  intra-cranial 


pressure  monitoring.  None  cjI  the  patients  had 
evidence  of  cardiovascular  disea.se.  Tliey  report 
that  two  patients  with  normal  intra-cranial  pres- 
sures showed  no  electrocardiographic  abnormali- 
ties. 1 he  other  five  ca.ses  had  a sinus  rhythm  and 
electrocardiographic  changes  relating  to  intra- 
cranial pre,sstire  changes.  Four  cases  had  rate 
changes,  witli  increasing  presstire,  two  up  and  two 
down.  The  4'-waves  were  abnormal  in  five  ca.ses: 
flat,  notched,  or  tall  .S-1'  Segments.  S-T  Segments 
depression  related  to  pressure  changes  occurred  in 
two  jjatients;  they  were  re\’ersii)le.  V waves  were 
present  when  tlie  pressure  was  high.  Voltage  was 
staijle.  P R Interval  and  Q R S intervals  were 
not  inal.  Q- 1 interval  tended  to  decrease  as 
pressure  rose  but  after  a certain  jroint  it  pro- 
longed. One  note  of  catition  is  definitely  indi- 
cated; the  authors  report  myocardial  damage  with 
Itrain  disorders  as  Irleeding  in  12%  of  cases— 
according  to  some  work  by  other  authors. 

".Vcute  Myocardial  Infarction  In  Tcrxic  Cardio- 
myopathy Without  Coronary  Artery  Obstruction" 
is  an  interesting  study  by  Regan,  Wu,  Weisee, 
Moschos,  Ahmed,  Lyons  and  Haider  (Circulation, 
\5)lume  51,  Page  453,  March,  1975).  1 hey  studied 
12  cluonically  alcoholic  patients  witli  acute  chest 
pains  suggestive  of  sev’ere  myocardial  ischemia. 
T liree  jxttients  died  and  autopsies  were  per- 
formed. 1 he  other  nine  patients  underwent 
coronary  arteriography  tising  the  Sones  technicjue. 
01  tliree  patients  who  expired,  only  one  showed 
significant  luminal  narrowing;  this  was  a 30% 
narrowing  of  the  right  coronary  artery— in  short, 
mild  one  vessel  disease.  These  three  patients  had 
transmural  myocardial  infarctions  proved  patho- 
logically. The  other  nine  patients  wlio  had  patent 
coronary  arteries  by  arteriography  had  clinical 
findings  including  electrocardiographic  changes 
compatible  with  a myocardial  infarction:  two  of 
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llie  cases  did  have  si<>ndicaiU  coronary  ariery 
disease  without  obstruction.  The  thrust  ol  the 
article  is  that  alcoholic  cardioiuyopat liy  can  pro- 
duce inlarction  in  the  absence  ol  occlusive  arterio- 
sclerotic disease.  Retail  et  al  louud  no  evidettce 
to  suspect  ihiomhi  as  a cause  ol  occlusion  which 
might  be  missed— and  yet  produce  an  infarct.  In 
the  jratieuts  who  ex|)ired,  areas  ol  periarierial 
fibrosis  were  found;  they  sjieculate  this  might 
limit  the  coronary  artery  blood  flow  in  a time  of 
need. 

Ehe  foregoing  indicates  that  alcohol  in  excess 
can  produce  myocardial  iidarction.  Ehe  work  of 
Delgado,  Fortuin  and  Ross  points  out  that  there 
are  acute  effects  on  the  heart  of  low  doses  of 
ingested  alcohol,  d'his  was  demonstrated  by 
echocardiographic  monitoring  of  left  ventricular 
function  (Circulation,  Volume  51,  Page  535, 
March,  1975).  Ten  volunteeis  were  used;  they 
were  not  regular  users  of  alcohol,  d Iiey  were 
given  the  eipiivalent  of  two  or  tliree  drinks  meas- 


uring two  ounces  pet  di  ink  in  (iO  minutes  or  less. 
Rlood  alcoliol  studies  weie  obtained  and  tlie  sub- 
jects vai  ied  from  aliout  60  mg.  per  100  cc  to  140 
mg.  ])ei  100  cc.  4’he  ecliocaicliographic  interpre- 
tation iiulicated  tliat  tliere  was  a definite  depre.s- 
sion  of  myocardial  contractility,  following  the  me 
of  akohol.  riiey  feel  tliat  alcohol  acts  as  a direct 
depiessant  on  the  myocardial  cell’s  alrility  to  con- 
tract. One  interesting  aside  finding  in  this  study 
was  a lack  of  perfect  relationship  Iretween  the 
blood  alcohol  level  and  the  degree  of  depression 
of  the  myocai  clium. 

Perliaps,  tlie  most  important  factor  demon- 
strated in  tliese  articles  is  that  while  subspecialty 
tools  are  a necessary  adjunct  to  skillfully  study  a 
limited  organ  or  system,  a broad  background  of 
geneial  medicine  is  necessary  for  the  interpreta- 
tion and  assembling  of  facts  to  make  a total 
unified  diagnosis.  'I’hus,  the  cardiac  lesion  may 
be  just  one  part  of  tlie  total  disease  pattern— the 
disease  may  not  be  primarily  within  the  heart. 
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THE  MONTH  IN  WASHINGTON 

Presidential  candidate  ]inimy  Carter  has  aban- 
doned his  fence-straddling  position  on  national 
health  insuiance  and  announced  his  support  for 
a pha.secl-in  comjirehensive  program  that  sounds 
much  like  that  proposed  by  labor  leaders  and  Sen. 
Edward  Kennedy  (D-Mass.). 

riie  former  Georgia  Governor,  who  has  been 
accused  by  his  political  enemies  of  failing  to  take 
clear-cut  stands  on  controversial  national  issues, 
came  out  four-scjuare  for  a luoacl  NUI  at  the 
annual  convention  ol  ihe  Student  National  Medi- 
cal Association  here. 

With  Carter's  announcement,  most  of  the 
viable  Democratic  Piesidential  hopefuls  are  lined 
up  behind  federali/ed  NIII,  thus  assuring  that 
the  Democratic  Party  plank  on  tlie  issue  will  come 
out  strongly  for  such  a program. 


Garter  said  he  favored  universal,  mandatory 
covet  age  of  cotnprehensive  lienefits  financed 
tluotigh  payroll  taxes  and  general  tax  revenues. 
Me  called  for  strict  (outrols  and  said  NHI  should 
first  benelit  “those  who  need  it  most  . . . with  the 
understaniling  that  it  will  be  a comprehensive 
piogram  in  the  end.” 

riie  candidate  also  suppot  ted  the  controversial 
legislation  sponsored  by  Sen.  Hetman  'I’almadge 
(D-Ga.)  to  “place  controls  on  hospital  costs  and 
[jhysician  chaiges  under  Medicare  and  Medicaid.” 
He  seemed  to  endorse  as  well  the  medical  man- 
powci  provisions  backed  by  Sen.  Kennedy.  De- 
claring “the  medical  establishment  has  not 
responded  to  the  shot  tage  of  [irimary  care  .services 
and  practitioners.” 

(iarter  said  he  stipports  “organi/.ed  approaches 
to  delivery  of  services”,  contending  the  American 
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liealth  care  system  has  become  “a  compreliensive 
catastrophe.” 

# * * * 

J’he  Federal  Trade  Commission  has  announced 
via  press  release  that  it  is  conducting  an  investiga- 
tion to  determine  whether  the  American  Medical 
Association  may  have  “illegally  restrained  the 
supply  of  physicians  aiul  liealth  care  services.” 

The  Commission  said  its  probe  will  focus  on: 
accreditation  of  medical  schools  and  grad- 
uate programs. 

definition  of  fields  of  practice  for  physi- 
cians and  allied  health  personnel  by  the 
AMA. 

alleged  limitations  on  forms  of  health  care 
delivery  “inconsistent  with  the  fee-for- 
service  approach.” 

It  was  the  second  major  action  against  the  AMA 
this  year  by  the  FTC  which  earlier  had  charged 
that  the  AMA’s  ethical  ban  on  advertising  by 
physicians  violates  the  antitrust  laws. 

Fhe  Fl’C  announcement  came  at  a time  when 
the  Senate  is  about  to  consider  controversial 
health  manpower  legislation  giving  the  federal 
government  power  to  control  numbers  and  types 
of  residencies  in  this  country. 

I'he  FTC  relea.se  stated  that  the  investigation 
doesn’t  imply  that  violations  of  the  law'  have 
occurred,  but  said  the  probe  was  part  of  a larger 
inquiry  into  the  degree  of  competition  in  the 
delivery  and  financing  of  health  care  services. 

AMA  Chairman  of  the  Board  Raymond  T. 
Holden,  M.D.,  welcomed  the  airing  of  the  issue 
as  to  whether  the  Association  engaged  in  illegal 
restraints  on  the  supply  of  physicians. 

“Such  a charge  is  hard  to  square  with  the  facts,” 
Dr.  Holden  said. 

“The  fact  is  there  has  been  a tremendous 
growth  in  American  medicine  in  the  last  ten 
years.  The  number  of  medical  schools  has  grown 
by  30%,  the  number  of  physicians  by  30%  and 
the  number  of  first  year  medical  students  by  69%. 

“Ten  years  ago  there  was  one  doctor  for  every 
682  Americans;  today  there  is  one  M.D.  for  every 
569  Americans. 

“Latest  figures  from  the  World  Health  Organi- 
zation show  that  there  are  more  physicians  per 
capita  in  the  U.  S.  than  in  England,  Canada, 
Sw  eden,  France,  or  Holland. 

“We  have  not  violated  the  anti  trust  laws.  We 
have,  as  a matter  of  record,  advocated  increases 
in  the  numbers  of  physicians  and  health  personnel. 


We  are  frankly  puzzled  as  to  w'hat  precipitated 
the  FTC  investigation.” 

Dr.  Holden  added:  “The  FTC  is  spinning  its 
wheels— it  is  nothing  but  sheer  harassment— there 
are  a bunch  of  nincompoops  down  in  the  govern- 
ment agencies  wdio  have  to  justify  their  existence.” 
^ ^ # 

File  Presidential  and  Congressional  elections 
this  November  could  determine  the  future  course 
of  the  American  medical  system,  speakers  told  the 
1976  AMA-AMPAC  Public  Affairs  Workshop. 

Some  300  people  attended  the  meeting  in  Wash- 
ington, D.  C.,  sponsored  by  the  American  Medical 
Political  Action  Committee  and  the  AMA.  The 
theme  was  “Century  111:  The  Time  for  Medicine 
to  Furn  Out  and  Turn  On.” 

Sen.  Robert  Pack  wood  (R-Ore.)  told  the  par- 
ticipants that  political  action  by  physicians  is  a 
“must”  because  Congress  next  year  probably  will 
take  the  first  step  tow'ard  wr  iting  a national  health 
insurance  measure.  The  manner  in  wdiich  the 
first  step  is  administered  and  financed  probably 
will  set  the  pattern  for  the  entire  NHI  package 
w'hen  it  is  finally  developed,  the  Senator  said. 

Packw'ood  saitl  in  his  experience  medical  po- 
litical action  committees  are  “the  most  effective 
political  organizations”  he  has  encountered. 

Raymond  Holden,  M.D.,  Chairman  of  the  AMA 
Board  of  Trustees,  stressed  the  importance  of 
health  legislation  in  affecting  the  quality  of  care. 
Dr.  Holden  said  that  in  order  to  achieve  good 
legislation,  good  Congressmen  must  he  elected. 

[ames  MacLaggan,  M.D.,  Chairman  of  the 
AMPAC  Board  of  Directors,  noted  that  member- 
ship in  AMPAC  has  tripled  during  its  14  years,  a 
period  marked  by  massive  public  distrust  of  the 
political  process. 

# # # # 

I’he  health  of  American  Indians  and  Alaska 
natives  continues  to  lag  some  decades  behind  the 
rest  of  the  population,  the  AMA  has  told  Con- 
gress, declaring  “the  time  is  way  overdue  to 
provide  proper  health  care  for  our  first  Ameri- 
cans.” 

Congress  w'as  urged  to  act  swiftly  on  legislation 
aimed  at  upgrading  health  care  for  the  Indians 
by  Russell  B.  Roth,  M.D.,  a past  president  of  the 
AMA.  Dr.  Roth  supported  a measure  approved 
by  the  Senate  and  the  House  Interior  Committee 
and  recommended  some  changes  in  testimony 
before  the  House  Commerce  Subcommittee  on 
Health. 
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I he  work  ol  tlie  liulian  Health  Service  was 
praised  by  Dr.  Roth,  hut  he  said  inadecpiate 
liiidgets  Iiave  hampered  tlie  Service’s  ellorts. 

‘‘To  a large  extent,  the  increases  in  the  budget 
for  Indian  liealth  over  the  years  liave  been  little 
more  than  ‘cost-of-living’  increases,”  he  said, 
‘‘d'hey  have  enalded  the  service  to  maintain  its 
health  care  system,  Itnt  not  to  improve  it.  A few 
new  facilities  Iiave  been  btiilt,  a few  old  ones 
modertiized,  litit  the  majority  can  only  be  main- 
tained—getting  older  and  more  outdated,  rite 
.Service’s  manpower  problems  have  lieen  met  with 
patchwork  or  ‘band-aid’  .sohitions— tlie  military 
draft  alternative,  limited  pay  increases,  and  some 
financial  grants-in-aid  with  service  payback  pro- 
visions.” 

d'he  bill  before  the  Siibcommittee  ‘‘if  enacted, 
fully  implemented  and  funded,  wotild  have  an 
immense  effect  on  the  health  resonrces  and  serv- 
ices available  to  Indians  and  on  their  educational 
opportunities,  their  environment  and  on  their 
ftittire  health  status,”  said  the  AMA  witness. 

T he  legislation  provides  scholarships  for  In- 
dians who  wish  to  train  for  the  health  professions, 
public  health  education,  increa.sed  patient-care 
funding,  new  and  expanded  health  care  facilities 
with  provisions  for  upgrading  their  (]nality,  and 
a special  sttidy  on  the  alcoholism  and  mental 
health  problems  of  Indians. 

# * # * 

I'he  government  for  the  first  time  has  agreed 
to  reimburse  hospitals  for  Medicare  on  the  basis 
of  rates  set  by  a state  regulatory  commission.  The 
Maryland  Health  .Services  Cost  Review  Commis- 
sion, one  of  the  most  j^owerfnl  such  agencies  in 
the  Nation,  won  agreement  from  Metlicare  for 
the  Commission’s  rates  to  be  titili/ed  rather  than 
those  set  by  Medicare. 

1 he  state  agency’s  rates  take  into  accotnit  bad 
debts  and  charity  costs,  but  keep  a tight  lid  and 
review  on  hosjjital  charges.  Hitherto,  Medicare 
has  not  allowed  bad  debts  and  charity  care  to  be 
figtired  as  reimbtirsable  cost  items  for  hospitals. 

A Medicare  official  said  the  government  be- 
lieves the  Maryland  Commission  has  a rate-setting 
approach  that  encourages  hospitals  to  be  cost- 
consciotts.  The  new  Medicare  reimbursement  will 
not  take  effect  for  a year.  .Medicaid  officials  were 
reported  to  be  considering  following  suit. 

* # * * 

bests  of  swine  infltienza  vaccine  are  starting  on 
humans  in  preparation  for  a Nationwide  immtmi- 


zation  campaign.  First  tests  are  slated  for  em- 
ployees who  volunteer  at  the  Food  and  Drug 
Administration  and  the  National  Institutes  of 
Health.  Other  human  trials  are  .set  for  the  Ihii- 
versity  of  Rochester,  Baylor  College  of  Medicine, 
Ft.  Ord,  California,  and  Lawry  Air  Force  Base, 
Ohio.  .Some  1,()()0  people  are  expected  to  be  in- 
volvetl  in  the  first  phase  of  testing. 

President  Ford  ttrged  all  .\mericans  "to  receive 
an  inoculation  against  this  form  of  inlluenza”  in 
signing  the  legislation  that  speedily  cleared  Con- 
gress authorizing  $135  million  for  the  immuniza- 
tion. 

Signing  the  bill  in  the  oval  office,  the  President 
said  a similar  flu  killed  500,000  .\mericans  and 
some  20  million  persons  around  the  world  at  the 
end  of  WMi  kl  AVhir  I. 

“We  will  mobilize  all  necessary  national  re- 
.sotirces  to  make  sure  we  reach  otir  goal  ” of  total 
U.  S.  inoculation,  he  said. 

Two  sponsors  ol  the  bill.  Reps.  Daniel  F'lood 
(D-Pa.)  and  Patil  Rogers  (D-F'la.)  joined  Health, 
Edtication  aiul  Welfare  .Secretary  David  Mathews 
at  the  signing  ceremony. 

Not  resolved  w'as  the  product  liability  issue.  .\ 
spokesman  for  the  Pharmaceutical  .Mantdacturers 
.Association  said  tlrtig  manufacttirers  are  now 
working  with  the  HEW'^  Department  to  tletermine 
if  the  liability  ([tiestion  can  be  handled  through 
contracts  between  HEW-^  and  the  intlividtial  firms. 

A major  purpose  of  the  early  trials  is  to  measure 
human  response  to  varying  doses. 

* * # * 

Compromise  utilization  review  regtdations 
meeting  many  of  the  legal  objections  raised  by  the 
medical  profession  have  been  isstietl  by  the  Health, 
Education  and  Welfare  Department. 

I'he  original  regtilations  had  been  blocked 
successfully  in  a landmark  court  case  by  the 
.American  Medical  Association  as  a violation  of 
the  rights  of  physicians  and  patients  by  retpiiring 
same-day  review  of  hosjtital  atlmissions  and  review 
participation  b)  non-])rofessionals  of  .Medicare 
and  Medicaid  patients. 

.\s  drafted  by  FIEW  after  constiltation  with 
AM.\  representatives  at  the  suggestion  of  the 
fetleral  courts,  the  new  11 R Regs  place  responsi- 
bility for  adverse  review  decisions  stpiarely  on  the 
shoulders  of  physician  peers  and  |novitle  for  con- 
stdtation  with  the  admitting  physician.  In  addi- 
tion, the  time  foi  reviewing  .Medicare-Medicaid 
admissions  was  extended  to  three  working  days. 


Volume  73,  Number  2 — July,  1976 


123 


Medicine  in  the  News 


HEW^  projjosctl  a screening  system  tor  Inispitals 
niuler  whicit  admissions  wonld  be  sorted  into 
categories  and  criteria  establislied  by  physicians  on 
the  hospital  staff.  Laymen  conkt  take  part  in  the 
initial  screening  process  Itnt  wonld  have  to  refer 
to  ])hysicians  cpiestionaijle  cases  lor  further  review. 

The  AMA  had  stijmlated  in  advance  that  it 
would  not  necessarily  be  bound  by  the  terms  of 
tlie  new  regidations  and  reveicsed  the  right  to 
pursue  further  court  action  if  it  felt  the  step  was 
warranted,  d’he  regulations  published  in  the 
Federal  Register  state  that  HEW  .Secretary  David 
.Mathews  believes  they  “largely  meet  the  legiti- 
mate conceins  of  the  (American  Medical)  Asso- 
ciation.’ 

Ehe  revised  Regs  still  provide  that  review  be 
completed  before  elective  surgery  unless  the  pro- 
cedure falls  into  a category  not  recpiiritig  review 
such  as  dangei  to  tlie  patient  or  even  “p:iin  itself.” 
Ehe  actual  cleteiminatioti  of  which  procednres 
are  elective  is  left  to  the  hospital  staff. 

At  the  time  ol  initial  review  a date  must  be  set 
by  tlie  staff.  Ehe  review  procedures  for  continued 
stay  would  be  the  same  as  lor  initial  admission. 

fDAV  said  the  new  Regs  should  lianclle  the 
problem  of  small  and  rural  hosjiitals  wliere  it  is 
diffictih  to  have  available  a sufficietit  number  of 
jihysicians  for  leview.  Eurther,  tlie  current  pro- 
posals incorjiorate  Medicaid  allowances  ol  vari- 
ances in  specific  cases  for  institutions  that  cannot 
form  a review  committee  within  the  time  frame. 

.Said  HEW  in  describitig  the  new  Regs: 

'■'Ehe  medical  jrrofession  tiiust  be  relied  upon, 
consistent  with  program  purposes  tinder  .Medicare 
and  Medicaid,  to  design  and  cany  out  the  utili/a- 
tion  review  functions,  this  means  that  physicians 
should,  in  large  measure,  determine  which  cate- 
gories of  cases  should  receive  in-depth  review  as 
distingnished  from  those  for  which  the  prescrilied 
treatment  oi  medical  procednre  can  be  presumed 
necessary  without  such  in-depth  review.  It  also 
means  that  a determination  of  non-necessity 
should  be  made  only  by  physicians,  and  then  only 
after  careful  consultation  with  the  admitting 
physician." 

Interested  groups  have  until  the  end  of  May  to 
comment  on  the  regulations  before  they  become 
final 

* # # * 

'Ehe  American  Medical  Association  has  told 
(Congress  that  cli  ug  labelling  for  patients  with  full 
information  about  po,ssible  clangers  could  scare 
many  people  off  the  drugs. 


“The  patient  could,  out  of  apprehension  and 
unnecessary  fear,  and  without  aclecptate  back- 
gronnd  to  make  a valid  judgment,  refuse  to  accept 
the  drug  for  his  condition,"  said  Jere  W.  Annis, 
.M.D.,  a member  of  the  AMA  Board  of  'Ernstees. 
Dr.  Annis  told  the  House  Commerce  Health 
Subcommittee  “in  the  long  run  more  patients 
wonld  suffer  from  adverse  effects  of  their  condi- 
tion for  failing  to  follow  a prescribed  regimen  as 
established  by  their  physicians." 

Ehe  measure  before  Congress  would  give  the 
government  the  authority  to  include  in  the 
labelling  the  conditions  for  which  the  drug  should 
be  used.  Physicians  who  have  found  the  drug 
uselul  for  non-labelled  conditions  would  hesitate 
to  prescribe  it  for  fear  of  confusing  their  patients 
or  feel  forced  to  select  a less  effective  product  in 
their  judgment.  Dr.  Annis  said. 

Dr.  Annis  said  the  AMA  “lias  long  recognized 
that  certain  specific  information  directed  to  the 
patient  and  appearing  on  the  drug  container  label 
is  invaluable.”  In  cei  tain  circumstances,  such  as 
with  oral  contraceptives,  expandetl  patient  infor- 
mation is  desirable,  the  Elorida  physician  noted. 

Dr.  Annis  also  testified  that  no  useful  purpose 
would  be  served  by  creating  the  Eood  and  Drug 
Administration  as  an  independent  agency  with  the 
Healtli,  Education  aiul  Welfare  Department,  as 

another  section  of  the  bill  provitles. 

* * * * 

President  Eord  has  asked  Tongress  to  pa.ss  a 
tough  narcotics  law  to  imprison  hard  drug  dealers. 

In  a special  message  to  Tongress,  Eord  said 
some  5,000  young  .Americans  die  of  drug  abuse 
each  year. 

He  said  drug  users  commit  about  half  the 
robberies,  burglaries  and  other  property  crimes  in 
■America  annually. 

“Jt's  a good  message  and  hojiefully  it  will  pro- 
duce some  action,"  Eord  told  .Attorney  General 
Edward  Levi  and  HEVV^  .Secretary  David  Mathews 
who  witne.ssed  tlie  signing.  Elie  bill  w'ould  allow 
federal  judges  to  deny  bail  in  some  narcotics  cases 
—including  those  where  a defendant  already  has 
been  convicted  of  trafficking  in  hard  drugs,  was 
free  on  parole,  or  was  a non-resident  alien. 

In  his  me.ssage,  Eord  told  Congress  that  he  has 
endorsed  Mexican  President  Luis  Echeverria's 
jjioposals  for  establishing  mechanisms  for  formal 
exchange  of  information  and  ideas  at  high  levels 
of  government  to  curb  the  illegal  flow  of  drugs 

into  the  United  .States  from  Sontli  of  the  Border. 

* # * * 
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The  Food  and  Drug  Adininisti alion  has  been 
defeated  by  Congress  in  its  1 1-year  effort  to  put 
tighter  controls  on  sales  of  extra-strong  vitamin 
and  mineral  supplements.  I'luler  legislation  ap- 
proved and  sent  to  the  Wliite  House,  tlie  I'DA 
specifically  was  prohil)ited  from  classifying  as 
drugs  those  mineraf  and  vitamin  preparations  tliat 
exceecf  tlie  levef  of  potency  tfetermined  to  Ije 
nutritionalfy  rational  or  useful. 

The  “health  foods"  industry  and  the  health 
foods  advocates  fought  the  FI).\  at  every  turn, 
mustering  a vehement  grass-roots  movement 
against  vitamin-mineial  regidations  that  had  an 
ol)vious  impact  on  Congress.  I here  was  no  ad- 
verse \ote  or  voice  raised  against  the  unusual 
provision— part  of  a measure  autliori/ing  appro- 
priations for  the  National  Heart  and  Lung 
Institute. 

# # * # 

The  starting  date  of  the  government's  Maxi- 
mum .Mlowal)le  Cost  (MAC)  drug  purchase 
progranr  has  been  delayed  until  August  26,  a 
four-months  postponement. 

Health,  Education  and  'VVTlfare  Department 
officials  said  the  delay  was  to  permit  states  more 
time  to  prepare  for  the  program.  1 wo  months 
ago,  HEW  Secretary  E.  David  Matliews  rejected  a 
Pharmaceutical  Manufacturers  .\ssociation  re- 
(piest  to  postpone  tlie  program. 

Meanwhile,  attorneys  for  the  .American  Medical 
•Association  and  HEW  were  preparing  final  liriefs 
in  the  AM.A’s  lawsuit  against  the  M.AC  regula- 
tions. 

U.  S.  District  Court  Jmlge  Prentice  H.  Marsliall 
is  debating  motions  for  summary  judgment- 
requests  to  decide  the  issue  witliout  a trial— and 
last  liriefs  are  due  April  26. 

Fhe  .A.M.A  filed  suit  against  HEW  last  summer 
to  stop  implementation  of  tlie  .M.AC  program. 
The  .A.M.A  contends  the  regulations  violate  pa- 
tients' right  to  seek  tlie  best  medical  care,  and  that 
HEW  exceeded  its  statutory  authority  in  issuing 
the  regulations. 

Fhe  M.AC  rules  would  retpiire  physicians  to 
prescribe  the  lowest-cost  generic  lorm  available  of 
certain  drugs  for  Medicare  and  Medicaid  patients. 
* * * ♦ 

Procedures  for  choosing  statewide  Professional 
Standards  Review  Organization  (PSRO)  areas  in 
states  where  two  or  more  areas  have  previously 
been  specified  but  where  there  is  not  yet  any 
designated  PSRO  have  been  set  forth  by  HEW. 


Under  the  proposal,  HEW^  will  poll  all  doctors 
of  medicine  and  doctors  of  osteopathy  practicing 
witliin  the  state.  Shoidtl  more  than  fifty  percent 
of  the  doctors  in  each  PSRO  area  who  respoiul 
siqipoi  t a change  to  a single  statewide  area  desig- 
nation, the  Department  will  estalilish  the  entire 
state  as  a single  PSRO  area. 

'Fhe  proposed  regulations  include  the  methods 
for  giving  notice  of  the  poll,  how  the  poll  will  be 
conducted  and  the  votes  tabulated,  and  the 
grounds  and  procedures  for  conducting  a recount. 

The  HEW  action  came  about  as  a residt  of  the 
.Medicare-Medicaid  amendments  law  signed  by 
President  Eord  early  this  year.  'Fhe  PSRO  pro- 
vision, sponsored  by  Sen.  Lloyd  Bentsen  (D- 1 X), 
was  urged  by  .AM.A.  .According  to  HEW,  Lexas, 
Lotiisiana  and  possiljly  some  other  states  coidil  l)e 
affected  by  the  option  for  ciioosing  a single,  state- 
wide PSRO. 

^ * 

AMA  PLAQUE  ON  FEE  DISCUSSIONS 

d'he  cost  of  healtli  care  becomes  a more  im- 
portant national  issue  with  each  monthly  report 
of  tlie  Consumer  Price  Index.  CPI  reports,  ar- 
ticles in  the  press  and  the  soaring  cost  of  pro- 
fe.ssional  liability  insurance  are  among  the  fac- 
tors that  are  making  more  and  more  patients  un- 
easy al)out  the  cost  of  their  care.  Some  physi- 
cians post  basic  charges  on  the  wall  of  tlieir  re- 
cejttion  room.  Some  physicians  avoid  the  issue. 
One  (wactical  way  to  approach  the  fee  cpiestion 
is  to  use  a placpte  a\ailaljle  from  the  .American 
Medical  .Association.  Fhe  placjue  is  entitled 
“ Fo  .All  My  Patients"  and  contains  the  follow- 
ing message:  “I  invite  you  to  discuss  frankly 
witli  me  any  cpiestions  regarding  my  services  or 
my  fees.  Fhe  iiest  medical  service  is  based  on  a 
friendly,  mutual  understanding  between  doctor 
and  ])atient.’’  Individual  jtlacpies  are  available 
from  tlie  .AM.A  Order  Department,  .635  North 
Dearlioi  n Street,  Cliicago,  Illinois  60610,  at  a 
cost  of  ,S2.40  each.  'Fhe  order  number  is  OP-33. 

* # * # 

NEW  OFFICER  OF  THE  MEDICAL  SOCIETY 

At  the  1976  meeting  of  the  .Arkansas  Medical 
Society,  Dr.  Mahlon  O.  Maris  of  Harrison  was 
elected  to  the  position  of  Fdist  A^ice  President. 
.As  first  vice  president.  Dr.  Maris  is  a voting 
member  of  the  Council  of  the  .Arkansas  Medical 
Society,  the  governing  licxly  which  serves  lietween 
meetings  of  the  House  of  Delegates. 

Dr.  Maris  grew  up  in  Little  Rock  and  attended 
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Mahlon  O.  Maris,  M.I). 

First  Vice  President 
Arkansas  Medical  Society 


Hendrix  College,  from  which  he  was  gradu- 
ated with  a Bachelor  of  Arts  in  Science  degree, 
with  a major  in  Biology.  He  received  his  Doctor 
ol  Medicine  degree  frcrm  the  University  of  Ar- 
kansas Medical  School  in  1967.  Dr.  Maris  in- 
terned at  the  United  States  Air  Force  Hospital, 
Keesler  .Air  Force  Base,  Biloxi,  Mississippi,  and 
served  one  year  in  family  practice  clinics  at 
Myrtle  Beach  Air  Force  Base  Hospital  in  South 
Carolina.  Dr.  Maris  was  Commanding  Officer 


of  the  Afilitary  Provincial  Hospital  Assistance 
Team,  Vdnh  Long,  South  Viet  Nam;  during  that 
tour,  he  received  the  Vietnamese  National 
Health  Medal  and  tw'o  United  States  bronze  star 
medals.  He  has  been  in  family  practice  in  Harri- 
son since  June  of  1970. 

Dr.  Maris  has  served  as  president  of  the  Boone 
County  Afedical  Society,  president  of  the  Ninth 
Councilor  District  Medical  Society,  delegate  from 
Boone  County  to  the  Arkansas  Medical  Society, 
and  Second  Vice  President  of  the  State  Society. 

Dr.  Maris  has  served  on  the  Board  of  Directors 
of  the  Arkansas  Academy  of  Family  Physicians 
since  1974  and  has  qualified  for  the  Physicians 
Recognition  Award  of  the  American  Medical  As- 
sociation by  meeting  reqtiirements  for  continu- 
ing medical  education.  He  is  a Diplomate  of  the 
American  Board  of  Family  Practice. 

Dr.  Maris  and  his  wife,  Kay,  have  two  children 
— Mahlon,  Jr.,  8 years  old,  and  Beth,  five  years. 
His  interests  other  than  medicine  include  farm- 
ing, canoeing,  camping,  and  hunting. 

# * # # 

CORPS  OF  ENGINEERS  BICENTENNIAL  MAPS 

4 he  little  Rock  District  of  the  Corps  of  Engi- 
neers has  advised  the  Afedical  Society  of  the 
availability  of  bicentennial  maps.  The  maps  are 
reproduced  on  simulated  parchment  in  varying 
sizes  and  would  be  appropriate  for  framing  and 
hanging  in  physicians’  offices.  A listing  of  the 
maps  by  number,  with  area  identification  and 
dimensions  follows.  If  you  are  interested  in  ob- 
taining copies  of  any  of  the  maps,  please  write 
the  Society  office  (Post  Office  Box  1208,  Fort 
Smith,  Arkansas  72902)  indicating  the  number 
of  the  map  desired. 


Map  No.  Map 

1 Alississippi  River 

2 AATstern  North  America 

3 Rio  Grande  (to  the) 

Pacific  Ocean 

4 Rocky  Alountain  (and  to) 
Oregon  & North  California 

5 Western  Parts  of  A-^irginia, 
Pennsylvania,  Alaryland  and 
North  Carolina 


Survey 

Dijnensions 

1805-1806 

Captain  Z.  AI.  Pike 

131/2"  X 301/2' 

1818 

Joseph  Afeigs 

54"  X 311/2' 

1853-1854 

Lieutenant  .A.  AV.  AA^hipple 

521/2"  X 251/2' 

1842-1844 

Captain  J.  C.  Fremont 

531/2"  X 34' 

1784-1785 

Thomas  Hutchins 

44"  X 37' 
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Maf)  \().  Map 

()  Upper  Mississippi  River 

7 Oregon  and  lipper  Caliiornia 

8 Roeky  Mountains  to 
Pngei  Soniul 

9 Vaneonver  Depot  (to)  Salt  Lake 
Lake  Ciity  (Utah  I’erritory) 

10  Mississippi  and  I’rihutaries 

1 1 Oregon,  West  of  the 

Rocky  .Mountains 

12  Pacific  Railroad 

13  Sabine  Pass  and 

.Month  of  the  River  Sabine 

I f Litchfield  Connnnnity  to 

the  Highlands  of  Neversink 

15  chart  of  the  International 
Part  of  Louisiana 

16  General  .Map  (Stirvey  of 
Southwest  United  States 
and  Mexican  Boundaries) 

17  Mississijrpi  River 

18  Western  Portion  of  North  .\merica, 

front  .Mississi])pi  to  Pacific 

19  I'erritories  West  of  100° 

Longitude,  Canada,  North 

South  Dakota,  Alontana,  Wyoming, 
and  Utah 

20  Camp  Floyd,  Utah  to 
Carson  Valley,  Nevada 

21  Sketch  of  the  Mississijtpi  River 

22  .Ma])  of  the  Straits  of  Detroit 

23  Harbor  of  St.  Louis, 

.Mississippi  River 

24  Rio  Colorado  of  the  West 

25  Territories  West  of  the 
Mississippi  to  the  Pacific  Ocean 


Survey 

1836-1840 

J.  N.  Nicollet  and 

Lieutenant  C.  Fremoni 

1842 

Lieutenant  |.  C.  Fremoni 

1853-18.54 
Issac  I.  Stevens 


Dimensions 
29" X 36" 

281/2"  X 351/2" 
39"  X 281/4" 


18,58  18i/2"x23" 

Captain  R.  Ingolls 

1861  21"x20" 

Captain  A.  Hmnphrey 
and  Lienienant  H.  L.  .Abbott 


1838  22"x20" 

Colonel  |.  J.  .Aberl 

1855  24"  X 221/2" 

Pacific  Railroad  Reports  Surveys 
1840  191/2"  X 271/2" 

Lieutenant  F.  j.  I.ee  and 
Captain  P.  J.  Pillans 

1779  14"  X 201/2" 

Robert  Frskine 

171/2"  X 20" 

Captain  Z.  .M.  Pike 

1850-1853  21"  X 171/2" 

.Major  W.  H.  Emory 


1805-180() 

Ca|)tain  Z.  M.  Pike 
I801-180() 

1 ,ewis  and  Clark 
1876 

Major  C.  L.  Gillespie 


^li/2"x  131/2" 
28-1/ 16"  X 131/2" 
22"  X 301/2" 


1 859 

Ca[)tain  }.  H.  Simpson 
180.5-1806 

Lieutenant  Z.  M.  Pike 
1840-1845 

Lieutenant  f.  N.  MaComl) 
and  Lieutenant  W.  H.  Warner 
1837 

Lieutenant  Robert  F..  I.ee 
1858 

Ist  Lienienant  C.  Ives 
1818 

Major  Issac  Roberclean 


301/2"  X 18" 
2.5"  X 321/2" 


24" X 36" 


101/4"  X 18" 

.36"  X 18" 


531/4"  X 32" 
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SOCIETY  ACCEPTS  OPHTHALMOLOGIST 

Dr.  Frederick  T.  Fraiinfelder,  professor  and 
cliairman  of  the  Dej^artment  of  Ophthalmology 
at  the  University  of  Arkansas  College  of  Medi- 
cine, has  been  accepted  as  an  associate  member 
of  the  American  Ophthalmological  Society,  a 
professional  honor  society.  Dr.  Fraiinfelder  is 
believed  to  be  one  of  the  Society’s  youngest 
members  and  he  is  the  first  Arkansas  member. 


DOCTOR  IS  HONORED 

Dr.  Charles  H.  Kennedy  of  North  Little  Rock 
recently  received  a platpie  from  the  Northeast 
High  School  Chargers  Booster  Club  in  recogni- 
tion of  years  of  service  as  the  team  physician. 

AWARD  GOES  TO  DR.  DODGE 

Dr.  Eva  Dodge  of  Little  Rock  has  received  the 
Arkansas  Public  Health  Association's  “Dr.  Tom 
1’.  Ross  Award,”  the  State's  highest  award  for 
achievement  in  the  field  of  public  health.  Dr. 
Dodge  was  a national  pioneer  in  liirth  control 
and  child  health  care.  She  was  named  professor 
emeritus  when  she  retired  from  the  faculty  of 


AND  NEWS  ITEMS 


the  University  of  Arkansas  School  of  Medicine 
in  196-1.  She  has  served  as  a consultant  to  the 
State  Health  Department  for  the  past  several 
years. 

PHYSICIANS  OCCUPY  NEW  CLINIC 

Drs.  Joe  Hughes,  Sebastian  Spades  and  Ted 
Lancaster  have  recently  moved  into  a new  clinic 
building  on  Highway  25  West  in  Walnut  Ridge. 
Dr.  Rob  I.owery  joined  the  group  upon  com- 
pletion of  his  internship  at  Arkansas  Baptist. 

DOCTOR  JOINS  GROUP 

Dr.  Bob  Fraser  joined  the  Clarksville  Medical 
Group  in  July.  Dr.  Fraser  is  a 1975  graduate  of 
the  Arkansas  College  of  Medicine  and  he  in- 
terned at  Baptist  Medical  Center  in  Little  Rock. 

DINNER  HONORS  PHYSICIANS 

Physicians  from  the  Stuttgart  Medical  Clinic 
and  Dr.  B.  F.  Pupsta  of  Clarendon  were  honored 
at  an  appreciation  dinner  in  June  liy  Potlatch 
Mills. 


THINGS 


TO 

COME 


June  29  & 30,  1976 
Mastectomy  Training 

A Reach-To-Recovery  training  session  for 
mastectomy  patients  will  be  held  July  29th  and 
30th  at  the  American  Cancer  Society  in  I.ittle 
Rock.  If  you  have  a patient(s)  you  would  like 
to  recommend,  please  write  to  Post  Office  Box 
3822,  Little  Rock,  Arkansas  72203,  or  call  501- 
664-3480. 


August  5 & 6,  1976 

The  University  of  Texas  Health  Science  Cen- 
ter at  Houston  and  the  University  of  Texas 


System  Cancer  Center,  M.  D.  Anderson  Hospital 
and  Tumor  Institute,  will  present  a “Urology 
Oncolog)'  Seminar”  August  5 &;  6,  1976,  in  Room 
1113A  of  the  Prudential  Building,  Texas  Med- 
ical Center,  Houston.  The  program  is  designed 
to  cover  in  depth  the  diagnosis,  staging  and  treat- 
ment of  the  various  urological  malignant  dis- 
eases. Emphasis  will  be  placed  on  treatment  as 
it  relates  to  the  stage  of  disease  and  the  necessity 
for  a multidisciplinary  approach.  For  further  in- 
formation, contact;  The  University  of  Texas 
Health  Science  Center  at  Houston,  Post  Office 
Box  20367,  Houston,  Texas  77025,  telephone 
(713)  792-4671. 

August  13-14,  1976 

The  29th  Annual  Scientific  Assembly  of  the 
Arkansas  Chapter  of  the  American  Academy  of 
Family  Physicians  will  convene  August  13-14, 
1976,  at  the  Fort  Smith  Municipal  Auditorium, 
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Fort  Smith.  The  meetin<>  lias  been  a|)|)r()\e(l  lor 
15  .V.\FP  jK)st<>ra(luatc  continuing  mctlical  edu- 
cation stnch  hoins  tvith  additional  hours  a\ail- 
ahle  from  the  programmed  learning  courses. 

I he  meeting  will  leatnre  approximately  thirty 
scientific  e.xhibits. 

(.nest  speakers  will  include  Ronald  Lee 
Nichols,  M.l).,  Downey,  Illinois:  Denton  Tolley, 
M.D.,  Houston;  Robert  I.eaclnnan,  M.D.,  Hous- 
ton; Doyne  W'illiams,  M.D.,  Little  Rock;  G. 
Thomas  Jansen,  M.D.,  fattle  Rock;  Whlliam  F. 
'Fnrner,  M.D.,  Fort  Smith;  William  P.  Phillips, 
W.D.,  F'ort  Smitli;  and  James  \V.  l.ong,  M.D., 
Fort  Smith. 

Coach  Frank  Broyles  will  be  guest  speaker  for 
the  Razorback  Breakfast. 

(iarl  B.  Hall,  M.D.,  President  of  the  American 
.\cademy  of  F'amily  Physicians,  will  be  the  guest 
of  the  .Arkansas  .Academy  at  its  assembly. 

.All  physicians  are  invited  to  attend.  For  fur- 
ther information  on  cotirses,  sessions,  reserva- 
tions and  registration  fee,  ])lease  write  the  .Ar- 
kansas .Academy  of  Family  Physicians,  Post  Office 
Box  5721,  Little  Rock,  Arkansas  72205. 

September  30  & October  1,  1976 

'Fhe  .Arkansas  and  Oklahoma  Divisions  of  the 
.American  Cancer  Society  will  present  “Current 
Concepts  in  Care  of  the  Cancer  Patient”  at  the 
Sheraton  Inn  in  Fort  Smith  on  Se|Jtember  30 
and  October  1,  1976.  The  program  is  aimed  at 
providing  practical  information  in  the  evalua- 
tion and  treatment  of  variotis  cancers,  d'nmors 
to  inchide  malignant  melanoma,  gynecologic 
cancer,  childhood  cancer  and  thyroid  cancer  will 
be  stressed.  The  program  was  develojted  in 
cooperation  with  the  Office  of  Continuing  Edu- 
cation for  Physicians  of  the  Lniversity  of  Arkan- 
sas for  Medical  Sciences  and  is  approved  for  10 
credit  hours  in  category  1 lor  the  Physicians 
Recognition  .Award  of  the  .American  Medical 
Association.  Application  has  been  made  for 
credit  hours  with  the  .Academy  of  F'amily  Phy- 
sicians. Sessions  are  open  to  all  members  and 
students  of  the  medical  and  nttrsing  professions. 
For  further  information,  contact  the  .Arkansas 
Division  at  Post  Office  Box  3822,  Little  Rock, 
.Arkansas  72201. 

October  20,  1976 

The  third  annual  Physician’s  Opportunity 
Fair,  sjxtnsored  jointly  by  the  University  of  Ar- 


kansas College  ol  Medicine,  the  Aikansas  Med- 
ical Society,  and  tlie  .Arkansas  Caduceus  Chd>, 
will  be  held  on  AVednesday,  October  20,  1976, 
on  the  campus  of  the  University  of  Arkansas  for 
Medical  Sciences  in  the  Jeff  Banks  Student 
Union  Building. 

November  11-13,  1976 

A’ale  School  of  .Medicine  will  present  a course 
on  “ Fhe  Hepatic  (ioma  Syndroms:  Advances  in 
Pathogenesis  and  t reatment''  at  the  Yale  New 
Haven  Medical  Center,  New  flaven,  on  Novem- 
ber 11-13,  1976.  For  further  information,  con- 
tact Harold  O.  Coon,  M.D.,  Vale  Ibiiversity 
School  of  .Medicine,  Dejtartment  of  Internal 
.Medicine,  333  (ietlar  Street,  New  Haven,  Con- 
necticut 06510. 

OBITUARY 

Dr.  George  C.  Burton 

Dr.  (reoige  (2  Burton  was  killed  in  an  air- 
plane crash  on  May  29,  1976,  in  Illinois.  Dr. 
Burton,  wlio  had  practiced  Radiology  in  El 
Dorado  for  over  twenty  years,  was  en  rotite  to 
Iowa  (aty,  Iowa,  where  he  was  to  have  served 
on  the  facnlty  of  the  Ibiiversity  of  fowa  School 
of  Medicine. 

Dr.  Btirton  was  bom  in  Bald  Knob  on  No- 
vember 28,  1911.  He  received  B.S.  and  AI.D. 
degrees  from  the  University  of  .Arkansas.  His 
training  in  ins  specialty  of  Radiology  was  at  the 
llniversity  of  Iowa.  He  was  a Diplomat  of  tlie 
.-\merican  Board  of  Radiology  and  a Fellow  in 
the  .American  College  of  Radiology. 

Dr.  Burton  had  been  active  in  metlical  affairs 
in  the  State.  He  served  for  many  years  as  the 
district  councilor  of  the  .Arkansas  .Medical  So- 
ciety. Dr.  Burton  also  was  active  in  the  early 
years  of  the  .Arkansas  Medical  Political  .Action 
Committee. 

Dr.  Burton  had  many  hobbies,  including  violin 
making,  coin  collecting,  and  aviation.  He  had 
constructed  experimental  airjtlanes. 
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T hree  new  members  have  been  added  to  the 
memtrership  roll  of  the  Society  tlirongh  tlie 
Craighead-Poinsett  Comity  Medical  Society. 
T hey  are: 


DR.  DONALD  R.  GUINN 

Dr.  Gninn  is  an  Internist  wlio  practices  at  505 
East  Matthews  in  Jonesboro.  He  is  a graduate 
of  the  Elniversity  of  Eennessee  Medical  School, 
December  1971.  His  internship  was  at  Kansas 
City  General  Hospital  and  Dr.  Gninn  then  came 
to  the  University  of  Arkansas  Medical  Center 
for  his  resitlency  in  Internal  Medicine.  He  be- 
gan his  practice  in  Jonesiioro  in  Jantiary  of  1976. 

DR.  LARRY  H.  JOHNSON 

Dr.  Johnson  received  his  pre-medical  educa- 
tion at  the  University  of  Arkansas  and  was  grad- 
tiated  from  the  Ibiiversity  of  .\rkansas  School  of 
Afedicine  in  1972.  He  completed  a rotating  in- 
ternship at  St.  Vincent  Infirmary  in  Little  Rock 
and  took  a residency  in  Anesthesiology  at  the 
University  of  Arkansas  Medical  Center.  He  has 
been  in  practice  in  Jonesboro  for  one  year.  His 
office  address  is  818  Colili  Street. 

DR.  LADD  J.  SCRIBER 

Dr.  Scriber  is  a native  Arkansan  who  attended 
tlie  University  of  Arkansas,  receiving  his  M.D. 
degree  in  1970.  He  went  to  Fort  Worth  for  an 
internship  at  the  John  Peter  Smith  Hospital. 
Dr.  Scriber  returned  to  the  University  of  Ar- 
kansas Medical  Center  for  a residency  in  Urol- 
ogy. Upon  completion  of  the  residency,  he  en- 
tered practice  in  Jonesboro.  His  practice  is 
limited  to  Urology  and  his  office  address  is  812 
CobI),  Jonesboro. 

★ ★ ★ -A- 

The  Benton  Cotinty  Medical  Society  also 
added  three  new  physicians  to  the  memitership 


roll  of  the  Society  this  Spring.  New  members  in 
that  area  are: 

DR.  DALE  H.  DAVIES 

Dr.  Davies  is  a native  of  Nebraska  and  he 
received  his  pre-medical  education  in  that  state, 
as  well  as  earning  his  M.D.  degree  from  the  Uni- 
versity of  Nebraska  College  of  Medicine  in  1939. 
Dr.  Davies  served  his  internship  at  the  United 
States  Marine  Corps  Hospital  in  Seattle  and 
served  on  active  military  service  from  1942  until 
1916.  He  practiced  in  Idaho  and  Texas  before 
entering  training  in  Radiology  at  the  University 
of  Pennsylvania  and  the  University  of  Iowa.  Dr. 
Davies  was  Associate  Professor  of  the  Depart- 
ment of  Radiology  at  the  University  of  Neljraska 
from  1954  until  1956.  He  practiced  in  Fremont, 
Nebraska,  from  1956  until  coming  to  Arkansas 
in  1975.  He  is  board  certified  in  Radiology,  a 
Fellow  of  the  American  College  of  Radiology 
and  the  Radiological  Society  of  North  America. 
Dr.  Davies  is  practicing  in  Bella  Vista. 

DR.  JAMES  R.  McNAIR 

Dr.  McNair  attended  the  University  of  Arkan- 
sas, receiving  the  degree  of  Doctor  of  Medicine 
from  the  School  of  Medicine  in  1968.  He  in- 
terned at  San  Francisco  General  Hospital  and 
returned  to  tire  University  of  Arkansas  Medical 
Center  for  a residency  in  Ophthalmology.  Dr. 
McNair  maintains  his  office  for  the  specialty  of 
Ophthalmology  at  105  South  12th  Street  in 
Rogers. 


DR.  ROBERT  H.  ROBBINS 

Dr.  Robbins  is  a native  of  Connecticut.  He 
received  his  pre-medical  education  at  the  Uni- 
versity of  Florida  and  at  Emory  University.  He 
was  graduated  from  the  Elniversity  of  Tennessee 
College  of  Medicine  in  1937  and  served  an  in- 
ternship at  the  Chicago  Memorial  Hospital. 
After  five  years  of  active  military  .service,  he  en- 
tered practice  in  Watikegan,  Illinois.  After 
twenty-eight  years  of  general  practice  in  Wau- 
kegan, he  came  to  Rogers  for  the  general  practice 
of  medicine. 

★ ★ ★ ★ 

New  members  of  the  Crittenden  County  Med- 
ical Society  reported  to  the  State  Society  in  re- 
cent months  are: 

DR.  LAWRENCE  D.  BERNSTEIN 

A native  of  Pennsylvania,  Dr.  Bernstein  re- 
ceived his  medical  etlucation  at  Jefferson  Med- 
ical School  in  that  state.  He  interned  at  Case- 
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Western  Reserve  AHiliated  Hospitals  aiul  took 
a resicleiuy  in  Internal  Metlieine  at  the  llniver- 
sity  Hospitals  of  Cleveland.  He  was  a Clinical 
Instrdctor  at  Case  AV^estern  Reserve  Medical 
School  in  1971-75.  In  Jnly  1975  he  joined  the 
Health  Care  roundation  at  West  Memphis.  He 
is  in  the  Public  Health  Serrice. 

DR.  J.  MAHLON  WILLIAMS 

Dr.  AVilliains  attended  the  University  ol  Ar- 
kansas and  Hendrix  College  belore  entering  the 
University  ol  Arkansas  School  of  Medicine.  His 
M.D.  degree  was  obtained  in  1971.  Dr.  AVhlliams 
interned  at  the  University  Hosjntal.  His  train- 
ing in  Pathology  and  Gerontology  was  at  the 
University  Hospital  and  [ohn  Gaston  Hospital 
at  the  University  of  rennessee.  Dr.  AVilliams' 
office  is  at  259  South  Bellevue  in  Memphis. 

DR.  SAMUEL  MORRIS  YOUNG 

Dr.  Young  is  a 1972  graduate  of  the  University 
of  Tennessee  College  of  Medicine.  He  served  a 
rotating  internship  at  St.  Joseph  Hospital  and  a 
straight  jxtthology  internship  at  Baptist  Me- 
morial Hospital  in  Memphis.  Dr.  Young  has 
been  in  practice  in  Parkin  since  March  1975. 
He  is  a general  practitioner. 

★ ★ ★ ★ 

Two  new  physicians  in  Pulaski  County  have 
been  recently  added  to  the  membership  roll. 
They  are: 

DR.  WILLIAM  S.  PICKENS 

Dr.  Pickens  is  a native  of  Uittle  Rock  who  at- 
tended the  Ihiiversity  of  Arkansas  at  Fayette- 
ville and  the  University  of  Arkansas  School  of 
Medicine.  His  M.D.  degiee  was  obtained  in 
1966.  Dr.  Pickens  interned  at  I’amjja  General 
Hospital.  He  took  training  in  Radiology,  In- 
ternal Medicine  and  Cardiology  at  the  Ibiiver- 
sity  of  South  Florida  from  1976  until  1975.  He 
is  certified  by  the  American  Board  of  Internal 
Medicine.  Dr.  Pickens  specializes  in  Cardiology; 
his  office  is  located  in  the  Doctors  Building, 
Suite  316,  Little  Rock. 

DR.  WESLEY  J.  ASHABRAWNER 

Dr.  Ashabrawner  is  a courtesy  member  in  Pu- 
laski County.  He  is  a medical  student  at  the 
University  of  Arkansas  School  of  Medicine,  class 
of  1979. 

★ ★ ★ ★ 


DR.  ROBERT  L.  PARKMAN,  JR. 

Di.  Parkman  .attended  Centenary  College  in 
Shreveport  and  Southwestern  University  for  his 
pre-medical  etlucation.  From  1916  until  1952  he 
was  in  active  duty  with  the  United  States  Navy. 
He  was  gratluaied  from  the  Louisiana  State  Uni- 
versity .Medical  School  in  1957,  and  interned  at 
Confedei  ate  .Memoi  ial  Medical  Center.  He  prac- 
ticed in  d'exas  and  Louisiana  between  195S  and 
1972.  In  1972,  he  entered  training  in  Radiology 
at  Charity  Hospital  in  New  Orleans  and  Touro 
Infirmary.  He  practices  Radiology  at  the 
Warner  Blown  Hospital  in  El  Dorado. 

DR.  JAMES  E.  YOUNG 

Dr.  Young  is  a 1972  graduate  of  tlie  Univer- 
sity of  Arkansas  College  of  Medicine.  He  in- 
terned at  Joint  Peter  Smitli  Hospital  in  Fort 
Wortli  and  served  two  years  in  military  service 
at  tlie  Family  Practice  Clinic  of  the  Pine  Blult 
.Arsenal.  Dr.  \’oung  has  practicetl  for  about  a 
year  at  the  .McGehee  Family  Clinic  in  McGeliee 
and  is  a memiter  of  the  Desha  County  Medical 
Society. 

DR.  WILLIAM  J.  GARLAND,  JR. 

.\  native  of  Louisiana,  Dr.  Garland  was  grad- 
uated from  the  Louisiana  State  University  School 
ol  Medicine  in  1966.  He  interned  at  Confederate 
Memorial  Hospital  in  Shrevejtort  and  trained  in 
Internal  Medicine  at  the  same  facility.  Dr.  Gar- 
land .servetl  two  years  in  the  Ibiited  State  .Mr 
Force  and  was  stationed  at  Eglin  .Air  Force  Base. 
Fie  practiced  for  one  year  at  the  ATterans  .Ad- 
ministration Hospital  in  Shreveport  belore  locat- 
ing in  Harrison.  Dr.  (iarland  .s]x.‘cializes  in  In- 
ternal Medicine.  His  office  is  at  Bower  and  Pine 
in  Harrison. 

DR.  SHAFQAT  HUSSAIN 

Dr.  Hussain  is  a native  of  Pakistan  and  is  a 
graduate  of  Khyber  Medical  College,  Peshawar, 
Pakistan.  He  interned  at  .McKeesport  Hospital 
in  Pennsylvania  and  com|tleted  a general  surgery 
residency  at  Grasslands  Hospital,  Valhalla.  Netv 
York.  Dr.  Hu.ssain  was  an  emeigency  room  ]thy- 
sician  in  New  York  before  becoming  affiliated 
with  the  Jefferson  Comjtrehensive  Care  Center 
in  Pine  Bluff  in  January  of  1976.  He  does  gen- 
eial  practice  at  the  Center. 


Volume  73,  Number  2 — July,  1976 


131 


New  Members 


DR.  JOHN  B.  BOND,  JR. 

Dr.  Bond  is  a native  Arkansan  who  was  grad- 
uated from  the  State’s  medical  school  in  1971. 
He  interned  at  the  University  Hospital  and 
trained  in  Internal  Medicine  at  the  University 
Hospital.  Dr.  Bond  has  Ijeen  associated  with  the 
Burton-Eisele  Clinic  in  Hot  Springs  since  August 
ol  197.5  as  a s{>ecialist  in  Internal  Medicine. 


DR.  EDWIN  C.  JONES 

Dr.  Jones  attended  the  University  of  Arkan- 
sas at  Fayetteville  for  his  pre-medical  education 
and  received  his  M.D.  degree  from  the  Medical 
School  at  Little  Rock  in  1971.  He  took  a Family 
Practice  Residency  at  the  University  of  Arkansas 
Medical  Center,  followed  by  a residency  in  Psy- 
chiatry. He  is  practicing  Psychiatry  at  the  Ozark 
Cuidance  Center  in  Springdale. 


ANSWER— Electrocardiogram  of  the  Month 

A regular  supraventricular  tachycardia  is  present  at  a 
rate  of  187/minute.  Flutter  waves  at  a rate  375/minute, 
distorting  the  $T  segment  and  T wave  can  be  seen  in  lead 
II,  ill  and  AVF.  Digoxin  therapy  was  unsuccessful  in  con- 
verting the  rhythm,  but  one  milligram  of  propranolol 
given  intravenously  resulted  in  conversion  to  a sinus 
rhythm.  Atrial  flutter  occurring  in  patients  with  lung 
disease  may  be  resistant  to  therapy  since  it  may  be 
secondary  to  hypoximia  or  tumor  involvement  of  the 
myocardium. 
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New  from  Lilly/Dista  Research 

NALFON' 

fencprofen  calcium 

300-mg.*  Pulvules® 


IDISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

•Present  as  345.9  mg.  of  the  calcium  salt  of  fenop'''^fen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 


600091 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/ or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti-i 
convulsant  medication;  abrupt  withdrawal  i 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of  ■: 
seizures.  Advise  against  simultaneous  in-  ! 
gestion  of  alcohol  and  other  CNS  depres-  j 
sants.  Withdrawal  symptoms  (similar  to  i 
those  with  barbiturates  and  alcohol)  have  1 
occurred  following  abrupt  discontinuance- 
(convulsions,  tremor,  abdominal  and  mus-"^ 
cle  cramps,  vomiting  and  sweating).  Keep1^ 
addiction-prone  individuals  under  careful  ti 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms;  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep.  ^ 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


Wium;  ® 

(diazepam)  ^ 

2-me,  5-mg,  10-mg  scored  tablets 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Effect  of  Aluminum  Hydroxide  on  Iron  Absorption 


S.  P.  Rastogi,  M.D.,  M.R.C.P.**  Fernando  Padilla,  M.D.*** 


T 

J.  he  patliogeiicsis  ol  anemia  ol  clironie  renal 
failure  is  innltilactorial.  Depressed  erytlirojjoiesis 
due  to  impaired  production  of  erythropoietin  by 
the  diseasetl  kidney  is  the  major  factor  in  the 
causation  of  anemia  in  tliese  patients.  Other  less 
important  lactors  include  toxic  suppression  ol 
the  bone  marrow  in  advanced  degrees  of  uremia, 
since  slight  improvement  in  hematocrit  and  fer- 
rokinetic-s  often  occurs  after  a period  of  adetjuate 
dialysis.  Shortening  of  red  cell  survival  in  uremia 
has  been  demonstrated  in  a number  of  studies. 
•Several  metabolic  abnormalities  in  the  erythro- 
cytes of  uremic  jjatients,  e.  g.,  glycolysis,  gluta- 
thione metal)olism,  pentose  slumt  pathway  and 
Na/R  flux  abnormalities  have  been  described. 
Furthermore,  in  cross  transfusion  experiments, 
erythrocytes  of  a urenuc  donor  sliow  improved 
survival  in  a normal  recipient,  whereas  erythro- 
cytes from  normal  donors  have  a .shortened  sur- 
vival when  injected  into  uremic  recipients.  The,se 
observations  suggest  that  uremic  toxin  or  toxins 
impair  cellular  metabolism  and  decrea,se  red  cell 
survival.  In  the  hemodialysis  patients  mechanical 
trauma  to  red  cells  may  add  to  the  a/otemic  red 
cell  injury.  Recircidation  of  blood  on  the  arti- 
ficial membranes  and  tubing  two  to  three  times 
per  week  for  5-7  hours,  use  of  the  blood  pump, 
and  ra]>id  changes  in  blood  osmolality,  pH  and 
temperature  may  traumati/e  the  red  cells  as  tliey 
traverse  rejieatedly  in  the  extracorporeal  circu- 
lation, and  they  may  l)ecome  susceptible  to  hemol- 
ysis in  circulation. 

Insufficient  intake  of  hematinics  due  to  severely 
restricted  diet  in  uremia  may  contribute  to  the 
anemia  in  some  patients.  Folic  acid  is  lost  dur- 
ing dialysis  since  it  is  a water  solul)le  vitamin.  In 
clinical  practice,  however,  anemia  due  to  these 
factors  is  uncommon  since  the  loss  of  folic  acid 

**l^rescntinff  Autlior. 

••Director,  Renal  Transplantation,  \'eteiains  .Administration 
Hospital:  Assistant  Professor  of  Medicine,  University  of  Arkansas 
for  Medical  Sciences.  Tittle  Rock,  Arkansas. 

•••Member,  A.C.P..  Chief.  Hematology  .Sec.,  Veterans  Admin- 
istration Hospital:  Associate  Professor  of  Mc’dicine,  University  of 
Arkansas  for  Medical  Sciences.  Tittle  Rock,  .Arkansas. 

••••F.A.C.P.,  Chief,  Nuclear  Medicine  .Ser\ite.  A'eterans  Ad- 
ministration Hospital:  Associate  Professor  of  Nuclear  Medicine, 
Ihiiversity  of  Arkansas  for  Medical  Sciences,  Tittle  Rock.  .Arkansas. 


Charles  M.  Boyd,  M.D.**** 

ill  di.dy.sis  is  easily  replaced  by  oral  supplemeut 
ol  die  \ itamiu  and  restricted  diets  iu  the  manage- 
ment of  uremia  are  seldom  prescribed  nowadays. 

■Significantly  increased  iron  loss  has  been  de- 
scribed in  hemodialysis  patients  and  if  not  cor- 
rected iron  deficiency  anemia  ensues.  'Fins  iron 
loss  can  easily  be  explained  by  increa.sed  blood 
loss  susLainetl  during  regtilar  hemodialysis,  as 
indicatetl  in  Fable  I.  I he  magnitude  of  blood 
loss  in  laboratory  tests  and  in  the  dialysis  e(|uip- 
ment  is  not  fully  appreciated.  Rotitine  hematolo- 
gy and  biochemistry  tests  pre  and  post-dialysis 
are  performed  for  checking  adetpiacy  of  dialysis, 
faithfulness  of  these  patients  in  their  adherence 
to  diet,  and  satisfactory  control  of  hyperphos- 
phatemia. .Since  the  majority  of  these  patients 
are  also  renal  transplant  candidates,  serum  is  col- 
lected for  detection  of  cytotoxic  antibodies.  Blood 
loss  from  these  tests  may  amount  to  25  ml  if  the 
tests  are  jrerformed  once  each  month.  Routine 
clotting  tests  are  usually  performed  dtiring  dialysis 
for  checking  adecpiacy  of  heparinization.  II  only 
one  clotting  test  is  performed  during  eacli  dialysis 
and  if  the  dialysis  is  carried  out  twice  a week 
(!)  per  month)  , 18  ml  of  blood  per  month  is 
lost,  since  2 ml  of  blood  is  needed  for  each  test. 
.\t  tlie  end  of  each  dialysis,  approximately  10  nd 
of  blood  may  be  left  in  the  dialy/er  and  the  tub- 
ing. I bus  monthly  blood  loss  in  the  dialyzer 
amounts  to  10  x !),  or  00  nd.  Additional  loss  of 
blood  may  occur  from  occasional  leak  or  ru])ture 
of  dialyzers,  and  may  also  occur  from  the  gastro- 
intestinal or  geintourinary  tract  of  some  patients 
with  ulcers,  functional  platelet  abnormalily,  or 
hormonal  ind^alance.  .A,  conservative  estimate  of 
blood  loss  each  month  amounts  to  approximately 
bSO  nd.  'Fids  would  contain  2()  mg  of  elemental 
iron  if  the  average  hematocrit  in  these  ])atients  is 
20  volume  per  cent,  since  one  milliliter  of  packed 
cells  contains  1 mg  of  elemental  iron.  Propor- 
tionately greater  loss  ol  iron  will  occur  in  those 
paiients  with  higlier  hematocrits.  If  dialysis  is 
carried  out  3 times  per  week  the  loss  of  blood  and 
iion  will  be  significantly  greater. 
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TABLE  I 

Estimate  of  Monthly  Loss  of  Blood 
in  Dialysis  Patients 
(Dialysis  x 2 per  week) 


1.  Routine  hematology,  biochemistry 


2. 

and  cytotoxic  antibody  screening 
Routine  clotting  tests  during 

25 

ml 

dialysis  (2  x 9) 

18 

ml 

3. 

Residual  blootl  in  the  dialyzer 
and  tubing  (lOx  9) 

90 

ml 

4. 

G.  1.  or  genitonrinary  blood  loss 

•>' 

5. 

I.eak  or  rupture  of  tlialyzer 

+ 133 

ml 

Absorption  of  oral  iron  in  patients  with  chronic 
renal  failure  has  been  descrilied  as  decreased  or 
as  normal,  in  various  studies.  We  and  several 
otlier  investigators  have  observed  that  a signifi- 
cant rise  in  hematocrit  does  not  occur  following 
oral  iron  administration  in  these  patients,  yet  a 
definite  altliough  modest  increase  (5-7  volume 
|x;r  cent)  in  hematocrit  is  commonly  seen  follow- 
ing intravenous  iron,  d'bis  suggested  to  us  that 
an  inadetpiate  amount  of  oral  iron  is  absorbed 
l)y  these  patients.  VV'e  speculated  that  aluminum 
Iiydroxide,  which  is  required  for  the  control  of 
Iiyperphosjjhatemia  and  which  has  the  well  knowui 
eflect  of  decreasing  pliospiiate  altsorption  from 
the  gastronintestinal  tiact,  may  also  Ire  inijrairing 
ii'on  airsorption. 

tor  investigating  the  ellect  of  aluminum  Iiy- 
droxide on  iron  absorjrtion  we  studied  lour 
healthy  volunteers,  two  patients  who  had  hema- 
chromatosis  and  in  whom  iron  absorption  was 
measured  at  a time  when  they  were  iron  depleted, 
and  one  patient  who  had  chronic  renal  failure. 
Iron  aljsorption  was  measuretl  twice  in  each  sub- 
ject. Baseline  studies  were  performed  before  re- 
ceiving any  aluminum  hydroxide  (Amphogel)  , 
and  the  second  study  was  performetl  several 
weeks  later  when  the  subjects  were  ingesting  alum- 
inum hytiroxide.  .Amphogel  (30  ml  (|.i.d.)  was 
starteil  2 days  prior  to  the  test  dose  of  iron  and 
continued  during  the  iron  absorption  measure- 
ment period.  For  the  measurement  of  iron  ab- 
sorption, radioactive  iron  ^"Fe  was  utilized  and 
a total  body  counting  tecbnitpie  was  employetl. 
fen  microcuries  ol  ‘'"Fe  was  given  orally  in  the 
lasting  state.  AVdiole  body  counts  w'ere  made  prior 
to  tire  test  dose  of  iron  and  at  intervals  of  4 liours, 
24  hours,  and  10  days.  Per  cent  of  ""Fe  retained  in 
the  body  represented  the  absorbed  fraction.  I'able 
If  gives  the  results  of  iron  retention  pre  and  tim- 


ing ahnninnm  hydroxide  therajjy  in  seven  sub- 
jects. In  each  instance  iron  retention  decreased 
markedly  during  ahnninum  hydroxide  admin- 
istration as  compared  to  the  baseline  value  and  is 
statistically  significant  (p  < 0.0()()5).  Furthermore, 
retention  of  iron  in  two  patients  with  hemochro- 
matosis during  alumintnn  hytiroxide  therapy  tle- 
creasetl  approximately  to  the  same  level  as  in  nor- 
mal subjects.  One  patient  (T.N.)  who  had  chronic 
renal  failnre  hatl  the  lowest  baseline  iron  reten- 
tion and  decreased  further  to  one  per  cent  during 
therapy;  this  was  the  lowest  value  of  the  gronp. 

TABLE  II 

EFFECT  OF  ALUMINUM  HYDROXIDE 
ON  IRON  ABSORPTION 


Per 

Cent  Iron 

Retention  on 

lOth  Day 

Subjects 

Sex 

PreAl  (OH)s 

During  Al  (( 

* B.S. 

F 

53.7 

29.0 

* c.c. 

M 

63.5 

13.0 

* E.H. 

F 

56.0 

19.0 

* S.R. 

AI 

43.0 

11.0 

**  J.,S. 

A I 

81.6 

18.7 

**  P C. 

AI 

58.6 

10.0 

j T.X. 

AI 

31.7 

1.0 

$$55. 4 

§§15.96 

± 5.94 

± 3.31 

* Healthy  subjects 
**  } leiiHxhromatosis 
t C-lironic  Renal  Failure 
i:  Mean  zb  SFM 

4 he  mechanism  by  which  aluminnm  hydroxide 
impairs  iron  absorption  is  not  known.  In  this 
stutly  aluminum  hytlroxitle  was  started  two  days 
prior  to  the  test  dose  of  "'"Fe,  given  siniidtaneously 
with  "'"Fe,  and  continued  during  the  course  of 
total  body  counting.  It  is  possible  that  ®''Fe  was 
converted  into  ferric  Intlroxide  which  is  known 
to  be  poorly  absorbed  from  the  gastrointestinal 
tract.  Secondly,  aluminum  hydroxide  is  expected 
to  decrease  the  gastric  aciility  and  thus  absorption 
iron  since  absorption  ol  iron  is  affected  by  the 
pH  of  the  intestine.  Fmthermore,  aluminum 
hydroxide  will  lead  to  high  phosphate  concen- 
tration in  the  ileum  which  is  known  to  impair 
iron  absorption. 

In  summary,  the  anemia  of  chronic  renal  failure 
has  many  causes,  but  iron  tleficiency  anemia  may 
develo]>  in  these  patients  due  to  excessive  blood 
loss  and  may  be  further  aggravated  by  aluminum 
hytiroxide  induced  decreased  iron  alrsorption. 
'I  hereiore,  iron  deficient  patients  who  also  re- 
tpiire  aluminum  hydroxide  should  be  given  iron 
parenterally.  .Aluminum  hydroxide  may  prove 
to  be  an  effective  means  of  siqrpressing  iron  ab- 
sorption in  patients  with  hemochromatosis. 
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Gold  Therapy  for  Rheumatoid  Arthritis 

Louis  L.  Sanders,  M.D.,  F.A.C.P.* 


JIt*  or  the  niinoi  il\  ol  p.ilicnts  witli  rlicuinaloicl 
arthritis  who  do  not  icspoiul  to  aspiiin  and  the 
anti-inllaniinatoi y di  ii<>s,  t;okl  tlitM  a|)y  is  an  el- 
lectivc  altcrtiatc.  It  lias  heen  tised  in  rhcnniatoid 
iirthiitis  since  and  was  used  lor  years  lielore 
that  tor  the  treatinent  ol  t iiltercnlosis.  I he  tise 
ol  gold  declitied  in  tlie  IhaO's,  lint  began  increas- 
ing in  the  (ids  alter  the  Fanpire  Rheniiiatism 
(ioimcirs  double  blind  study  |)i()ved  conclitsively 
that  it  did  have  a benelici.d  ellecl  on  rhetnnatoid 
arthritis.  An  e\en  greater  increase  in  the  '7ds  is 
primarily  due  to  the  development  ol  technitpies 
to  measure  gold  in  tisstie  llnids  and  in  sertim  and 
thus  give  some  scmblaiue  ol  scientilit  control 
in  gokl  therapy. 

Table  1:  PHARMACOLOGY  OF  GOLD  SALTS 

1.  liM  salts  rapidly  absorbed;  plasma  levels  peak 
within  a tew  hotirs  bttt  plateau  to  a mean  level 
of  33d  tng%  7 days  after  injection. 

2.  1.5%  of  injected  dose  excieted  via  kidneys  dur- 
ing first  week. 

3.  Gokl  deposited  in  matiy  tissues;  highest  in  kid- 
ney, liver,  spleen,  lymjih  nodes. 

4.  Inflamed  tissues  take  nji  more  gold  than 
not  in;il. 

5.  Ciold  salts  are  taken  tiji  and  concent)  atetl  with- 
in lysfisotnes,  well  demonstrated  in  synovial 
cells. 

6.  Lysosomal  eti/ymes  hai  vested  horn  gold-laden 
lysosomes  have  profoundly  depiessed  tictivity. 

7.  Gold  stilts  in  solution  inhibit  fiee  lysosomal 
eti/ymes. 

I he  ])hai  intKology  ol  gokl  stilts  is  shown  in 
'Fable  1.  Given  intramuscnltirly,  it  retiches  tin 
initittl  level  of  7dd  to  Hdd  mg%,  but  then  declines 
.so  that  one  week  tiltei  tin  injection  the  level  is 
around  3dd  mgk^,.  Gokl  is  tistitilly  given  in  week- 
ly injections.  4'he  amotint  of  gokl  excreted  vtiries 
significtintly  between  patietits,  as  demonstrated 
by  measiirement  of  gcjkl  levels  in  the  m ine  tiiid 
feces.  From  15  to  3d-5d‘'(,  of  tin  injected  dose  may 
be  excreted  from  the  body  within  a week.  Gon- 
versely,  traces  of  gold  nitiy  remtiin  in  the  ti.ssiies, 
blit  primarily  in  the  ret iciiloendoLhelitil  system, 
for  months  or  even  yetirs.  4’he  infltimed  lissnes 
take  lip  much  more  gold  ihtni  do  normal  tissues. 

‘Assistant  Chid.  Medical  Service.  \'etevans  Adininistralion  Hos- 
pital; Associate  Professor  of  Medicine.  L'niversity  of  Arkansas  lor 
Medical  Sciences,  Little  Rock.  Arkansas. 


.\lso,  gold  seems  to  be  itiken  n|)  selec  tively  by  the 
synoc  itd  cells  tiiid  is  c oncenii  alecl  within  the 
lysosomes.  Since  the  lysosomtil  en/ymes  contribute 
greatly  to  the  inflammtitory  reaction  ;ind  to  the 
cartilage  damage,  the  laci  that  gokl  concentrates 
within  the.se  ;ind  reduces  the  activity  of  the  lyso- 
somal en/ymes  m;iy  well  be  part  of  its  mechanism 
of  aclicrn. 

Table  2:  INDICATIONS  FOR  GOLD  THERAPY 

F'ailiire  to  conliol  disease  on  usual  ;inii- 
inflannnatory  agents 
Piesence  of  active  disease 
Absence  of  .severe  joint  destruction 
Rapidly  advancing  bony  chtinges 

File  indictitions  lot  the  use  of  gold  are  shown 
in  Fable  2.  Ciolcl  is  not  the  initial  therapy  of 
choice  because  it  does  have  significtini  toxicity; 
this  must  not  be  minimized  If  the  piitient  can- 
not be  controlled  on  the  nsnal  anti-inflammatory 
tlriigs  (aspirin  and  then  the  addition  of  other 
newer  anti-inllamnnitory  drugs)  , then  gold  should 
be  considered.  The  disease  should  be  in  an  active 
inflamimilory  state,  and  there  shc^nkl  preferably 
be  no  joint  clestriiction.  Perhaps  some  ptitienis 
who  have  rapidly  tidvancing  destriictive  bone 
disetise  should  be  considered  early  for  gold  therapy 
even  before  the  other  anti-inllammatory  clrngs 
have  been  thoroughly  tried.  Fliis  is  becaii.se  it 
has  been  suggested  that  gokl  alone  ol  all  the  forms 
of  ihertipy  may  actually  slow  or  halt  the  destrnc- 
live  painnis  fc>rm;iiion  that  occurs  in  some  pa- 
tients with  severe  rheiimaloid  arthritis. 

Table  3: 

CONTRAINDICATIONS  TO  GOLD  THERAPY 

Pregnancy 

.Severe  Renal  Disease 
I Iypo|rla.stic  Hone  Marrow 
Hepatitis 
S.1..E. 

Fhe  contraindications  to  gokl  thertipy  are 
shown  in  Fable  3.  Pregnancy  is  an  absolute  con- 
iraindictilion  because  of  jrossible  ellects  on  the 
ieiiis.  Severe  renal  disease  is  a contraindication; 
jrerhiips  minimal  membranoiis  glomeriilonephri- 
lis  with  normal  renal  fiinclion  and  proleimiria 
is  not  necessarily  an  absolute  coniraindication. 
When  such  patients  are  treated  \cry  cautiously 
with  close  obsercaiion  of  |)roteiiniria,  we  have 
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seen  no  deleterious  ellects  on  the  renal  function. 
Certaiidy  if  the  patient  has  a hypoplastic  bone 
marrow,  we  woidd  not  treat  them.  However, 
there  have  been  patients  with  Felty’s  syndrome 
and  periplieral  leukopenia  in  whom  the  white 
count  has  actually  risen  to  normal  range  with 
gold  therapy,  so  that  leukopenia  per  ,se  is  not  an 
alisolnte  contraindication.  Hepatitis  probably  is 
a contraindication.  It  has  been  said  that  patients 
with  systemic  Inpiis  erythematosns  have  very  poor 
restdts  with  treatment. 

Table  4:  TOXICITY  OF  GOLD  SALTS 

1.  Dermatitis 

a.  Pruritic 

b.  Wide  range  of  patterns 

2.  Stomatitis 

a.  Metallic  taste 

3.  Nephrotoxicity 

a.  .Mild  proteinuria  — common 

b.  Nephrotic  Syndrome  — rare 

1.  bone  Afarrow 

a.  d’lirombocytopenia 

b.  Agranulocytosis 

c.  Aplastic  Anemia 

5.  Others 

As  showm  in  Table  4,  gold  does  have  significant 
toxicity.  Demiatological  toxicity  is  jironiinent. 
I he  patient  may  develop  a pruritic  skin  rash, 
pruritis  often  occurring  before  the  rash.  The  skin 
rash  may  have  a wide  range  of  jratterns  and  may 
be  eczematous  or  exfoliative.  Many  patients  will 
have  minor  skin  problems  during  gold  therapy 
which  are  not  progiessive  and  do  not  necessarily 
indicate  stopping  the  therapy.  They  may  get  a 
stomatitis  that  can  be  very  severe,  and  many  com- 
plain of  metallic  taste  in  the  mouth.  Again,  this 
is  not  necessarily  a contraindication  to  continua- 
tion of  therapy,  but  certainly  they  should  be 
watched  carefully. 

Nephrotoxicity  does  occur;  proteinuria  may  be 
seen  along  with  microscopic  hematuria.  Rarely 
this  may  progiess  to  a nephrotic  syndrome.  Cer- 
tainly piogressive  proteinuria  is  an  indication  for 
stopping  therapy,  as  is  progiessive  or  increasing 
hematuria. 

The  bone  marrow  toxicity  which  occurs  is  well 
known.  The  thrombocytopenia  in  most  ca.ses  that 
have  been  described  does  not  appear  to  be  actual 
bone  marrow  suppression;  the  marrow  reveals  a 
normal  number  of  megakaryocytes.  This  seems  to 
be  a peripheral  ty|>e  of  destruction  of  the  platelets, 
and  usually  responds  to  steroid  therapy.  Leuko- 


penia and  agranulocytosis  rarely  occur,  as  does 
aplastic  anemia. 

Tliere  have  been  reported  cases  of  gold  hepa- 
titis; some  investigators  feel  the.se  did  not  repre- 
sent gold  toxicity  per  se,  lint  merely  the  coexist- 
ence of  viral  liepatitis  in  patients  on  gold  therapy. 
Nevertheless,  some  attention  shotdd  be  paid  to 
liver  function  tests  during  gold  therapy. 

Our  experience  with  gold  therapy  is  shown  in 
Tables  5 and  6.  We  have  over  20  patients  on  gold 
therajry;  13  are  currently  receiving  gold,  and  we 
have  discontinued  treatment  in  7 patients  for 
various  reasons.  Of  the.se  20  patients,  19  have  re- 
sjxinded  to  gold;  only  one  patient  did  not  respond. 
The  literature  gives  figtires  ranging  from  60  to 
85  percent  of  the  patients  who  usually  will  re- 
spond to  gold  with  significant  reduction  in  their 
inflammatory  response.  Many  of  our  patients  will 
report  thaT-tliey  feel  better  within  a week  or  two. 
I stispect  that  this  is  a placebo  response;  rheuma- 
toid arthritis  is  notorious  for  the  placebo  response 
to  many  modes  of  therapy. 


Table  5:  12  RESPONDERS  TO  GOLD 


Mean 

Range 

No.  of  Weeks  to  Obtain 

10  mm  Fall  in  E.SR 

13.6 

4-29 

Pre-Gold  ESR 

43 

30-56 

Latest  E.SR 

17 

2-31 

Clinical  Respon.se  (0-4-|-) 

2.7 

2-4  + 

Gokl  Dosage 

3982  mg 

810-6480 

Cdinical  findings  on  12  of  our  19  patients  who 
resjronded  to  gold  are  shown  in  I’able  5.  A fall 
in  the  sedimentation  rate  regidarly  occurs.  I took 
arbitrarily  the  number  of  weeks  necessary  to  get 
a 10  mm  fall  in  the  Wintrobe  sedimentation  rate. 
This  ranged  in  these  patients  from  a minimum 
of  four  weeks  to  a maximum  of  29  weeks  with 
the  mean  being  14  weeks.  The  .seel  rate  in  many 
cases  fell  from  a very  high  level  to  a completely 
normal  range,  so  that  from  the  sedimentation 
standpoint  these  people  were  normal. 

The  clinical  response  on  a 0 to  4-|-  scale  av- 
eraged 2.7  — not  sensational,  but  certainly  quite 
respectable.  The  patients  in  this  group  have  re- 
ceived from  less  than  a gram  to  Oi/o  grams  of  gold. 
I believe  it  is  currently  felt  that  there  is  no  upper 
limit  to  the  amount  given;  we  continue  gold 
therapy  as  long  as  the  patient  does  well.  Of  the 
patients  that  we  have  taken  off  gold  (Table  6) , 
only  one  was  due  to  failure  to  respond.  Two 
patients  relapsed  after  a response.  One  of  these, 
the  first  patient  I treated,  relapsed  because  I did 


136 


Ti-iE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Louis  L.  Sandi  rs,  M.l).,  I .A.L.P. 


Table  6:  PATIENTS  TAKEN  OFF  GOLD 


Failure  to  rcsjjoiul  1 

Relapse  alter  response  2 

Gold  toxicity  4 

Skin  2 

Renal  1 

rhromI)oc\ topenia  1 


not  give  him  enough  gold.  W^e  have  had  one 
patient  who  relapsed,  in  sjiite  of  what  1 felt  to 
be  an  adetpiate  course  of  gold  and  adetpiate  main- 
tenance. 

F’onr  patients  of  onr  20  had  gold  toxicity.  (The 
world-wide  average  for  toxicity  is  probably  from 
25  to  35%  of  the  patients  who  take  gold,  so  it 
is  not  insignificant) . d'wo  of  these  developed 
spreading  skin  rashes.  One  developed  pro- 
teinuria, and  one  had  thrombocytopenia. 

Table  7:  GOLD  ADMINISTRATION 

1.  Initial  lab  work  — test  dose  of  5 mg  gold. 

2.  50  mg  weekly  thereafter  — lab  work  prior  to 
each  injection. 

3.  After  approx.  500  mg  gold  given,  get  serum 
gold  level.  If  not  > 300  mg%,  increase  weekly 
amount. 

4.  After  1000  mg  gold,  if  remission,  continue 
maintenance  therapy  — if  no  response,  stop. 

5.  Maintenance  therapy:  75  mg  every  2 w^eeks  to 
125  mg  every  3 weeks. 

Table  7 outlines  the  administration  of  gold. 
We  get  a battery  of  laboratory  work;  a hemo- 
logical  examination  including  a white  count,  and 
a sed  rate,  a urinalysis,  and  a liver  battery.  We 
give  a test  dose  of  5 mg,  although  I have  never 
seen  any  adverse  res]K)nses.  It  is  said  that  you 
can  get  changes  with  only  5 mg,  and  there  has 
been  one  report  in  the  world’s  literature  of 
thrombocytopenia  after  an  initial  dose  of  5 mg. 
Assuming  the  re{>eat  lafioratory  work  one  w’eek 
later  is  satisfactory,  we  start  giving  50  mg  a w’eek, 
with  laboratory  tests  being  repeated  prior  to 
each  injection.  The  patient  is  also  checked  for 
any  skin  rash  or  mucous  membrane  lesions.  It 
has  been  suggested  that  if  a minimum  serum  gold 
level,  just  jrrior  to  the  next  injection,  of  around 
300  mg%  is  maintained  the  patients  probably  re- 


spond belter.  W'e  feel  that  we  should  aim  for  this, 
wiihiii  the  first  gram  of  gold  therapy.  It  has  lieeii 
otir  practice  to  metistire  the  serum  gold  level  uo 
later  than  halfway  through  the  initial  gram  of 
thentpy  or  at  some  point  between  250  and  500 
mg.  If  it  is  at  300  mg%  and  the  patient  .seems 
to  lie  responding,  we  continue.  If  it  is  below’  300 
mg%,  we  iticrease  tlie  dose  from  50  mg  a w’eek  to 
1)0  or  75  mg,  w’hatever  is  uece.s.sary  to  Ijring  the 
serum  level  to  300  mg%. 

Iti  the  past,  we  discontinued  gold  after  a gram 
had  been  given.  4V4ien  this  w'as  done  the  patient's 
remission  lasted  from  a few’  w’eeks  to  occasionally 
a few’  yeais,  l)ut  the  patients  invariably  relapsed. 
I think  that  everyone  recognizes  now’  that  gold 
must  Ije  given  in  some  form  of  maintenance 
therapy.  The  problem  is  that  the  minimum 
amount  of  maintenance  is  not  precisely  know’ii  at 
this  point.  Some  people  w’ould  continue  to  give 
gold  every  week.  Some  investigators  feel  that 
w’eekly  gold  should  be  continued  indefinitely, 
anti  the  dose  should  then  be  reduced  to  keep  the 
serum  goltl  level  constantly  at  300  mg%.  Whth 
long-term  therapy,  this  dosage  may  be  reducetl 
from  50  to  as  little  as  25  mg  a w’eek.  Because 
many  of  our  patients  travel  a consitlerable  dis- 
tance and  we  try  to  minimize  this,  our  practice 
has  been,  after  they  have  imjjroved  and  have  had 
one  gram  of  gold,  to  tlien  .sw’itch  to  injections 
every  two  w’eeks  and  to  increase  the  dosage  to  a 
minimum  of  75  mg  and  occasionally  as  much  as 
100  to  125  mg:  tills  is  continued  indefinitely.  4VT 
have  .switched  a few’  jxuients  to  every  three  w’eeks, 
giving  from  100  to  125  mg  every  three  w’eeks,  and 
several  are  doing  very  well  on  that  regimen.  Some 
people  advocate  giving  gold  only  once  a month.  I 
have  had  one  patient  w’ho  relairsed  w’hen  I did 
this,  and,  therefore,  have  some  hesitancy  to  stretch 
the  injections  that  far. 

In  conclusion,  gold  is  an  excellent  form  of 
therapy.  It  does  have  toxicity  and  must  be  care- 
fully monitored,  but  properly  used  in  the  minori- 
ty of  patients  for  whom  it  is  indicated,  it  can  give 
further  improvement  in  probably  75%  of  the 
patients  treated. 
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liysicians  are  familiar  with  the  dilemma  of 
trying  to  clinically  distinguish  patients  whose 
jaundice  is  due  to  impairment  of  excretion  of 
bilirnitin  by  the  liver  itself  versus  patients  whose 
jaundice  is  due  to  extrahepatic  biliary  obstruc- 
tion. For  practical  purposes,  jaundice  due  to 
hepatocellular  disease  can  seldom  be  differenti- 
ated from  that  due  to  extrahepatic  biliary  ob- 
struction solely  on  the  basis  of  changes  in  bile 
pigment  metaltolism.  d'oo  often  intrahepatic  or 
"medical  jaundice"  and  extrahepatic  or  “surgical 
jaundice"  cannot  be  distinguished  by  any  clinical 
or  biochemical  criteria.  So  in  a given  patient  the 
physician  is  often  faced  with  either  adopting  a 
“watch  and  wait"  policy  which  may  go  on  for 
weeks  of  prolonged  hospitalization  and  increas- 
ing medical  costs,  or  he  may  ultimately  perform 
a liver  biopsy  or  perhaps  more  practically  rec- 
ommend laparotomy  to  try  to  reach  a definitive 
diagnosis.  Attempts  to  visualize  tlie  gallbladder 
and  biliary  tree  using  oral  cholangiography  w’ill 
fail  in  the  presence  of  jaundice,  and  failure  of  the 
IV  cholangiogram  to  visualize  the  biliary  system 
is  predictable  in  patients  whose  Itilirubin  is 
greater  than  3.5  mg%.  Because  of  unacceptable 
morbidity  and  mortality,  preoperative  attempts  to 
obtain  direct  cholangiograms  have  not  gained 
j)opidarity. 

I'wo  new  diagnostic  teclinitpies  are  now  avail- 
al)le  to  help  the  physician  evaluate  the  jaundiced 
patient;  both  allow  the  physician  to  obtain  direct 
cliolangiograms  preoperatively  with  minimal  risk 
to  the  patient.  I'lie  diagnostic  techniques  are 
emloscopic  retrograde  cholangiopancreatography 
(ERCP)  and  percutaneous  transhepatic  cholan- 
giography (PTC)  . By  obtaining  a direct  cholan- 
giogram with  either  of  these  methods  a more 
accurate  determination  of  medical  versus  surgical 
jaundice  can  be  acliieved.  If  an  extrahepatic 
biliary  tract  lesion  is  present,  tlie  site  of  tlie  lesion 
can  accurately  be  determined.  By  employing  these 
tests  early  in  the  diagnostic  evaluation  of  the 
jaundiced  patient,  prolonged  liospitalization  can 
be  avoided.  These  tests  are  indicated  in  patients 
whose  cause  of  jaundice  is  unclear  and  in  patients 
who  liave  failure  of  visualization  with  an  oral  or 
IV  cliolangiogram.  Patients  rviio  are  not  candi- 

*Staff  Physician,  Ciastrocntcrologv  Section.  Veterans  .Adminis- 
tration Hospital;  Instructor  in  Medicine.  University  of  .Arkansas 
for  Medical  Sciences.  Little  Rock,  .Arkansas. 


dates  foi-  surgery  are  not  candidates  for  these 
diagnostic  tests. 

Endoscopic  retrograde  cholangiopancreatog- 
raphy  is  obviously  an  endoscopic  {wocedure.  It 
is  performed  by  passing  a side  vieAving  flexible 
fiberoptic  endoscope  orally,  then  through  the 
e.sophagus,  stomach,  duodenal  bulb,  and  the  sec- 
ond portion  of  the  duodenum.  In  the  second  por- 
tion of  the  duodenum  the  ampulla  of  vater  is 
identified,  and  Ity  passing  a catheter  through  the 
endoscope  the  papillary  orifice  is  intubated  and 
a cholangiogram  is  obtained  in  a retrograde  man- 
ner. In  addition  to  obtaining  a cliolangiogram 
the  pliysician  has  actual  visualization  of  the  am- 
pulla of  vater  and  therefore  any  abnormal  mu- 
cosal changes  can  be  evaluated  fiy  brush  cytology, 
biop.sy,  and  photography.  Using  the  technique  of 
ERCP  a pancreatogram  may  be  obtained;  there- 
fore this  technique  has  application  to  pancreatic 
disease  as  well  as  to  the  jaundiced  patient. 

ERCP  is  a most  difficult  endoscopic  procedure 
to  master  and  expensive  endoscopic  equipment  is 
recpiired.  1 he  procedure  is  performed  under 
fluoroscopy  rvith  image  intensification.  Prior  to 
performing  ERCP  a barium  swallow  of  the 
esophagus  is  necessary  to  define  any  esophageal 
lesions,  as  the  side  viewing  endoscope  is  passed 
through  the  e,sophagns  blindly.  Since  July  1975, 
30  ERCP  procedures  have  been  performed  at  the 
UniAersity  of  Arkansas-VA  Elospital  by  the  Gas- 
troenterology Service.  Succe.ssful  cannulation 
and  x-ray  visualization  of  the  extrahepatic  biliary 
tree  has  been  achieved  in  75%  of  the.se  cases, 
with  no  morbitlity  and  mortality.  I'he  reported 
complications  of  ERCP  from  Chiba  University 
in  Japan  found  an  overall  morbidity  of  0.9%  and 
no  mortality  in  665  cases.  I'he  chief  complica- 
tions were  fever,  cholecystitis,  and  cholangitis. 
This  group  was  able  to  a\'oid  the  complication 
of  cholangitis  by  operating  on  patients  Avho  had 
ilemonstrated  extrahepatic  biliary  tract  obstruc- 
tion within  48  hours  after  the  study.  If  extra- 
hepatic biliary  obstruction  is  not  found,  of  course 
surgery  is  not  necessary. 

Percutaneous  transhepatic  cholangiography 
(PTC)  dates  back  to  as  early  as  1937,  but  because 
of  the  high  morbidity  and  mortality  associated 
Avith  its  use,  it  has  not  been  fret[uently  employed 
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a,s  a diagnostic  procedure  in  the  jaundiced  pa- 
tient. In  the  past  the  mortality  rollowing  I’  I’C 
w;ts  2.1%  and  the  complicatiotis  ol  bile  leakage, 
peritonitis,  or  bleeding  were  7.7%.  With  the 
introduction  ot  the  (iliiba  needle  Irom  Japan 
these  figures  have  been  drastically  improved. 
Ciommoidy  referred  to  as  the  “skinny  needle”, 
this  needle  is  0.7  mm  iti  diameter,  1,5  cm  long, 
and  very  importantly  is  flexible,  d lie  protedtire 
is  ])erformecl  by  jiassitig  the  needle  through  tlie 
right  lateral  chest  at  aitotit  the  eightli  intercostal 
space,  advancing  the  needle  into  the  liver,  and 
injecting  contrast  material  as  the  needle  is  slow- 
ly withdrawn  until  a cholangiogram  is  oiitained. 
I'he  patient  is  allowed  to  lireathe  dnritig  the  pro- 
cedure, and  because  of  needle  flexibility  jirob- 
lems  of  laceration  of  the  liver  are  avoided.  In 
the  presence  of  biliary  ductal  obstritction  there 
is  virtually  a 100%  success  rate  in  visualization 
of  the  biliary  tree  with  PTC.  It  offers  the  ad- 
vantage of  a well  vistialized  intrahepatic  biliary 
system  as  well  as  extrahepatic  biliary  tree.  I'he 
physician  also  has  the  opportunity  to  obtain  bile 
samples  for  culture  and  cytology  as  well  as  the 
possibility  of  external  biliary  drainage.  The  pro- 
cedure is  not  as  difficult  a techniejue  to  master 
as  ERCP  and  expensive  enclo.scopy  ecjuipment  is 
not  recpiired.  PTC,  like  ERCP,  is  performed 
under  fluoroscopy  using  image  intensification. 
Since  July  1975,  5 PTC  studies  have  been  per- 
formed by  our  Gastroenterology  Department 
with  100%  sncce,ss  rate  in  visualization  of  the  ex- 
trahepatic biliary  tree  in  the  presence  of  biliary 
tract  obstruction,  and  there  have  been  no  com- 
plications. In  a report  from  Chiba  University  of 
1,000  cases  of  P EC,  the  morbidity  was  1%  and 
no  mortality  was  observed.  Again,  if  extrahejiatic 
biliary  tract  obstruction  is  demonstrated  by  PTC, 
the  patient  should  have  surgery  within  48  hours 
of  the  study;  no  surgery  is  indicated  if  chictal  ob- 
struction is  not  demonstrated. 

The  usefulness  of  obtaining  a preoperative 
cholangiogram  utilizing  these  new  techniipies  was 
reported  by  the  Minneapolis  VAH.  d’wo  hundred 
patients  had  ERCP  performed  because  of  jaun- 
dice. One  hundred  and  forty-two  patients  clin- 
ically had  extrahepatic  obstruction,  i.e.,  an  ele- 
vated bilirubin  (mostly  the  direct  fraction)  , an 
elevated  alkaline  phosphatase,  and  either  a nor- 
mal or  only  modestly  elevated  SCOT.  Of  these 
112  patients  with  clinical  oltstrnctive  jaundice, 
only  101  were  found  to  have  biliary  tract  ob- 


strnclion  and  more  importantly  20  patients  or 
roughly  20'’(j  of  ilie  ones  visualized  had  normal 
extrahepatic  biliaiy  trees.  These  patients  did  not 
have  extr;ihe|)atic  olrstrtiction  but  rather  “medi- 
cal jaundice”  ;md  did  not  retpiire  surgei  y.  4’here- 
fore,  the  clinical  as.sessment  of  surgical  jttnnclice 
was  incorrect  in  20%  of  the  cases.  In  this  series 
08  patients  were  felt  to  Intve  primary  liver  disease 
as  a catrse  of  their  jaundice,  i.e.,  ;ni  elevation  of 
the  serum  bilirubin  with  alrotit  50%  diiect  and 
50%  indirect,  elevated  SCOT,  and  no  elevation 
of  alkaline  phosphatase.  In  this  group  of  08  pa- 
tients with  classic  “medical  jaundice”  the  com- 
mon bile  chict  was  foitnd  to  be  obstrticted  in  14, 
so  that  20%  of  the  patients  who  clinically  ap- 
peared to  have  intrahepatic  or  medical  jaundice 
had  extrtthepatic  biliary  obstruction  and  recpiired 
surgery.  Therefore  by  utilizing  these  new  tech- 
niipies  the  physician  can  more  accurately  sep- 
arate medical  and  surgical  jatnulice.  If  extra- 
heptitic  biliary  obstruction  is  present,  acctirate 
clelinition  of  the  anatomic  location  of  the  lesion 
is  possible  preoperatively.  So  in  the  jttnndice  pa- 
tient a more  aggressive  a|ipro;ich  can  be  developed 
utilizing  ERCP  and  PIC.  It  should  be  empha- 
sized that  in  employing  these  procednres  a te;un 
approach  is  recpiired.  dhe  decision  to  titilize 
these  procednres  should  be  a joint  decision  be- 
tween the  primary  physician,  the  physician  per- 
forming the  procedure,  and  the  surgeon  desig- 
nated to  perform  any  indicated  surgical  pro- 
cedure. If  the  decision  is  made  to  employ  these 
technicpies  then  the  radiologist  also  becomes  an 
important  member  of  the  team  who  must  ob- 
tain and  accurately  interpret  the  cholangiogram. 

I’he  cpiestion  arises  as  to  which  procedure 
should  be  selected  as  the  procednre  of  choice  in 
the  patient  with  jaimdice  — ERCP  or  PTC?  The 
answer  in  a gastroenterology  refetral  center  is  a 
simple  one.  Iloth  procedures  should  be  avail- 
able because  they  are  complemetitary  jrrcKednres 
rather  than  competitive  ones.  4'he  initial  pro- 
cednre of  choice  wotdd  deix-nd  on  operator  ex- 
jrei  ience  and  preference.  Occasiotially  because 
of  specific  indications  one  technicpie  may  have 
an  advantage  over  the  other,  atul  occasionally 
both  techtiicpies  may  lie  employed  iti  the  same 
jratient's  diagnostic  workup.  Because  P EC  is  an 
easier  technicpie  to  master,  less  expensive  ecpiip- 
ment  is  required,  and  virtually  100%  sticcess  cati 
be  expected  if  extrahepatic  biliary  obstruction 
is  present  it  will  probably  develop  as  the  pro- 
cedure of  choice  that  cati  be  offered  in  commnni- 


Volume  73,  Number  3 — August,  1976 


139 


Recent  Advances  In  Evaluation  of  the  Jaundiced  Patient 


ty  hospitals  where  ERCP  is  not  available.  In  terms 
ot  cost  effectiveness,  a recent  report  calculated 
that  a savings  of  $1,000  per  patient  hospitaliza- 
tion resulted  from  early  utilization  of  these  new 
diagnostic  technicpies. 

In  summary,  two  new  diagnostic  techniques  al- 
lowing direct  cholangiography  are  now  available 


with  acceptable  low  complication  rates  to  be 
utilized  in  the  jaundiced  patient.  By  utilizing 
these  new  technicpies  more  accurate  definition  of 
the  cause  of  jatmdice  can  be  obtained.  This  re- 
sults in  appropriate  therapeutic  planning  and 
avoids  needless  prolongation  of  hospitalization 
resulting  in  lowered  hospital  costs  to  the  patient. 
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JL  lie  [im  pose  ol  ill  is  report  is  to  jii  cscni  l e- 
eent  developments  ret;;iiclin,»  tlie  aminoglycoside 
antibiotics  — that  is,  the  tmiibiotics  iclated  to 
streptomycin.  Kxtnnples  ol  these  are  kanamycin, 
geniainicin,  p;iromoinycin,  neomycin,  amikacin, 
and  tobramycin.  The  newest  oi  these,  tobramy- 
cin, trill  be  discussed  in  de[)lh  bectmse  it  is  now 
FDA  a[)pro\ed  and  tivailable;  some  attention  will 
be  given  to  amikttcin  (KB-K(S)  , which  is  still  ex- 
[lerimental. 

Mechanism  of  Action 

Fhe  mechanism  ol  tiction  ol  most  aminogly- 
coside antibiotics  is  probably  similar  to  that  ol 
strejitomycin;  these  drugs  inhibit  protein  syn- 
thesis at  the  30-.S  ribosomal  siibnnit  within  the 
cytoplasm.  Electron  microscopy  has  levealetl 
within  the  cyto|)lasm  ol  the  cell  a network  ol 
tubules  known  as  the  endojilasmic  reiicnlum. 
.Vronnd  these  tubules  are  tiny  clots  that  can  be 
.seen  on  electron  microscopy;  these  are  called 
ribosomes  (Figure  1)  . Ribosomes  are  the  site  ol 
protein  synthesis  in  ceils.  Bacterial  cells  can  be 
ground  with  a mortar  and  pestle  and  the  cell 
cytoplasm  spun  in  an  ultracentriluge,  so  that  the 
cell  ultra-structures  (organelles)  layer  out  along 
the  centriluge  tube  at  various  levels,  depending 
upon  their  molecular  tveights.  d hese  levels  or 
molecular  weights  are  designated  by  the  term 
•Svedberg  coellicient;  lor  exanijrle  “19  .Svedberg” 
or  19-S  corresponds  with  a higher  molecular 
weight  than  7-S.  Bacterial  ribosomes  are  70- .S  by 
ultracentrifugation,  d'hey  can  be  separated  into 
a 30- -S  subunit  and  a .50- .S  subunit.  .Streptcrmycin, 
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Figure  1. 

Illustration  of  the  niuleus,  cvtoplasm.  and  endoplasmic  reticulum  of 
a cell.  riie  arrow  indicates  ribosomes  around  the  endoplasmic 
reticulu  m. 


anti  piesum.ibly  the  othci  aminoglycoside  anti- 
biotics, inhibit  piotein  synthesis  mainly  at  the 
30-.S  1 ibosomal  subunit  level.  I bis  mechanism  is 
not  completely  uiulerstood;  however,  some  facts 
;ne  known.  Streptomycin  does  biiul  irreversibly 
to  the  1 ibosome.  .\lso,  in  synthetic  systems  strep- 
tomycin inhibits  peptide  synthesis  and  ptirtly  in- 
hibits transler  RXA  bintling  to  the  libosome- 
messenger  RN.\  complex.  In  atldition,  it  causes 
misreading  (tlecreased  ttccuracy  of  recognition) 
ol  the  genetic  code.  1 hits,  streptomycin  both  in- 
hibits [irotein  s)inhesis  and  causes  .synthesis  of 
abnoinial  pioteins;  however,  this  resulting  pro- 
tluction  of  abnormal  protein  tloes  not  explain  the 
killing  action  ol  the  drug,  d'he  key  to  the  lethal 
action  of  streptomycin  was  providetl  by  shifting 
the  investigations  from  synthetic  to  natuial  sys- 
tems. Fhe  results  showed  that  stre])tomycin  per- 
mits lormation  of  the  "initiation  complex’’  be- 
tween the  anticodon  of  transfer  RNA  and  the 
codon  of  a me.s,senger  RN.\  (Figure  2)  , but  then 
blocks  its  lurther  activity.  Moreover,  the  strep- 
icmiyc  in-blocked  complex  is  unstable;  the  trans- 
fer RN.\  is  prematurely  released  and  the  ribo- 
somes droj)  off  the  messenger  RN.V.  .Streptomycin 
is  thus  seen  to  c;uise  a cyclic  blockade  of  ribo- 
somal  activity  with  rejreated  reinitiation,  inhibi- 
tion ol  activity,  and  release.  Presumably  tobra- 
mycin and  other  aminoglycosides  ;tct  in  much 
the  s;ime  way  and  thus  are  basically  bactericidal 
antibiotics. 

Pharmacology  and  Toxicity  of  Tobramycin 

'Fobramycin  was  discovered  about  19()7  as  ;in 
extract  from  Slreptomyccs  Icnebydrius,  from 
which  the  brand  name  Nebcin®  (fally)  was 
taken.  I'his  drug  is  similar  in  almost  every  re- 
spect to  the  more  familiar  antibiotic  gentami- 
cin (Ciaramycin®  (.Schering)  ) . With  regard  to 


Streptomycin  (Str) 

Figure  2. 

Diagrammatic  illustration  of  the  mechanism  by  whidi  streptomycin 
inhibits  protein  synthesis. 
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the  sensitivity  of  microorganisms,  these  two  anti- 
biotics are  remarkalily  similar.  Tobramycin  is 
effective  against  most  strains  of  certain  enterobac- 
teriaceae  such  as  Pseudomonas,  Klebsiella,  Es- 
cherichia coli,  Serratia,  and  many  of  the  other 
gram  negative  bacilli  which  infect  hospitalized 
patients  today.  This  drug  is  also  similar  to  gen- 
tamicin in  that  it  is  very  effective  in  the  test  tube, 
yet  not  accepted  in  practice,  against  the  staphylo- 
cocci. The  claim  has  been  made  by  the  manu- 
facturer that  tobramycin  is  cpiantitatively  more 
effective  than  gentamicin  against  gram  negative 
bacteria  which  are  tpialitatively  susceptible  to 
both  drugs.  When  this  has  been  tested  in  various 
laboratories  in  studies  subsidized  by  the  manu- 
facturer, this  claim  has  generally  been  substanti- 
ated. Burger  and  a.ssociates  studied  this  point 
carefully  by  comparing  the  susceptibility  of  63 
bacterial  strains  to  tolnamycin  and  gentamicin 
in  each  of  five  separate  agar  or  broth  media.  In 
four  of  the  media  it  was  found  that  the  63  organ- 
isms were  quantitatively  more  susceptible  to 
tobramycin  than  to  gentamicin,  but  in  the  fifth 
medium  the  opposite  was  found.  On  the  other 
hand,  gentamicin  is  quantitatively  a bit  more 
effective  than  tobramycin  in  the  test  tube  against 
strains  of  Serratia.  Another  claim  which  appears 
to  be  well  substantiated  is  that  there  are  some 
strains  of  Pseudomonas  wliich  are  partially  or 
totally  resistant  to  gentamicin.  Studies  showed 
from  22  to  91%  of  these  resistant  strains  to  be 
sensitive  to  tobramycin.  Whether  a certain  strain 
of  Pseudomonas  is  resistant  to  gentamicin  and 
susceptible  to  tobramycin  or  vice  versa  must  be 
determined  by  individual  susceptibility  tests, 
however,  75-95%,  of  gram  negative  enterobac- 
teriaceae  are  generally  susceptible  to  both  gen- 
tamicin and  tobramycin.  'Fhis  is  true  unless  there 
happens  to  be  genetically  transmitted  “R-factors” 
which  are  transmitting  resistance  to  one  or  both 
of  these  antibiotics  from  one  strain  of  bacteria 
to  the  next.  Thus,  in  tlie  final  analysis  whether 
either  gentamicin  or  tobramycin  can  be  recom- 
mended for  use  in  giam  negative  sepsis  of  un- 
known etiology  must  be  determined  by  sensitivi- 
ty tests  of  these  two  antibiotics  on  several  hun- 
dred strains  of  gram  negative  rods  in  the  indi- 
vidual hospital. 

The  pharmacology  of  tobramycin  is  very  simi- 
lar to  that  of  gentamicin.  Recommended  dosage 
and  bkx)d  levels  of  the  two  drugs  are  approxi- 
mately the  same.  Effective  blood  levels  are  4 to 
8 mg/ml  of  serum.  Levels  greater  than  12  mg/ml 


of  tobramycin  would  be  considered  toxic  to  the 
vestilnilar  branch  of  the  8th  cranial  nerve,  and 
levels  less  than  4 mg/ml  are  probably  inadequate 
for  antimiaobial  activity.  The  excretion  of  the 
two  drugs  is  also  qualitatively  similar.  Tobramy- 
cin is  excreted  by  the  glomendus.  As  with  genta- 
micin, impaired  renal  function  signaled  by  ele- 
vation of  the  BLIN  and  creatinine  can  produce 
accumulation  of  this  drug  in  the  serum  to  well 
above  toxic  levels.  The  toxicity  of  tobramycin  is 
roughly  two-fold:  it  causes  8th  nerve  damage  and 
proliably  involves  the  vestibular  more  often  than 
the  auditory  division.  Also,  tolnamycin  is  prob- 
ably nephrotoxic  in  much  the  same  way  as  is 
gentamicin.  Since  other  aminoglycosides  cause 
neuromuscidar  paralysis  when  toxic  levels  occur, 
one  would  suspect  that  this  is  a feature  of  tobra- 
mycin also.  It  has  been  claimed  but  not  proven 
that  the  ototoxicity  of  tobramycin  is  less  than  that 
of  gentamicin.  The  main  point  regarding  the 
toxicity  of  tobramycin  is  that,  as  with  gentamicin, 
a mnnlier  of  factors  in  clinical  practice  must 
alert  the  physician  to  die  possibility  that  his  pa- 
tient may  be  developing  nephrotoxicity  or  more 
importantly  ototoxicity.  The  first  indication  is 
an  elevated  BUN,  elevated  creatinine,  or  de- 
pressed creatinine  clearance.  The  BUN  changes 
are  often  subtle  — a patient  with  a BUN  of  14  or 
15  may  develop  a BUN  of  19  or  20  to  22  mg% 
while  receiving  tobramycin  or  gentamicin.  This 
finding  should  alert  the  physician  to  discontinue 
or  gTeatly  reduce  the  dose  of  the  drug  if  this 
trend  continues.  In  this  type  of  patient,  with 
a rising  BUN,  it  is  virtually  impossible  to  con- 
trol the  serum  levels  of  aminoglycoside  antibio- 
tics to  insure  subtoxic  levels,  the  use  of  nomo- 
grams and  measured  serum  levels  of  the  drug. 
However,  if  the  patient  has  stable  renal  dysfunc- 
tion, generally  safe  serum  levels  of  the  aminogly- 
cosides can  be  maintained  by  means  of  a nomo- 
gram to  prescribe  a reduced  dose  and  by  closely 
monitoring  serum  levels.  Secondly,  patients  over 
60  years  of  age  are  more  likely  to  develop  ototoxi- 
city with  the  aminoglycosides.  In  addition,  pa- 
tients who  have  recently  received  large  doses  of 
the.se  antibiotics  should  be  treated  with  greater 
caution  as  should  patients  who  already  have 
vestilnilar  or  auditory  nerve  damage.  Audiograms, 
nystagmagi'ams,  and  caloric  testing  may  be  help- 
ful but  probably  are  of  less  value  than  nomo- 
grams and  measurements  of  serum  concentrations 
of  the  drug  for  guarding  against  toxicity.  Cer- 
tainly when  a patient  develops  definite  dizziness 
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or  ataxia  while  receiving  one  ol  these  clings,  the 
medication  slumld  be  cliscontiinied  innnecliately. 
'I'he  overall  incidence  oi  ototoxicity  with  gentami- 
cin has  been  in  the  neighborhood  ol  1 to  3%  but 
more  inijxHtantly  a smaller  number  ol  patients 
have  sustained  tragic,  irreversible  inability  to 
ambulate  due  to  severe  imbalance.  It  is  indeed 
lortunate  that  the  package  insert  ol  tobramycin 
contains  a table  lor  appropriate  reduc  tion  ol  the 
close  ol  this  drug  based  on  the  scrum  creatinine 
or  creatinine  clearance  in  the  jxitient. 

Clinical  Information  on  Tobramycin 

T he  clinical  ellectiveness  ol  tobramycin  has 
been  assessed  in  a number  ol  studies  and  com- 
parisons ol  gentamicin,  and  tobramycin  have 
also  been  made  clinically.  While  clinical  studies 
may  be  uselid  as  a rough  guide,  they  are  olten 
limited  in  \alue  because  ol  the  inability  ol  the 
investigators  to  adecpiately  control  the  numerous 
variables  in  their  study  patients.  Such  variables 
include  extent  ol  disease,  clilferences  in  host  de- 
fense mechanisms  among  patients,  the  enthusi- 
asm with  which  important  supportive  care  mea- 
sures were  applied  from  patient  to  patient,  and 
finally  the  presence  of  co-morbidity  factors  such 
as  steroid  therapy  and  granidocytopenia.  How- 
ever, it  appears  to  be  well  accepted  now  that  both 
gentamicin  and  tobramycin  are  very  effective  in 
urinary  tract  infection  in  which  there  is  fever  and 
the  possibility  of  bacteriuria;  these  drugs  are 
probably  not  indicated  in  uncomplicated  lower 
urinary  tract  infection  without  fever.  In  73  can- 
cer patients  tobramycin  was  found  to  Ite  effective 
in  91%  of  11  urinary  tract  infections,  47%  of 
pneumonias,  33%  of  septicemias,  and  54%  of 
overall  infections.  In  a patient  with  leukemia  or 
agranulocytosis,  the  factor  that  deteiinines  suc- 
cess is  not  .so  much  the  antibiotic  therapy,  but 
rather  whether  the  white  blood  cell  neutrophil 
count  rises  to  more  than  1,000  per  microliter 
(cubic  mm)  . When  the  neutrophil  count  re- 
mains in  the  100  per  miaoliter  range,  ajtproxi- 
mately  25  percent  of  patients  with  infection  show 
a clinical  response  to  tobramycin.  If  the  neutro- 
phil count  is  above  1,000  per  microliter  range, 
one  might  expect  roughly  a 70%  response  rate 
depending  upon  the  seriousness  of  the  overall 
infection.  In  one  study  gentamicin  and  tobramy- 
cin aj){>eared  to  have  roughly  etpial  effectiveness 
as  therapeutic  agents  in  62  infections  (Klastersky 
et  al,  1974) . For  infections  of  unknown  etiology 
in  patients  with  acute  leukemia  or  agranulocy- 


tosis, oiu'  approadi  is  Ic;  Ijegin  therapy  with  full 
doses  of  cat  benicillin,  nafcillin,  and  either  genta- 
micin ctr  tobiamycin  (provided  there  are  no  con- 
traindications of  these  agents)  rather  than  rely 
on  gentamicin  or  tobramycin  alone. 

4 he  dose  of  tobramycin  is  roughly  the  same  as 
that  for  gentamicin.  For  seriotis  life-threatening 
infectiotis  the  do.se  shotdd  be  1.66  mg  per  kg  of 
body  weight  every  eight  hours  provided  the  renal 
function  is  normal.  4 his  shotdd  be  reduced  to 
1.0  mg/kg  Q8H  as  .soon  as  clinically  indicated; 
vestibular  toxicity  is  more  likely  to  occur  if  treat- 
ment is  extended  longer  than  10  days.  For  urinary 
tract  infections  ;i  dose  of  1 mg  per  kg  every  eight 
hours  can  be  used.  I hese  dosages  can  be  given 
intramuscularly,  and  for  the  patient  with  throm- 
bocytopenia cjr  reduced  mtiscle  mass  they  can  akso 
be  given  ititravenottsly.  For  intravenous  admin- 
istration the  dose  is  diluted  into  50  to  100  ml  of 
5%  Dextrose  Injection  and  infused  into  the  pa- 
tient over  a period  of  20  to  60  minutes.  For 
patients  who  have  redticed  renal  ftinction,  the 
nomogram  oti  the  package  insert  of  tobramycin 
conveniently  allows  one  to  prescribe  a dose  based 
on  the  serutn  creatinine  or  the  creatinine  clear- 
ance in  th;tt  patient.  Finis  a patient  who  has 
a scrum  creatinine  of  2.4  mg  per  100  ml  should 
receive  40%,  of  the  normal  dose  based  on  his 
w^eight.  4 he  dose  on  a per  weight  Ijasis  can  also 
be  calctilated  from  a table  within  the  package 
insert.  I he  in.sert  also  states  that  in  patients  with 
reduced  renal  ftinction,  serum  concentrations  of 
trobramycin  shotdd  be  determined  by  micro- 
biological assay  whenever  possible.  A commer- 
cial manufaettner  is  jjresently  preparing  a bio- 
assay kit  lot  tobramycin  serum  levels  which  should 
be  availaljle  in  the  near  future.  Of  course,  the 
manufacturer  of  gentamiciti  has  a microbiologi- 
cal assay  kit  available  for  tlie  measurement  of 
.serutn  concentrations  of  that  drtig. 

Neither  gentamicin  nor  tobramycin  should  be 
given  concnrretitly  with  potetit  diuretics  such  as 
furosemide  (Lasix®)  . Furosemidc  can  cause 
ototoxicity,  and  intravenotisly  administered  furo- 
semide enhances  aminoglycoside  antibiotic  tox- 
icity Ijy  altering  aiuiltiotic  concentrations  in 
serum  and  tissue. 

Like  gentamicin,  tobramycin  is  dialyzable,  .so 
the  patient  on  hemodialysis  should  receive  a dose 
of  tlie  drug  after  the  dialysis  procedure.  The 
amotint  of  the  dose  is  not  currently  available  in 
the  present  literature  with  regard  to  tobramycin. 
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In  the  anephiic  patient  the  half  life  of  tobramy- 
cin is  54  hours  compared  to  two  hours  in  the  nor- 
mal. A fairly  well  accepted  dose  of  gentamicin 
after  hemodialysis  is  1 mg  per  kg  body  weight. 

'I’he  overall  place  of  tobramycin  in  the  treat- 
ment of  patients  with  bacterial  infections  is,  of 
cour.se,  up  to  the  individual  physician  and  the  in- 
dividual hospital  formulary  committee.  Most  in- 
vestigators accept  tobramycin  as  an  effective  drug 
for  bacterial  infection  due  to  susceptible  gram- 
negative enterobacteriaceae.  Certainly  the  drug 
is  a useful  and  welcome  addition  to  our  armamen- 
tarium for  tho,se  opportunistic  pathogens  which 
are  very  difficult  to  treat,  including 
Klebsiella,  and  Serratia.  Whether  gentamicin, 
tobramycin,  and  future  aminoglycoside  anti- 
Fseudotnonas  drugs  should  be  freely  irsed  on  an 
open  basis  is  a cpiestion  which  should  be  consid- 
ered carefully.  A current  problem  in  many  hos- 
pital centers  in  the  United  States  is  the  “multi- 
resistant  gram  negative  bacillus".  Certain  strains 
of  gram  negative  bacilli  are  appearing  which  are 
resistant  to  virtually  every  drug  in  the  pharmacy. 
A similar  problem  is  that  in  many  hos]>itals  the 
percentages  of  Pseudomonas  and  Klebsiella  which 
are  sirsceptible  to  a given  aminoglycoside  anti- 
biotic often  progressively  decrease  from  year  to 
year.  I his  phenomenon  usually  does  not  occur 


unless  the  drug  has  been  used  extensively  within 
the  hospital.  In  addition,  discontinuance  of 
usage  of  a given  aminoglycoside  antibiotic  has 
been  shown  to  precede  restoration  of  sensitivity 
of  high  percentages  of  bacteria  to  the  antibiotic. 
For  this  reason,  some  hosjtital  formulary  com- 
mittees are  recommending  that  one  effective 
aminoglycoside  antibiotic  be  used  on  an  open 
prescription  basis  while  the  other  aminoglyco- 
side antibiotic  is  held  in  a “restricted"  status,  the 
.second  antibiotic  being  held  in  reserve  for  bac- 
teria which  are  resistant  to  the  first  or  for  clinical 
situations  in  which  the  antibiotic  first  prescribed 
appears  to  be  ineffective. 

Amikacin 

Amikacin  or  BB-K8  is  an  aminoglycoside  anti- 
biotic which  is  very  similar  pharmacologically  to 
kanamycin;  that  is,  effective  .serum  levels  require 
a do.se  of  approximately  500  mg  (7.5  mg/kg) 
every  12  hours.  Fhe  major  difference  between 
this  drug  anti  kanamycin  is  that  BB-K8  is  effec- 
tive against  most  strains  of  Pseudomonas.  Ami- 
kacin is  apparently  a poor  substrate  for  certain 
of  the  bacterially  produced  enzymes  which  in- 
activate gentamicin  and  kanamycin.  However, 
other  enzymes  also  produced  by  the  enterobac- 
teriaceae can  inactivate  amikacin.  As  of  this  writ- 
ing, amikacin  has  not  been  approved  by  the  FFlA. 
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clorc  discussing  inctal)()lic  acidosis  per  sc, 
a review  ol  l)asic  |)liysiologv  regarding  renal  acidi- 
liealion  and  die  normal  mechanisms  by  which  tlie 
l)ody  j>rcvents  the  development  ol  acidosis  is  in 
order.  The  major  extravascidai'  Itnller,  soditim 
Iticarhonate,  is  readily  filtered  at  tlie  glomcrnlns 
Ity  the  kidney;  if  the  kidney  were  not  able  to 
maximally  conserve  Iticarbonate,  it  would  cpiick- 
ly  Ite  lost  in  the  m ine,  resnlting  in  acidosis.  How- 
ever. the  kidney  under  most  circtnnstances  re- 
absorbs  almost  100%  of  the  filtered  bicarlronate. 
riiis  is  chiefly  a ftinction  of  the  proximal  con- 
voluted tnltnle,  altotit  85  to  90%  of  the  filtered 
bicarltonate  being  reabsorbed  there.  I'he  re- 
maining 10  to  15%  is  reabsorbed  in  the  distal 
convohited  ttiittde,  producing  a fall  in  tlie  urinary 
pH  to  approximately  0.2.  A schematic  represen- 
tation of  tnbtilar  Iricarbonate  reabsorption  is 
shown  in  Figure  1.  d'he  second  meclianism  liy 
which  the  body  prevents  the  daily  development 
of  acidosis  is  the  excretion  of  the  excess  hydrogen 
ion  that  builds  up  in  the  body  witli  otn  normally 
acidic  daily  diet.  I'his  secretion  of  the  excess  hy- 
drogen ion  is  chiefly  a function  of  the  distal  con- 
\ohited  tnbtile;  it  is  then  titrated  or  btdfered  by 
the  major  urinary  Ittiffers,  disoditim  phosphate 
and  ammonia  (Figtire  2)  . 


*Holt*Krock  Clinic.  I t.  Sniitli,  Arkansas. 


Figure  2. 

Schematic  representation  of  excretion  of  titratable  acid  (A)  and 
ammonia  (B)  in  the  distal  tubule. 


.Metaiiolic  acidosis  is  defined  as  .sertiin  ])H  be- 
low 7.58  associated  with  a Iticarbonate  below  24 
mE(|/L  and  a pCXfj  less  than  35  mm  Hg.  Meta- 
bolic acidosis  can  result  from  one  of  tw'o  causes: 

1)  1 he  e.xcessive  prodtiction  of  acid  Ijy  the  body 
as  ill  lactic  acidosis  or  diabetic  ketoacidosis,  anti 

2)  the  lailure  of  the  kidney  to  reabsorb  bicar- 
bonate normally  or  excrete  the  body's  litiildtip  of 
excessive  acid  from  our  acidic  diet. 

Ill  diabetic  ketoacidosis  a lack  of  insulin  leads 
to  tlie  moltilization  of  free  fatty  acids  by  the 
hytlrolysis  of  fats  in  adipo.se  tissue.  4 hese  free 
fatty  acids  are  taken  to  tlie  major  metabolic  ma- 
chinery in  the  Ixxly,  primarily  tlie  liver  and  the 
muscle,  fn  the  muscle  they  are  readily  converted 
to  COl’  and  tvater;  however,  in  the  liver  they  can 
only  be  converted  to  the  ketone  bodies,  acetone, 
acetoacetic  acid  and  hydroxybetabutyric  acid. 
These  ketone  bodies  can  stibsetpiently  be  taken 
to  muscle  and  converted  to  COi>  and  water,  but 
their  prodtiction  in  the  liver  is  so  excessive  that 
it  tistially  overwhelms  intrscle,  resulting  in  ac- 
ctmiulation  of  these  ketone  bodies  and  acidosis. 
The  treatment  of  diabetic  ketoacidosis  is  treat- 
ment of  the  primary  metabolic  abnormality,  that 
is,  the  administration  of  instilin  to  prevent  the 
mobilization  of  the  free  fatty  acid  and  the  build- 
up of  ketone  bodies.  In  atldition  the  voltnne 
losses  and  electrolyte  losses  dtie  to  the  glycosuria 
must  be  repleted.  If  excessive  acidosis  (ph<7.2) 
is  associated  with  hypotension  then  intravenotis 
bicarbonate  may  be  necessary  litit  one  must  be 
careful  to  avoid  rapid  correction  of  the  acidosis 
and  exacerbation  of  the  central  acidosis.  .\s  the 
systemic  acidosis  is  corrected  the  bicarbonate  rises, 
the  lungs  stop  hyperventilating,  aiul  the  ]XX)2 
rises  in  the  blood,  it  can  readily  diffuse  across  the 
blood-brain  barrier.  However,  bicarbonate  is 
an  anion  and  has  to  be  actively  transjxrrted 
across  the  blootl-brain  barrier  and  does  not  difftise 
across  as  rajridly  as  COl*.  If  one  rapiilly  treats  the 
.systemic  acidosis  with  bicarbonate,  one  can  in- 
crease the  pCX)i>  in  the  serum  and  in  the  CN.S  with- 
out bicarbonate  being  able  to  transverse  the 
blood-brain  barrier  as  ra])idly.  'Fhis  leads  to  the 
profotnid  exacerbation  of  the  central  acidosis  and 
deterioration  in  the  mental  status  of  the  patient, 
who  may  develop  stupor,  coma,  and  seizures. 

Another  form  of  excessive  acid  prodtiction  in 
the  body  which  leads  to  metabolic  acidosis  is 
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lactic  acidosis.  I'his  is  seen  in  severe  hemorrhage, 
sepsis,  cardiogenic  shock,  drug  overdose,  phen- 
forniin  ingestion  and  also  idiopathic  acidosis.  In 
hemorrhage,  sepsis,  shock  and  drug  overdose  there 
is  inadequate  peripheral  circnlation,  lack  of  oxy- 
gen delivery  to  tlie  metaliolic  machinery,  and  a 
shift  of  metabolism  within  the  cell  from  aerobic 
metabolism  to  glycolysis.  I'his  leads  to  an  ac- 
cnmiilation  of  lactic  acid.  I’he  main  thrust  of 
therapy  is  correction  of  the  cause  of  the  inade- 
quate circnlation  by  means  of  blood  transfusion 
in  hemorrhage,  antibiotics  in  sepsis,  dopamine  in 
cardiogenic  shock,  and  removal  of  tlie  offending 
drugs  in  drug  overdose.  However,  in  most  in- 
stances one  must  also  give  intravenous  bicarbo- 
nate for  once  the  blood  pH  falls  below  7.2  the 
heart  and  the  peripheral  vasculature  do  not  re- 
spond nonnally  to  sympathetic  stimulation  or 
circulating  catechols  and  cardiovascular  collapse 
ensues.  Again,  IV  bicarbonate  must  not  be  ad- 
ministered too  (juickly.  To  avoid  this  one  can 
administer  the  bicarbonate  using  the  ba.se  deficit 
(B.D.)  method,  calculated  as  follows:  B.D.  z=  0.4 
X kg  body  wt. 

((HCO,  - iHCO,) 

fHCOg  = desired  bicarbonate  concen- 
tration (usually  20  mEq/L) 

jHCiOg  = patient's  bicarbonate 
concentration 

One  usually  gives  one-half  to  two-thirds  of  the 
base  deficit  over  a tw'o  hour  period,  then  the  bi- 
carbonate  level  is  redetermined  and  the  base 
deficit  is  recalculated.  In  addition,  one  must  also 
replete  the  body's  potassium;  a shift  of  potassium 
to  the  extracellular  space  and  potassium  deple- 
tion may  occur  in  systemic  acidosis.  As  one  cor- 
rects the  acidosis,  producing  a shift  of  the  jxitas- 
sium  back  to  the  cells,  hypokalemia  and  life 
threatening  cardiac  arrhythmias  may  arise,  espe- 
cially il  the  patient  is  on  digitalis. 

Having  discussed  the  non-renal  causes  of  meta- 
bolic acidosis  let  us  discuss  the  various  forms  of 
renal  acidosis.  One  example  is  uremic  acidosis, 
in  which  severe  renal  insufficiency  is  present  with 
the  glomerular  filtration  rate  less  than  25  cc  per 
minute.  The  etiology  of  the  acidosis  is  two  fold. 
First,  proximal  bicarbonate  reabsorption  is  ab- 
normally low,  and  one  has  urinary  bicarbonate 
wasting.  Secondly,  ammonia  production  in  the 
distal  convoluted  tubule  is  subnormal,  thought 
to  be  due  to  the  excessive  accumulation  of  para- 
thormone in  uremia.  This  is  based  on  the  obser- 


vation that  pmathyroidectomy  in  the  uremic  pa- 
tient can  correct  the  acidosis.  In  addition,  infusion 
of  IV  calcium  can  produce  a fall  in  the  serum 
parathonnone  and  the  acidosis  will  correct.  Simi- 
larly infusion  of  parathyroid  extract  into  normal 
subjects  produces  a proximal  renal  tubular 
acidosis.  The  treatment  of  this  form  of  acidosis 
is  directed  toward  oral  alkali  replacement.  Most 
patients  with  uremic  acidosis  are  not  symptomatic 
from  the  acidosis  unless  the  bicarbonate  level  is 
less  than  15  inEq  jrer  liter,  but  under  these  cir- 
cumstances alkali  replacement  in  the  form  of 
sodium  bicarbonate  or  10%  .sodium  citrate  or 
.Scholl  1 Solution  is  the  best  form  of  therapy.  Since 
each  cc  of  Schohl's  solution  contains  1 niEq 
sodium  one  must  be  careful  to  avoid  volume  over- 
load in  patients  with  severe  renal  insufficiency. 

A second  form  of  renal  acidosis  which  is  seen 
in  chronic  renal  insufficiency  is  hyperchloremic 
acitlosis.  The  renal  insufficiency  is  less  severe; 
the  clearance  is  between  25  and  30  cc  per  minute. 
The  patient  is  hyperchloremic,  hyperkalemic,  and 
can  acidify  the  urine.  Typically  these  patients 
have  a nonglomerular  form  of  renal  insufficiency 
but  rather  interstitial  disease,  such  as  Balkan 
nephritis,  lead  nephropathy,  phenacetin-induced 
interstitial  nephritis,  polycystic  kidney  disease,  or 
obstructive  uropathy  with  chronic  pyelonephritis. 
Alkali  therapy  is  the  same  as  uremic  acidosis,  ex- 
cept most  of  these  patients  require  much  more 
alkali  therapy  than  the  patient  with  uremic 
acidosis. 

A third  form  of  renal  acidosis  is  proximal,  or 
Type  II,  renal  tubular  acidosis.  This  fomi  in- 
volves malfunction  of  the  proximal  convoluted 
tubule,  so  that  it  cannot  reabsorb  bicarbonate 
normally.  Nephrocalcinosis  is  frecjuently  present. 
There  is  usually  hypokalemia  with  renal  potas- 
sium wasting  in  the  presence  of  .secondary  hyper- 
reninism  and  hyperaldosteronism.  The  mechan- 
ism for  proximal  renal  tubular  acidosis  is  thought 
to  Ire  due  to  hyperparathyroidism,  based  upon  the 
observation  that  patients  with  renal  tubular 
acidosis  have  elevated  parathormone,  and  IV  cal- 
cium corrects  the  acidosis  as  the  elevated  para- 
thormone levels  fall.  In  addition  surgically  in- 
duced hypoparathyroidism  in  patients  with  proxi- 
mal renal  tubular  acidosis  corrects  the  renal  tubu- 
lar acidosis.  These  patients,  since  they  cannot  re- 
ab.sorb  filtered  bicarbonate,  require  large  doses 
of  alkali  to  correct  their  acidosis,  usually  greater 
than  or  equal  to  10  niEq  per  kilogram  per  day. 
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The  loui  th  and  final  lonn  of  renal  acidosis  is 
distal  renal  tubular  ac  idosis  ( l ype  1;  c lassic 
R I'A)  . In  this  disease  the  distal  nephron  is  un- 
ahle  to  secrete  hydrof^en  ions  against  a gradient, 
and  cannot  excrete  the  daily  dietary  acid  load. 
Urinary  pll  is  greater  than  5.5  at  all  times.  Like 
patients  with  proximal  renal  tultnlar  acidosis, 
however,  they  may  have  nejdirocalcinosis,  renal 
potassium  wasting  and  sodium  wasting  with  sec- 
ondary hyperaldosteronism.  In  contrast  to  jxt- 
tients  with  proxitnal  R I'A  wlio  usually  recpiire 
large  closes  of  alkali  therapy,  10  mEcj  kg/ 
day) , distal  RT.\  usually  retpiires  oidy  about  1 
mEcj/kg/day.  In  addition,  the  potassium  wast- 
ing in  the  proximal  type  usually  does  not  im- 


piove  with  correction  of  tlie  alkalosis,  whereas  in 
distal  R EA  it  does.  In  fact,  iti  proximal  Rl’A  as 
the  alkalosis  is  corrected  wasting  may  occur. 
Characteristically,  in  distal  R E.\  the  urinary  pH 
remains  above  5.5,  whereas  in  patients  witli  proxi- 
mal R EA  whose  plasma  bicarbonate  is  below  the 
ttii)ular  maximum  for  Incarhonate  reahsoi  |:)tion, 
complete  bicarbonate  reabsorption  occurs  and 
maximum  acidification  of  the  tirine  can  occtir 
(urinary  pH<5.5)  . In  proximal  Rd'.\  with  nor- 
mal plasma  bicarltonate  levels,  proximal  reab- 
sorbtion  is  impaired  and  the  restilting  bicarbon- 
aturia  leads  to  an  inaltility  to  maximally  acidify 
the  tirine.  A comparison  of  proximal  and  distal 
Rl’.\  is  seen  in  Table  I. 


Table  I.  COMPARISON  OF  PROXIMAL  AND  DISTAL  RTA 


Bicarbonate  wasting 
Lh  inary  pH 


Alkali  therapy 

Xephrocalcinosis 

Potassium  wasting  and 
hypokalemia 

Sodium  wasting  and 
secondary  hyperalcloster- 
onism 


Proximal  Renal  Tubular 
Acidosis 

Present 

Eess  than  5.5  at  low  plasma  bicarl)c:m- 
ate  concentrations;  greater  than  5.5 
at  normal  plasma  bicarbonate  con- 
centrations 

Greater  than  10  mEcj/Kg/tl 

May  be  present 

Exacerbated  by  correction  of 
the  acidosis 


May  be  present 


Distal  Renal  Tubular 
Acidosis 

AIjsent 

Always  greater  than  5.5;  even 
after  an  acid  challenge,  e.g. 
NH^Cl 

1-2  mE(|/Kg;d 

May  be  present 

Corrected  by  correction 
of  the  acidosis 

May  be  present 
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The  New  Anti-Inflammatory  Agents: 
Phenylalkanoic  Acids 

Eleanor  A.  Lipsmeyer,  M.D.* 


Jn  rheumatoid  arthritis  the  inflammatory  re- 
action (heat,  erythema,  edema,  and  pain)  is 
tliought  to  l)e  produced  by  |:)olymorphonuclear 
leukocyte  phagocytosis  of  immune  complexes. 
Phagocytosis  stimulates  lysosomal  release  of  ly- 
sozymes. In  some  way,  also,  histamine,  brady- 
kinin,  serotonin  and  prostaglandins  (PG)  are 
thought  to  play  a sujjpoiting  role  in  inflamma- 
tion. 

Current  experimental  evidence  shows  that: 

1)  PC's  are  pre,sent  in  certain  inflammatory  re- 
actions. When  A.SA  or  indomethacin  are  present, 
iidlammation  is  inlnl)ited  and  PC’s  are  not  found. 

2)  ASA  or  indomethacin  are  “inhibitors  of  PG 
syntlietase,"  the  enzyme  which  activates  PG  at 
the  site  of  action. 

S)  ASA  or  imlomethacin  act  upon  white  blood 
cells  — not  by  prevention  of  migration  into  the 
site  of  inflammation,  but  by  prevention  of 
lysozyme  relea,se. 

ACETYLSALICYLIC  ACID  (Aspirin)  (ASA) 

.\SA  remains  the  l)est  and  most  trusted  anti- 
inflammatory agent,  and  serves  as  the  staiulard 
against  which  all  anti-inflammatory  drugs  are 
judged.  I’he  acetyl  radical  is  cpiite  important, 
since  certain  effects  are  the  consequence  of  trans- 
acetylation of  proteins  in  the  biologic  process. 
.Xcetylation  of  platelet  memlnane  proteins  may 
be  the  mechanism  by  which  ASA  inhil)its  platelet 
aggregation,  d'he  acetyl  group  also  mediates  GI 
toxicity.  Removal  of  this  group  tlecreases  Gl 
toxicity,  but  unfortunately  decreases  anti-inflam- 
matory activity  also. 

because  of  these  side  ellects,  we  continue  to 
search  lor  new  nonsteroidal  anti-inflammatory 
agents  which  have  less  side  ellects  but  ecpial  or  in- 
creased potency. 

PHEXYLALKANOIC  ACIDS  are  the  newest 
gioup  of  anti-inflammatory  agents  which  either 
have  been  or  .soon  will  be  made  available  in  vari- 
ous forms.  (Table  I) 

.\.  Ibitfe?i(ic  was  the  first  drug  produced  in 
this  group.  It  had  marked  hepatotoxicity  with 
hepatocellular  necrosis  and  was  withdrawn  from 
use. 

*Member,  A.C.P.,  Associate  Professor  of  Medicine,  University 
of  Arkansas  for  Medical  Sciences.  Little  Rock,  Arkansas. 


Table  I.  PHENYLALKANOIC  ACIDS 


(.EXERIC, 

N.MtE: 

IBt  PROEEN 

EENO PROEEN 

NAPROXEN 

1 R.\1)E 

NAME: 

.MO  I RIN 

NAEEON 

NAPRO.SVN 

\rAI)E  BV: 

UPJOHN 

DIS  1 A 

SVN  I EX 

.Sl'PPLIEl): 

300;  too  MO 

.soo  M(; 

250  MG 

DO.SAGE; 

800  MG  1 11) 

000  Mt;  C)ii) 

750  M(.  BID 

b.  IbiipYofen  (Motrin)  (2-4-isobutyl-phenyl- 
propionic  acid)  differs  from  original  drug  by  only 
a single  methyl  group,  but  even  minimal  eleva- 
tion of  .serum  enzymes  has  been  infrequent.  It  has 
l)een  shown  to  act  as  an  analgesic,  and  in  high 
doses  as  an  anti-inflammatory  drug. 

Toxicity:  Diminished  GI  irritation  was  de- 
termined in  long-term  tolerance,  but  there  is  some 
tendency  toward  peptic  idcer.  No  effect  on 
platelet  aggregation  is  known. 

Clinical:  .Some  investigators  found  little  evi- 
dence that  the  drug  was  any  better  than  A.SA  in 
douljle-blind  controlled  trials;  however,  these 
were  conducted  with  doses  of  120()-1()00  mg.  Fur- 
ther  evaluation  has  shown  that  ibuprofen  has 
good  anti-inflammatory  effect  at  a dosage  of 
2400  mg/day.  Since  such  large  do.ses  are  neces- 
sary for  anti-inflammatory  effect,  this  drug  will 
probalily  be  most  useful  in  di.sease  with  less  in- 
flammation, such  as  degenerative  joint  disease, 
wliere  it  has  a good  analgesic  effect. 

G.  Tenopyofen  calciutn  (Nalfon)  (Ca  salt  of 
tl  1-2-3-phenoxyphenyl-propionic  acid)  was  initi- 
ally evaluated  as  a sodium  salt,  but  problems  of 
stability  led  to  testing  as  a calcium  salt.  It  has 
shown  to  liave  anti-inflammatory  and  anti-pyretic 
activity.  It  acts  as  a potent  inhibitor  of  prosta- 
glandin synthetase,  by  in  vitro  measurement  of 
|)rostaglandin  synthesis  from  arachidonic  acid 
l)y  bovine  seminal  vesicle  microsomes. 

4 he  drug  is  only  80%  absorbed.  W^hen  given 
with  A.SA  both  fenoprofen  and  indomethacin 
plasma  concentrations  were  reduced  significantly. 
Fenoprofen  does  not  affect  plasma  concentrations 
of  salicylates,  however.  4 he  half-life  of  fenopro- 
fen is  160  minutes. 

Toxicity:  Dysj^epsia  occurs  less  fretpiently  than 
with  ASA.  GI  micro-bleeding  with  ASA  was 
greater  than  with  fenoprofen.  Long-term  studies 
show  that  peptic  ulceration  may  occur. 
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(',li7ii((il:  Hotli  lciu)|)i oleii  rikI  ASA  were  loiiiul 
to  lie  similarly  elleclive  agents  in  rliennialoicl 
arthritis  with  average  daily  doses  ol  2.1  gm  leno- 
prolen  compared  with  1.5  g .\S.\.  I here  is  sig- 
nilicant  reduction  in  pain,  dmation  ol  moining 
slillne.ss,  analgesic  rcapiirements,  and  articnlar 
index,  with  increase  in  grip  strength.  No  signili- 
cant  reduction  in  joint  size  or  tempeiatnre  was 
notetl.  Strikingly  lewer  side  ellects  were  present 
when  the  drug  was  compared  with  .A.S.\.  It  ap- 
pears that  tenoprolen  will  provide  a nsetnl.  al- 
though not  dramatic  additional  agent  with  which 
to  manage  patients  with  rheumatoid  arthritis. 

1).  Xaproxcti  (Naprosyn)  (d-2-(V  methoxy-2'- 
n a ph  t h y 1-propionic  acitl)  anti  - intlammatory, 
analgesic,  and  antipyretic  acti\ity  has  been  dem- 
onstrated in  vitro.  It  has  been  evaluated  as  an 
inhibitor  of  PCf  synthetase  and  found  to  be  su- 
perior to  ASA  in  such  a system. 

It  is  acitlic  anti  highly  albumin-bound,  .\fter 
oral  administration,  it  is  promptly  and  fully  ab- 
sorbed. I'he  mean  half-life  of  the  drug  in  man  is 
I f hours  so  a twice-a-tlay  schedide  can  be  used. 
Albumin  binding  and  competitive  disjjlacement 
are  also  responsible  lor  jjotential  interactions 
with  drugs  such  as  warfarin,  sidfonylureas,  and 
ASA. 

Toxicity.  Naproxen  anti  ASA  in  anti-inllam- 
matory  tloses  were  comparetl  fttr  local  effect  on 
gastric  mucosa  in  normal  .sid)ject.s.  After  7-tlay 
treatments,  gastroscopy  revealetl  some  tlegree  t)f 
gastric  pathology  in  all  patients  with  .VSA;  only 
one  abnormality  was  founti  in  the  .sid)jects  given 
naproxen.  .Sid)jective  sitle  effects  anti  occurrence 
of  blootl  in  gastric  contents  roughly  paralleletl 
gastroscopy  findings.  In  35  patients  receiving 
naproxen  for  one  year,  no  major  upper  GI  sitle- 
effects  were  noted. 

.\s  an  index  of  ])latelet  aggregation,  bleeding 
times  were  tlone  after  ASA  anti  naproxen.  During 
therapy  with  both  drugs,  bleeding  times  were 
prolonged.  Ninety-six  hours  after  cessation  of 


therapy,  .\.SA-tieated  patients  still  sht)wed  jtio- 
longetl  bleetling  titnes,  while  napro.xeti  patients 
ilitl  nt)t.  Prolongetl  effects  of  A.S.\  ate  cotisisteiU 
with  the  postulate  that  ,\S.\  jrei  tnanently  acety- 
lates  the  platelet  membratie,  anti  thereby  imittiirs 
its  function  ft)r  the  lifes|xiti  of  the  platelet.  Alech- 
tinism  t)f  ])latelet  alteration  in  tiaptt)xen  is  not 
known. 

(iliniral:  In  rhenmatttiti  arthritis  a single-blind 
crossover  comparist)n  t)l  ibnprolen,  fetittprofen, 
anti  naproxen  (without  placebo)  was  performetl 
in  25  jratients.  They  were  giveti  either  2.4  g 
ibnprolen  tlay:  2.4  g fetioprolen  day;  or  750  mg 
najnoxen 'tlay.  Ant  i-rhenmatoitl  activity  (mea- 
sured by  litnbering-up  time,  pain  severity,  and 
joint  tenderness)  was  greatest  with  tiaproxen  and 
least  with  ibitprolen.  Patient  preference  was 
strongly  in  favor  ol  naprt)xen,  with  feno|jroIen  a 
secontl  choice  in  a majority  of  cases.  .Side  effects 
weie  not  serious;  the  ittcidetice  on  naproxen  was 
slightly  lower.  4 here  was  a higher  drop-out  rate 
on  ibuprofen. 

In  degenerative  joint  disease  it  was  used  in  a 
double-blind  comparison  with  indomethacin.  In 
most  parameters  there  was  a significant  improve- 
ment on  both  drugs.  Drug-related  sitle  effects  oti 
na|^ioxen  were  significantly  lower  than  those  on 
indomethacin. 

In  ankylt)sing  .spt)ntlylitis  najiioxen  was  com- 
pared with  previous  therapy  (either  phenylbuta- 
zone or  indomethacin)  . Most  patients  have  less 
paiti  and  mornitig  stilhiess  with  increased  flexion 
of  the  lumbar  spine.  Immobility  stillness  was  itn- 
proved;  many  patients  coidcl  sit  indefinitely  with- 
out becoming  stiff. 

\\4thin  the  next  year,  .several  new  non-steroidal 
anti-inflammatory  drugs  will  become  available. 
.\lthongh  their  ultimate  efficacy  remains  to  be 
determined,  it  would  appear  that  physicians  will 
.soon  have  drugs  with  improved  anti-inflammatory 
effect  and  lesser  toxicity  lor  the  treatment  ol 
arthritis. 
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Colonoscopy 

Donald  G.  Browning,  M.D.* 


olonoscopy,  or  coloscopy,  had  its  Ijeginning 
in  tlie  I960's.  Originally,  upper  GI  endoscopes 
were  utilized,  and  soon  thcrealter,  specific  colono- 
scopes  were  developed  with  characteristics  of  the 
sco|x?  having  ireen  altered  for  use  in  the  colon. 
A fiberoptic  glass  Inindle  system  is  used  for  visu- 
alization. riie  first  instruments  were  a short  60 
cm,  being  designed  for  use  in  the  sigmoid  and 
the  descending  colon,  but  increasing  experience 
created  a demand  for  a .scope  that  coidd  be  in- 
serted into  the  cecum.  Subsecjuently,  the  186  cm 
Olympus  OFLB  colonoscope  was  developed, 
along  with  others,  so  that  it  is  now  possible  to 
predictably  visualize  the  entire  colon  as  well  as 
the  ileocecal  valve  and  the  terminal  ileum.  Mu- 
cosal disea.ses  of  these  organs  may  be  visualized, 
biopsies  and  washings  for  cytology  oljtained,  and 
foreign  bodies  and  polyps  may  be  removed. 

T he  technicpies  of  diagnostic  and  therapeutic 
colonoscopy  obviously  recpiire  adequate  training, 
and  there  are  far  too  few  colonoscopists  presently 
available.  This  piocedure  is  now  done  by  gastro- 
enterologists and  other  internists,  surgeons,  radi- 
ologists and  even  pathologists.  This  need  is  il- 
lustrated by  a recently  ]mbli,shed  endoscopic  text 
by  Berry,  in  which  Shinya,  Eddy  and  Overholt 
state  that  il  there  is  indication  for  a barium 
enema,  there  is  indication  for  a colono,scopy.  Re- 
alizing the  impracticality  of  this  approach,  some 
of  the  more  recognized  indications  are:  1)  colonic 
bleeding,  2)  clarification  of  x-ray  findings,  3) 
polypectomy  and  other  elective  surgical  pro- 
cedures, 4)  suspected  carcinoma  in  the  presence 
of  sigmoid  diverticidar  disease,  5)  biopsy  con- 
firmation of  carcinoma  and  to  exclude  midtiple 
lesions,  6)  postoperative  colon,  7)  inflammatory 
bowel  disease,  8)  irritable  colon  syndrome,  9) 
terminal  ileal  disease,  10)  familial  history  of 
colonic  cancer  or  polyps,  and  11)  prior  to  colos- 
tomy closure.  Contraindications  for  this  pro- 
cedure are  those  which  would  be  expected:  1) 
perforating  disease  of  the  colon,  2)  toxic  mega- 
colon, 3)  recent  myocardial  infarction,  4)  recent 
abdominal  .surgery,  5)  aortic  iliac  aneurysm,  6) 

*Member,  A.C.P.,  Assistant  Clinical  Professor  of  Medicine, 
University  of  Arkansas  for  Medical  Sciences,  Little  Rock,  .Arkansas. 


jjeritonitis,  7)  pregnancy,  8)  acute  anal  disease, 
and  9)  hejxatitis.  Findings  at  colono.scopy  include: 
1)  carcinoma  missed  by  x-ray,  2)  colonoscopic 
diagnosis  of  carcinoma  in  the  presence  of  diver- 
ticular disease,  3)  ulcerative  colitis,  4)  granti- 
loniatous  coliti.s,  and  5)  regional  enteritis. 

74ie  American  .Society  for  Gastrointestinal 
Endoscopy,  in  their  1974  survey,  reported  that 
diagnostic  colonoscopies  numbering  25,928  caused 
55  perforations  and  two  deaths.  In  6,214  poly- 
pectomies, there  were  115  hemorrhages  and  18 
perforations.  Our  series  includes  more  than  2,100 
diagnostic  colonoscopies  since  1971  with  no  deaths 
and  no  perforations.  In  this  .series,  there  was  one 
myocardial  infarction  and  one  respiratory  arrest 
due  to  the  sedative;  both  responded  well  to  con- 
servative therapy.  Over  550  polypectomies  have 
been  performed,  with  no  deaths  or  perforations; 
six  have  bled,  two  recpiired  surgery  for  hemo- 
stasis, and  two  others  required  blood  transfusions. 

Endoscopic  pohpectomy  is  accomplished  by 
inserting  an  insulated  wire  snare  down  the  bi- 
opsy channel  of  the  colonoscope.  The  wire  loop 
is  manipidated  around  the  stalk  of  a peduncu- 
lated polyp  or  around  the  base  of  a sessile  polyp. 
A coagulating  current  is  then  passed  through 
the  snare,  resulting  in  severing  of  the  polyp  and 
simultaneous  hemostasis.  The  polyp  is  removed 
through  the  biopsy  channel,  or  if  the  tissue  is 
too  large  for  removal  by  this  method,  it  is  sucked 
into  the  tip  of  the  scope  and  the  entire  scope 
with  polyp  is  removed.  When  polyps  with  carci- 
noma in  situ  are  removed  endoscopically,  this 
may  be  considered  a cure;  however,  frequent 
endoscopies  for  ob.servation  of  the  area  are  rec- 
ommended. If  there  is  invasion  of  the  stalk  or 
the  muscidaris  mucosa,  then  surgery  is  recom- 
mended. 

In  summary,  colonoscopy  is  still  in  its  infancy; 
however,  in  the  last  few  years,  it  has  revolution- 
ized our  approach  to  the  treatment  of  colonic 
polyps  and  added  much  to  the  armamentarium 
of  diagnostic  capabilities  in  diseases  of  the  lower 
bowel. 
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Dependency  Cast  for 


Humerus  Fractures 


Leighton  Millard,  M.D.* 


T,e  “dependency  cast”  was  introduced  by 
Cialdwcll  in  1933’  and  continues  to  be  good  treat- 
ment for  fraettires  of  the  shaft  of  the  humerus. 
'I  bis  is  often  referred  to  as  the  hanging  arm  cast. 
The  shaft  of  the  hnmerns  is  that  part  between 
the  head  and  neck  and  the  condyles.  The  hang- 
ing arm  cast  is  indicated  in  transverse,  ohlitpie 
or  spiral  fraettires  of  this  area,  whether  or  not 
displacement,  shortening  or  comminution  is 
present. 

The  treatment  begins  with  the  application  of 
a well-padded,  lightweight  long  arm  cast  from 
the  wrist  to  the  level  of  the  fracture.  The  cast 
may  extend  one  inch  above  the  fracture  if  neces- 
sary. The  elbow  joint  must  be  positioned  at  90 
degrees  and  the  forearm  in  neutral  ]x)sition  as 
to  rotation.  (Fig.  1) 


•Little  Rock  Orthopedic  Clinic,  P.A.,  Little  Rock,  Arkansas. 
^Caldwell,  J.A.,  ‘1  reatment  of  fraettires  in  the  Cincinnati 

General  Hospital”,  American  Surgery,  V^ol.  97,  pp.  174-177,  1933. 


Figure  1. 


A snspensary  sling  is  then  attached  firmly  to 
the  cast,  through  a locjp  of  plaster  or  wire  to 
assure  that  this  point  of  fixation  remains  the 
same  at  all  times.  The  location  of  this  attach- 
ment is  then  moved  as  necessary  to  obtain  proper 
position  and  alignment  of  the  fracture. 

Shortening  of  one  inch,  20  degrees  of  anterior 
angtdation  and  30  degrees  of  lateral  angulation 
are  acceptable  and  are  compatible  with  the  re- 
sumption of  good  function  of  joints  and  muscles. 

To  correct  lateral  angulation  at  the  fracture, 
the  sling  should  be  fixed  as  shown  in  Fig.  2. 
Pulling  on  the  tlorsum  of  the  wrist  rotates  the 
elbow  forward  to  accomplish  this  correction. 

Cionversely,  to  correct  medial  angtdation,  the 
sling  pulling  on  the  volar  surface  ol  the  wrist, 
rolls  the  elbow  backward.  (Fig.  3) 

Posterior  angtdation  can  be  improved  by 
lengthening  the  sling,  as  seen  in  Fig.  4.  Also, 


Figure  2. 
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shoi  ienin<>  tlie  sling  allows  correction  ol  anterior 
angulation.  (Fig.  ,')) 

Fwo  other  atl jnstinents  are  jrossihle  to  con- 
trol the  ainonnt  ol  tiaction  on  the  Iractnre.  Fig- 
nie  (')  indicates  tliat  jtlating  the  ]>oint  ol  lixa- 
tion  close  to  tlie  tvrist  increases  tlie  length  ol 
tlie  lever  arm  and  therehy  increases  the  down- 
wind poll  on  the  lr;utnie.  Fignie  7 is  just  the 
opposite.  W'ith  the  sling  lixed  close  to  the  el- 
bow, tlie  level  ;nin  is  sliortened  and  the  pull  is 
decreased. 

()\erweig]it  p;itients,  espcciidly  il  a large  breast 
is  present,  imiy  need  a pad  between  tlie  elbow 
ami  thest.  I bis  is  illnsti;ited  in  Fig.  8. 

.\11  ol  these  mech;nnc;d  considerations  aie 
worthless  nnle.ss  the  cast  rcimiins  dependent  anti 
without  (luy  support  under  the  elbow  ;it  ;dl  times. 

Fhis  must  be  emph;isi/etl  to  the  patient.  As 


yon  will  see  in  Figure  9,  ;in  upturned  chair 
and  pillows  can  be  nsetl  to  stabilize  the  jiatient 


Figure  3. 


Figure  5 


I'lgure  (>. 
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ill  ;i  seini-iipi  iglit  position  lor  sleeping. 

The  ptuient  shonlcl  also  start  giavity  (irenin- 
clnction  exercises  in  1-5  clays.  1 his  is  clone  by 
hitving  the  patient  bend  lorwaicl  and  swing  the 
cast  in  gradnally  increasing  circles.  I bis  will 
help  to  prevent  shoulder  joint  stillness. 


It  is  important  to  renteinher  to  record  a good 
exainitiation  ol  the  nerve  Inncticjns  of  the  in- 
voked hand.  Fonrteen  percent  (14%)  of  these 
injuries  exhibit  transient  nerve  palsies. 

If  nerve  fnnetion  does  not  return  w'ithin  3 
months,  snrgical  treatment  may  he  necessary.  It 
is  preferable  when  doing  nerve  repair  to  have 
tlie  fractme  healed. 

4'he  usual  adult  jiatient  will  recpiire  4-(i  weeks 
of  cast  treatment.  Cihildren  recpiire  3-4  weeks. 
Range  of  motion  and  muscle  strengthening  exer- 
cises shonlcl  then  be  started. 

In  conclusion,  fractures  cjf  the  lunneral  shaft 
respond  well  to  cleirenclent  cast  treatment  if  a 
few'  basic  jtrinciples  are  followed.  Open  reduc- 
tion is  seldom  indicated. 


TABLE  ONE 


To  Correct 

Fix  Sling 

F.lboic  Moves 

lateral 

on  clorsmn 

forward 

angnlatic^n 

wrist 

medial 

on  r olar 

backward 

angnlation 

wrist 

posterior 

lengthen 

lateral 

angnlation 

sling 

anterior 

shorten 

medial 

angidation 

sling 

not  enongli 

closer  to 

downward 

traction 

wrist 

too  much 

closer  to 

npw'ard 

traction 

elbow 

CORRECTION 


The  authors  of  the  Jnly,  1976,  feature  of  Office  Orthopaedics: 
“Motorcycle  Injuries:  Problem  Without  .Solution"  w'ere: 

C.  Frank  Dodson,  Jr.,  M.D. 

Little  Rock  Orthopedic  Clinic,  P..\. 

P.  O.  Box  5270 

Little  Rock,  Arkansas  72205 

Carl  Lee  Nelson,  Jr.,  M.D. 

Department  of  Orthojjeclics 

University  of  Arkansas  for  Medical  Sciences 

Little  Rock,  Arkansas  72201 

Cihet  J.  Janecki,  M.D. 

\Tterans  Administration  Hospital 
300  East  Roosevelt 
Little  Rock,  Arkansas 
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The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 


(See  Answer  on  Page  157) 


The  patient  was  a 54-year-old  white  male  with  previous  history  of  infarction. 


John  E.  Douglas,  M.D. 

Acting  Chief  of  Cardiology 
University  of  Arkansas  for  Medical  Sciences 
Little  Rock,  Arkansas  72201 
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Dirofilaria  Immitis 
(Heartworms) 

Harvie  R.  Ellis,  D.V.M.* 


M any  people  are  aware  of  the  fact  that 
worms  are  cpiite  common  in  clogs.  It  is  also 
known  by  clog  owmers  that  heartworms  make  np 
a group  of  parasites  that  have  a very  serious 
impact  on  the  clog's  health.  The  official  name 
for  this  particular  parasite  is  Dirofilaria  immitis, 
which  means  “evil  thread.  ’ Human  Dirofilaria 
immitis  infection  has  also  been  rejrortecl. 

The  literature  states  that  canine  heartworm 
disease  is  worldwide  in  distribution.  For  many 
years  the  infection  was  described  as  having  the 
highest  incidence  in  the  Ciidf  and  .South  Atlantic 
Coastal  States  in  North  America.  Further  ex- 
pansion has  taken  place  because  the  infection 
has  been  reported  as  far  north  as  Maine  and 
inland  to  Illinois,  Wisconsin  and  Michigan. 

Dirofilaria  immitis  (heartworms)  is  a vector- 
borne  disease  that  is  transndtted  by  mosepntoes. 
d'he  sjX'cific  mosepnto  vectors  have  nett  been 
fnlly  identified,  but  it  is  reported  that  the  larvae 
develop  in  at  least  sixty  species.  It  is  al.so  stated 
that  many  mosejnitoes  are  themselves  killed  by 
the  filaria.  The  life  cycle  involved  uptake  of 
microfilaria  from  the  peripheral  circnlation  of 
dogs  by  a mosepnto  and  snbsecpient  tran.smission 
to  nniidected  cfctgs.  Most  clogs  with  heartworm 
clisea.se  may  die  if  left  untreated. 

In  severe  cases  of  canine  heartworm  clisea.se, 
the  clog  nsnally  presents  an  appearance  of  nn- 
thriftine.ss,  weight  loss,  may  tire  easily  and  congli 
after  exertion.  .Sudden  violent  exercise  of  these 
severe  cases  may  cause  a critical  inability  of  the 
Inngs  to  function  properly  because  of  blockage 
of  the  pnhnonary  artery  by  adult  heartworms. 
The  distressed  animal  may  present  a gasping  for 
breath.  If  blockage  of  the  posterior  vena  cava 

•Director.  Division  of  Veterinary  Public  Healtli,  Arkansas  Depart- 
ment of  neaitli,  4815  West  Markham,  Little  Rock  .Arkansas  722115. 


has  occurred,  it  may  cause  a liver  failure  syn- 
drome and  a blood  sample  nsnally  shows  icterus 
with  large  numbers  of  microfilaria  pre.sent. 

In  the  treatment  of  canine  heartworms,  the 
animal  must  be  given  a careful  examination  to 
determine  the  siiliject's  ability  to  withstand  in- 
travenous injections  of  thiacetarsamide.  The 
owner  of  the  clog  should  be  advised  of  possible 
effects  of  the  drug  and  of  the  reactions  some- 
times a.ssociated  with  dead  and  flying  adult  heart- 
worms.  While  it  is  difficult  to  predict  the  sever- 
ity of  these  reactions,  it  is  possible  to  minimize 
and  treat  them. 

1 he  literature  describes  more  than  50  human 
clirofilarial  infections  since  the  first  identifica- 
tion of  the  disease  in  man  in  1911.  Human  ca.se.s 
of  Dirofilaria  immitis  reported  in  the  United 
.States  have  been  scattered  geographically.  None 
have  involved  children. 

Fhe  parasite’s  life  cycle  in  man  begins  when 
a moscpiito  inoculates  the  microfilaria  into  the 
bloodstream  and  probably  follows  a course  sim- 
ilar to  that  in  dogs.  Present  infcjiination  indi- 
cates that  Dirofilaria  immitis  cannot  reprcxlnce 
in  man.  I’hiis,  man  is  a dead-end  host  for  the 
parasite. 

Fhe  symptoms  in  infected  humans  are  cle- 
scribed  as  varied.  Some  individuals  had  malaise, 
myalgia,  coughing,  and  low-grade  fever.  Radio- 
graphically, the  disease  presents  pulmonary  coin 
lesions,  or  nodular  densities  may  be  found  in 
the  lungs.  I he  diagnosis  of  Dirofilaria  immitis 
in  man  is  reported  to  be  very  difficult  because 
of  similarity  to  other  jmlmonary  lesions. 

Physicians  in  some  areas  have  indicated  a need 
for  more  attention  to  the  control  of  Dirofilaria 
immitis  in  its  natural  canine  host.  In  recent 
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years,  canine  heartworm  disease  has  moved  close 
to  an  epidemic  situation  because  of  the  ban 
placed  on  the  use  of  insecticides  to  control  mos- 
(pntoes.  In  addition  to  mosquito  control,  dogs 
may  be  administered  preventive  medication  dur- 
ing the  mostputo  season.  Research  is  being  ap- 
plied by  several  companies  in  the  development 
of  a more  effective  treatment  for  canine  heart- 
worm  disease.  Perhaps  a breakthrough  will  be 
found  which  will  eliminate  microfilaria  in  the 


dog  population. 

A tabulation  of  the  reported  canine  heartworm 
cases  in  Arkansas  for  the  past  five  years  is  as 
follows: 


Year 

Cases 

1971 

10,102 

1972 

7,811 

1973 

9,572 

1974 

17,717 

1975 

14,694 

EDITORIAL 

Lungs 

Alfred  Kahn,  Jr.,  M.D. 


issue  changes  with  aging  has  been  a source 
of  speculation  and  interest  to  the  medical  pro- 
fession. Using  tissue  culture  technique,  normal 
tissue  can  be  subcidtured  only  a limited  number 
of  times.  Malignant  tissue  can  be  kept  alive  for 
an  apparently  infinite  number  as  the  He  La 
tisstie.  Experiments  into  the  aging  of  tissue 
appear  with  regularity  in  the  medical  journals. 
One  of  the  more  recent  is  that  of  .Sugihara  and 
Martin  (Journal  of  Clinical  Investigation,  Vol- 
ume 56,  Page  23,  July,  1975),  in  which  they 
tried  to  sinndate  aging  and  obstructive  syn- 
dromes using  formaldehyde.  They  found  that 
using  tissue  from  cat  lungs  they  could  plot  a 
graph  using  force  and  strain  as  the  two  com- 
ponents; the  tisstie  was  examined  before  and 
after  exposure  to  formaldehyde.  The  graphs 
show  a displacement  of  the  ctirves  to  the  right 
by  fonnaldehyde  indicating  a tissue  change. 
They  postulate  the  tissue  change  is  due  to  cross 
linking  in  molecules,  wliich  is  an  old  concept. 
They  found  that  the  maximtnn  length  of  stretch- 
ing of  alveolar  wall  is  diminished.  They  state 
that  the  resting  length  of  alveolar  wall  after  ex- 


posure to  formaldehyde  is  increased.  They  ftir- 
ther  found  that  the  use  of  formaldehyde  alone 
does  not  typify  the  aging  process  as  much  as 
the  use  of  aldehyde  plus  elastase.  The  loss  of 
extension  of  lung  tissue  in  aging  is  a molecular 
event  involving  collagen  cures,  elastin  and  other 
tissues.  It  seems  to  be  the  result  of  bombard- 
ment with  chemicals  arriving  from  elsewhere  in 
the  body  — but  what  are  these  chemicals  and 
when  do  they  originate?  More  basic  chemical 
research  is  necessary  to  answer  these  questions. 

Of  more  clinical  interest  is  Macklem’s  article 
in  The  Neiv  England  Journal  Of  Medicine  (Vol. 
339,  p.  438,  August  14,  1975)  on  “New  Tests 
To  Assess  Lung  Function.”  As  Macklem  points 
out,  the  conventional  forced  expiratory  volume 
tests  do  not  always  reveal  the  disability  produced 
by  some  diseases  — even  when  supplemented  by 
gas  studies.  Macklem  points  out  that  lung  me- 
chanics involve  a study  of  what  expands  the 
lungs  — that  it  overcomes  the  resistance  to  the 
flow  of  air  down  the  lung  passages,  and  over- 
comes the  elastic  recoil  resistance.  He  defines 
elastic  recoil  pressure  as  the  “difference  between 


156 


iHE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Editorial 


the  prcssuie  in  the  ahcoli  aiul  the  pressure  in 
the  plural  space."  The  luu,»  volume,  ol  course, 
ch.iiiges  with  changes  in  elastic  recoil  pressure  — 
and  the  change  in  lung  volume  iuclucecl  by 
changes  in  the  elastic  recoil  pressure  is  known 
as  compliance.  Macklem  has  a good  demonstra- 
tion ol  graphs  ])lc)lting  lung  volume  as  the  ordi- 
nate and  elastic  recoil  pressuie  as  the  abscissa. 
I'sing  this  technicpie  there  is  a lairly  standard 
cure  tor  normals.  Patients  with  emphysema  and 
asthma  show  a curve  which  is  displaced  upward 
and  to  the  left.  It  is  pointed  out  that  in  some 
cases  where  it  is  hard  to  clilterentiate  asthma 
from  emphysema,  if  the  elasticity  of  the  lung 
is  in  the  normal  range  emphysema  can  be  dis- 
proved. Another  e.xample  he  cites  is  that  in 
the  nodular  lung  with  reticulate  jiattern,  if  there 
is  increased  elasticity,  pulmonary  fibrosis  is  like- 
ly; if  the  elasticity  is  not  increased,  sarcoiclitis 
is  then  likely.  Macklem  also  discusses  the  value 
of  graphically  demonstrating  maximum  expira- 
tory flow  against  lung  volume;  this  relationship 
is  able  to  depict  early  airway  obstruction.  Either 
loss  of  elasticity  or  obstruction  mechanisms  in 
the  ainvay  are  capable  of  decreasing  flow  rates. 
In  emphysema,  this  curve  is  displaced  down- 
ward; Macklem  states  that  these  patients  accom- 
j)lish  increased  breathing  by  increasing  tidal 
volume  or  decreasing  inspiratory  time.  Mack- 
lem lastly  demonstrates  graphically  maximum 
expiratory  flow  against  static  elastic  recoil,  using 
the  former  as  the  ordinate;  this  graph  will  help 
to  differentiate  in  cases  of  decreased  maximum 
expiratory  flow'  if  the  disorder  is  clue  to  loss  of 
lung  elasticity  or  to  increased  airw'ay  resistance. 

Buist  has  reviewed  “The  Single  Breath  Nitro- 
gen Test”  (AVre  England  Journal  of  Medicine, 
Volume  29S,  Page  488,  August  28,  197.5).  Buist 
states  that  it  w'as  originally  devised  to  detect 
uneven  jjulmonary  ventilation  and  poor  ga.seous 
mixing,  but  that  more  recently,  it  has  been  modi- 
fied so  that  it  can  pick  up  airw'ay  obstruction 
early  in  the  course,  possibly  at  a time  when  it 
can  be  reversed.  In  this  study,  nitrogen  con- 
centration is  plotted  as  the  ordinate  against  vital 
capacity  as  the  abscissa.  As  one  ages,  closing 
volume  and  closing  capacity  decrease;  these  fac- 
tors can  be  related  to  total  Itmg  capacity  — and 
related  to  age;  again  there  are  graphs  which  in- 
dicate the  normals  for  each  age.  The  author 
states  that  increased  closing  volume  and  capacity 


are  seen  in  obslriiclive  chronic  bronchitis  and 
emphysema.  Inciease  in  these  two  functions  is 
found  will)  conditions  that  increase  j)ulm()nary 
interstitial  fluid.  Buist  legards  this  test  as  being 
helpftd  ill  assessing  the  effects  of  therapy  on 
smokeis  and  early  detection  of  many  lung  dis- 
eases. Its  main  value  is  the  detection  of  early 
disease. 


Dr.  Jack  L.  Blackshear 

Dr.  Jack  L.  Blackshear  lias  been  accepted  for 
membership  in  the  Pulaski  County  Mcdic'M 
Society.  A native  Arkansan,  Dr.  Black.shcar 
attended  Hendrix  College  in  Conway  and  the 
University  of  Arkansas  School  of  Medicine,  re- 
ceiving his  M.D.  degree  from  the  latter  in  I9(»8. 
He  interned  at  St.  Vincent  Infirmary  in  Little 
Rock  and  completed  his  training  in  internal 
medicine  at  University  Hospital.  Dr.  Black- 
shear's  office  is  located  at  the  Baptist  Medictd 
Center  in  Little  Rock.  He  is  certified  by  the 
American  Board  of  Internal  Medicine. 


ANSWER  — Electrocardiogram  of  the  Month 

Abnormal  ECG 
Sinus  rhythm  @ 75  minute 
PR  interval  — 0.16 
QRS  interval  = 0.10 
QT  interval  0.38 

Small  non-diagnostic  Q's  in  II,  III,  AVF  suggest  loss 
of  inferior  forces  as  with  diaphragnatic  infarction.  Loss 
of  R waves  in  progressing  from  VI  through  V4  compatible 
with  an  anterior  infarction.  Prolongation  of  the  QRS  with 
left  axis  deviation  as  seen  in  this  patient  suggests  left 
anterior  fascicular  block.  The  Vectorcardiogram  adds 
extra  significance  to  the  Q's  in  II,  III,  AVF  supporting 
the  probability  of  an  old  inferior  infarction.  The  J and 
ST  segment  elevation  in  V4  and  V5  suggest  dyskinesis  or 
aneurysm  of  the  subjacent  L.V.  Cardiac  Catheterization 
confirmed  an  apical  L.V.  aneurysm. 
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THE  MONTH  IN  WASHINGTON 

I’he  Administration  has  submitted  an  “en- 
couraging report"  to  Congress  on  the  Profes- 
sional Standards  Review  Organizations  (PSRO) 
jjrogram,  but  confessed  at  the  same  time  that 
lawmakers  should  not  expect  too  much  in  the 
way  of  cost  savings. 

I.ouis  Heilman,  M.D.,  head  of  the  Health 
Services  Administration,  told  the  House  Ways 
and  Means  Oversight  Subcommittee  that  “im- 
portant progress  has  been  made.”  He  said  in  the 
203  designated  PSRO  areas  there  are  65  condi- 
tional organizations  perfonning  review  and  an- 
other 55  in  the  plairning  stage.  By  the  end  of 
the  fiscal  year,  120  conditional  PSRO’s  will  be 
in  operation  reviewing  some  3 million  hospital 
admissions,  he  said.  More  than  106,000  physi- 
cians are  now  memlreis  of  organized  PSRO’s 
accoi'tling  to  tire  Health,  Education  and  Welfare 
Department  official. 

I)i'.  Heilman  said  the  primary  purpose  of  the 
PSRO  program  is  quality  assurance  and  that 
cost-effectiveness  was  a secondary  objective.  “The 
(piality  assurance  activities  of  PSRO’s  may  in- 
crease the  utilization  of  some  services  while  de- 
creasing that  of  otlrers,”  he  testified  as  — “a 
word  of  caution  on  expectatioirs  of  a PSRO’s 
ability  to  control  experrditrrres.” 

At  the  same  tinre,  however,  the  Subcommittee 
received  other  inforrnatiorr  from  HEW  suggest- 
iirg  substarrtial  ecotronry  benefits  from  PSRO’s. 
Irr  respoirse  to  a subcommittee  qrrestiorrnaire, 
HEW  said  irr  sotrre  areas  the  average  savirrgs  has 
been  on  a orre-to-four  (cost  to  savings)  ratio. 

Sirbcommittee  Chairrnatr  Charles  A.  Varrik 
(D.-Ohio)  said  “we  worrld  like  to  discover 
whether  the  Coirgressiorral  expectation  that 
PSRO’s  will  hold  down  costs  is  reasonable,  siirce 
improved  cprality  of  care  is  oftetr  incompatible 
with  lower  costs.  If  the  Corrgressiorral  goal  of 
holditrg  dowir  costs  throirgh  PSRO’s  is  trot  rea- 
sonable, therr  we  must  give  renewed  attention  to 
fitrding  otlrer  types  of  cost  controls.” 


Legislatioir  requiring  the  governnrerrt  to  give 
affected  parties  more  riglrts  to  challenge  and 
make  reconrmeirdations  on  proposed  federal  reg- 
rdatiorrs  has  been  endorsed  by  the  American 
Medical  Association. 

Specifically  backed  were  bills  introdrrced  in 
the  Hou.se  by  Rep.  Thomas  Kindness  (R.-Ohio) 
and  in  the  Serrate  by  Sen.  Charles  Mathias  (R.- 
Md.)  providitrg  reirredial  changes  in  the  Ad- 
nrirristrative  Procedures  Act  aitrred  at  operring 
iqj  regrrlatory  procedures  to  assure  that  the  gov- 
ern rrreirt  doesrr’t  overstep  Corrgressiorral  irr  tent 
or  igrrore  it. 

Rayrrrorrd  T.  Holdeir,  AED.,  Chairrrran  of  the 
AMA’s  Board  of  Trustees,  told  the  Senate  Ju- 
diciary Srdrcorrrrrrittee  that  such  legislatioir  “is  a 
welcoirre  rrrove  toward  rectifyiirg  the  nrairy  abuses 
which  have  ariseir  in  the  rule  making  process  of 
adrrrinistrative  agerrcies.” 

I'his  seeirrs  to  have  beerr  especially  true  in  the 
health  agerrcies,  accordiirg  to  Dr.  Holdeir,  who 
said  that  health  regulations  often  have  resulted 
in  programs  “unrecognizable  in  the  original 
law.” 

At  the  same  time,  the  AAL-\  official  said  legis- 
lation to  require  complicated  governmental  re- 
view of  regulations  could  “create  a mechanism 
which  could  strangle  the  good  intentions  of 
remedial  legislatioir.” 

* # # # 

The  Serrate  has  passed  64-11  a bill  broaden- 
ing federal  authority  over  clinical  laboratories 
to  iirclude  those  engaged  in  intrastate  operatioirs 
and  giviirg  the  govermirent  finrrer  stairdards  coir- 
ti'ol. 

Linder  the  legislation,  HEW  theoretically 
could  apply  the  controls  to  individual  physicians’ 
offices.  The  pertiireirt  provisioir  states  that  the 
HEW  Secretary  “may  exempt”  such  offices.  As 
a conditioir  of  such  exerrrptioir,  physicians  who 
use  their  offices  as  labs  as  air  adjunct  for  treat- 
ing their  owir  patieirts  would  have  to  describe 
the  qualificatioirs  of  iroir-physician  personnel 
who  do  lab  work,  how  much  they  do,  and  the 
score  each  shows  irr  airy  proficierrcy  testiirg. 
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Sen.  C^arl  Curtis  (K.-Neb.)  (oinplaincd  that 
"litTC  tlic  s>ovci  iiiiient  is  rcadiiiig  (lo\\'ii  to  the 
(ouiitry  physician's  oHice  ...  1 say  that  we  are 
removing  Irom  people  the  medical  services  that 
our  society  now  jjro\  ides  hy  giving  the  lecleral 
government  jurisdiction  over  them." 

1 he  hill,  which  now  goes  to  the  House  where 
similar  legislation  is  helore  the  House  Health 
Suheommittee  provides: 

• Federal  licensing  ot  all  clinical  lahoratories. 
HE\V^  would  set  standards  and  enlorce  them  it- 
selt  or  delegate  eulorcemeui  to  states  having  stat- 
utory programs  meeting  lecleral  criteria.  Private 
nonprofit  accrediting  grou|Js  could  he  used  to 
help  enforce  standards  if  they  meet  federal  re- 
cpiirement  hut  no  exemption  from  licensure  to 
privately  accredited  lahoratories  is  provided. 

• .\n  advisory  council  with  memhership  set 
at  12  persons,  to  include  representatives  of  na- 
tionally recogni/ed  lahoratory-atcrediting  hoclies, 
directors  of  state  lahoratory-licensing  programs, 
memhers  of  the  piihlic,  and  not  more  than  three 
persons  who  are  owners,  operators,  or  directors 
of  lahoratories. 

• HE^V^  is  authorized  to  waive  for  2 years 
personnel  standards  for  lahoratory  technicians 
employed  in  hospitals  with  fewer  than  100  heels 
if  located  in  a rural  area. 

• .An  office  of  clinical  lahoratories  to  ad- 
minister one  set  of  uniform  standards. 

• HEW  may  issue  no  license  unless  it  has  re- 
ceived from  the  applying  lahoratory  “an  ac- 
curate, itemized  schedule  of  all  current  rates 
charged  hy  the  applicant  for  those  lahoratory 
services  . . . and  such  other  information  as  may 
he  necessary,  including  full  disclosures  of  any 
current  contractnral  relationships,  written  or 
oral,  between  the  applicant  and  physician  re- 
specting such  services.” 

• Lahoratories  found  to  he  engaging  in  illegal 
financial  abuses  would  be  subject  to  revocation 
of  licenses. 

* # # # 

A Rand  Corporation  study  says  the  amount 
people  would  have  to  pay  in  taxes  tinder  the 
disparate  national  health  insurance  (NHI)  pro- 
posals before  Congiess  wouldn’t  vary  much  and 
suggested  this  opens  the  door  to  compromise. 

The  study,  financed  in  part  hy  the  govern- 
ment, was  written  hy  Bridger  M.  Mitchell,  sen- 
ior Rand  economist,  and  William  B.  Schwartz, 


M.l).,  a Rand  consnltant  and  Chairman  of  the 
Department  of  .Medicine,  School  of  Medicine, 
d'ufts  University. 

I’he  rejiort  said  tliat  tlie  .Administration's 
CHIP  approach  in  its  1!)75  NHI  Itill  provides  a 
“surprisingly  .small  " saving  to  middle  and  upper 
income  taxpayers  over  the  1975  compromise 
Kennedy-Mills  plan,  although  both  provide  es- 
sentially the  same  services. 

J'he  old  Nixon  .Administration  hill  and  the 
defunct  Kennedy-.Mills  hill  each  would  recpiire 
total  tax  revenues  of  .some  S15  billion  to  fund 
the  health  care  ol  people  tinder  65.  The  Rand 
team  said  the  labor-supported  Kennedy-Corman 
proposal  wotdd  retiuire  ^hS  billion,  and  the 
I.ong-Rihicoff  hill,  S16  billion. 

Finance  hy  payroll  and  income  taxes  hut  re- 
tpiiring  no  payments  to  hospitals  or  doctors  hy 
patients,  the  Kennedy-Corman  hill,  despite  its 
higher  costs,  would  impose  virtually  the  same 
total  cost  for  health  care  on  families  earning 
under  515,900  as  the  .-\dministratlon  and  Ken- 
nedy-Mills hills,  the  report  said. 

But  to  raise  the  extra  S2,S  billion  it  would 
cost,  the  Kennedy-Corman  hill  would  impose 
sharply  increased  taxes  on  upper  income  families 
— as  much  as  51.000  a year  more  than  under  the 
.Administration  and  Kennetly-Mills  hills  for  a 
510,000-a-year  family. 

* * * * 

One  of  the  nation’s  most  powerful  unions  — 
the  Teamsters  — hacked  away  from  support  for 
the  Kennedy-Corman  hill  to  federalize  national 
health  care. 

.A  high  'Feamsters  official  told  a national 
health  conference  that  “we  have  become  in- 
creasingly distressed  . . . hy  the  jxrssihility  that 
a National  Flealth  Insurance  plan  which  runs 
all  of  the  money  for  the  purchase  of  health  care 
through  the  feileral  government,  such  as  the 
Health  Sectirity  .Act  (Kennedy-Corman),  might 
he  adopted  . . . we  cannot  stipport  a program 
that  gives  the  fetleral  government  total  control 
over  financing  and  delivery  of  health  care,"  said 
Daniel  .Shannon,  Teamsters  Executive  Director 
of  the  Central  States,  .Southeast  and  Sotithwest, 
areas.  Health  WTlfare  and  Pension  FAind. 

Speaking  before  the  National  Leadership  Con- 
ference on  .America’s  Health  Policy  in  Wash- 
ington, D.  C.,  Shannon  said  “let’s  maximize  the 
utilization  of  the  private  system  rather  than 
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handing  the  entire  problem  over  to  the  govern- 
ment.” 

Hitherto,  organized  labor  liad  presented  what 
appeared  to  be  a united  block  in  favor  of  the 
Kennedy  bill  which  would  eliminate  private 
health  insurance  and  have  the  government  fi- 
nance all  health  care.  The  Teamsters  had  not 
been  in  the  forefront  of  the  labor  pnsh,  but 
they  had  not  opposed  it. 

* # * # 

The  Senate  has  j)assed  legislation  establishing 
a Presidential  Commission  to  review  all  bio- 
medical and  behavioral  research  done  fty  the 
government. 

The  Presidential  Commission  would  replace 
an  existing  commission  now  working  in  the  De- 
partment of  Health,  Education  and  Welfare.  It 
would  consist  of  1 1 members  from  the  fields  of 
law,  ethics,  theology,  the  sciences,  and  health 
administration.  Sponsors  of  the  legislation  want 
the  Commission  to  liave  liroad  authority  over 
all  federal  departments  and  agencies.  s|x,“cial 
section  of  the  bill,  now  before  the  House,  tlirects 

the  Commission  to  investigate  researcli  in  DNA. 

* # * # 

A top  Food  and  Drug  .Administration  official 
has  warned  that  the  integrity  of  the  medical 
profession  is  tlireatened  by  the  growing  influ- 
ence of  drug  (ompanies  on  medical  education 
and  medical  ptililications. 

Bureau  of  Drugs  Director  Richard  Crotit, 
M.I).,  told  a Senate  committee  that  “educational 
materials  produced  by  and  for  an  industry  with 
an  interest  in  increasing  sales  of  drugs,  will — 
on  balance— be  biased  in  a direction  intended 
to  promote  drug  use.” 

Dr.  Crout  said  he  considers  only  the  AVt/' 
England  Journal  of  Medicine  and  the  Journal 
of  the  American  Medical  Association  to  be 
“scholarly”  publications.  In  the  26  other  medical 
magazines,  the  content  tends  to  be  “overwhelm- 
ingly optimistic  about  drug  tlterapy  . . . the 
issue  is  not  whether  the  article  is  scientifically 
correct  or  whether  it  is  projier  to  ptildish  such 
information  . . . (but)  whether  such  an  article 
presents  ...  in  the  gui,se  of  a scientific  pajier, 
promotional  information  which  otherwise  could 
not  be  legally  puljlislied  as  drug  advertising  or 
drug  labeling.” 

Crout  was  also  critied  of  jdiarmaceutical  com- 
panies’ funding  of  continuing  post  graduate  edu- 
cation for  physicians. 


The  FDA  will  try  to  establish  a clear  defini- 
tion of  the  role  of  audio-visual  and  printed  ma- 
terials funded  by  the  pharmaceutical  companies 
in  post-graduate  medical  education.  Dr.  Crout 
told  the  Senate  Monopoly  Suljcommittee  headed 
by  Sen.  Gaylord  Nelson  (D.-Wis.). 

Dr.  Crotit  said  the  new  regulations  would 
“permit  tndy  indepeiulently  prepared  educa- 
tional materials  which  tlo  not  have  an  overall 
promotional  message  to  be  distrilmted  by  drug 
manufacturers." 

* # * * 

Federal  control  of  medical  devices  similar  to 
its  present  authority  over  drugs  has  been  passed 
by  tlie  Congress  into  law,  capping  a ten-year 
campaign  by  the  government. 

Fhe  measure  passed  by  Congress  and  sent  to 
tlie  White  House  for  President  Ford’s  signature 
provides  three  general  classifications  for  devices. 

Custom  devices  ordered  liy  physicians  for  in- 
dividual patients  are  exempt  in  most  cases. 

Federal  courts  in  recent  years  have  given  the 
Food  and  Drug  Administration  consideralile  au- 
thority to  regidate  devices  as  well  as  drugs.  The 
Congressional  action  had  been  long  anticipated 
by  F'DA  which  has  formed  advisory  committees 
that  already  have  reviewed  and  classified  most 
devices  on  the  market. 

Controversy  in  the  past  has  crtipted  over  in- 
trauterine devices  and  cardiac  pacemakers,  among 
others. 

In  its  report  on  the  legislation,  tlie  House 
Commerce  Committee  said  that  “although  many 
li\es  liace  lieen  saved  or  improved  Iry  new  dis- 
coveries, the  potential  for  harm  to  constimers 
lias  been  heightened  liy  the  critical  medical  con- 
ditions in  which  sophisticated  modern  devices 
are  used  and  by  the  complicated  technology  in- 
volved in  their  manufacture  and  use.  In  the 
search  to  expand  medical  knowledge,  new  ex- 
perimental approaches  have  sometimes  been 
tried  without  adeipiate  premarket  clinical  test- 
itig,  tptality  cotitrol  in  materials  selected,  or 
jjatient  consetit.” 

The  general  aim  of  the  legislation  is  to  pre- 
vetit  public  marketing  of  devices  that  aren’t 
reliable  or  safe.  F'DA  has  always  had  the  power 
to  move  against  unsafe  devices  after  the  fact. 

The  tliree  cla.ssifications  are: 

• General  controls  — record  and  report  keep- 
ing, good  manufacturing  practices,  registration 
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ol  inaiuilactuiers,  prohiliiiion  ol  inisbraiuled  or 
atluhcrated  produc  ts. 

• Per I'oi inane e slandartls  — standards  will  be 
set  by  the  government. 

• Preinarket  approval  — covers  implanted  de- 
vices or  those  considered  to  be  life  snstaining  or 
snpportino.  Devices  not  intended  to  remain  in 
the  body  more  than  30  days  in  general  would 
not  be  considered  implanted  devices.  DcA’ices 
with  a long  history  of  .safe  use  such  as  dental 
devices,  bone  screws  and  hip  pins  tvotild  not 
fall  in  this  group. 

Panels  of  experts  will  make  classification 
recommendations  on  devices  after  which  the 
HE^V  Department  tvill  classify  the  devices  by 
regidation. 

\o  one  exjjects  the  device  regidatory  program 
to  experience  clear  sailing.  There  wall  be  many 
disputes  over  classifications  and  problems  over 
what  constittites  “custom  devices"  not  re(|niring 
clearance. 

.\t  a recent  conference  on  the  devices  legisla- 
tion, \Villiam  'Wvardell,  M.D.,  of  the  llniversity 
of  Rochester  School  of  Medicine,  warned  of 
“negative  impacts"  such  as  a lag  in  research  and 
innovation  in  the  device  field. 

FD.\  has  divided  devices  into  distinct  cate- 
gories: 

orthopedics;  cardiovascnlar  diseases;  tlen- 
tistry:  anesthesiology;  obstetrics  and  gyne- 
cology; gastroenterology;  urology;  ratliology; 
netnology;  ear,  nose,  and  throat  disorders; 
ophthalmology;  plastic  and  general  surgery; 
physical  medicine;  clinical  jsathology;  and 
general  and  personal  use. 

* * # * 

I'he  financial  outlook  for  Social  Security  re- 
mains precarious,  the  Trustees  of  the  system 
have  reported  to  CiongTess.  1 hey  predict  Social 
Security  will  be  rtmning  in  the  red  for  many 
years  unless  Congress  moves  swiftly  to  increase 
the  tax. 


riie  economic  upturn  over  the  past  year  has 
helpetl  the  short-range  otitlook  somewhat  since 
the  last  <nmnal  report  to  Congress,  but  over  the 
long-haid  Social  Security  appears  to  be  in  w'orse 
trouble  than  ever. 

rite  actuarial  shakiness  of  the  Social  Security 
system  and  public  and  Congressional  resistance 
to  increasing  the  Social  Sectnity  tax  bite  have 
severely  damaged  prospects  for  sweeping  Na- 
tional Health  Insurance  proposals  based  on  Social 
Security  financing. 

The  trust  funds  for  Old  Age  and  Disability 
Benefits  will  decline  by  ,^4.3  billion  this  year, 
instead  of  the  .S5.8  billion  predicted  in  a 197.5 
report. 

“ riie  long-term  picture  is  now  shown,  under 
new  assumptions,  as  holding  out  the  jtrospects 
of  higher  future  costs  than  had  been  previously 
projected.”  Social  Seenrity  Commissioner  James 
B.  Cardwell  said. 

Cardwell  is  Secretary  of  the  Board  of  4’rnstees 
whiclt  indtides  Treasury  Secretary  William  Si- 
mon, HEW"  Secretary  David  Mathews  and  Labor 
Secretary  4\".  J.  EJsery. 

"Ehe  report  coters  the  four  trust  funds  estab- 
lished for  Social  Seenrity  programs,  indtiding 
the  Old  Age  and  Survivors  trust  funds,  disability 
insurance,  and  Medicare  hospital  and  supple- 
mental insurance. 

# # # # 

Bresident  Ford  has  told  Congress  that  deaths 
from  coronary  heart  disease,  stroke  and  hyjx;!- 
tension  contiime  to  decline.  The  third  animal 
rejxn  t of  the  National  Heart  and  Lung  Instittite 
which  Ford  sent  to  (iongre.ss  said  that  the  new 
initiatives  mulertaken  since  1972  provide  “en- 
conraging  programs  in  the  fight  against  heart, 
blood  vessel,  lung  aiul  blood  diseases."  “These 
diseases,  in  1972,  led  to  an  estimated  national 
economic  loss  of  more  than  .'j?.57  billion  annually,” 
Ford  said. 

# # # # 
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Physicians  Announce  New  Associate 

Dr.  Nathan  Poit  and  Di . D.  H.  AIcClanahan 
have  announced  the  association  of  Dr.  Harrol 
Ciranford  with  the  Heber  Springs  Clinic.  A 1974 
graditate  of  the  llniversity  of  Arkansas  School 
of  Medicine,  Dr.  Caanford  will  practice  general 
medicine. 


Dr.  Cathey  Honored 

'The  Union  Coinrty  Medical  Society  honored 
Dr.  Alley  1).  Cathey  with  a reception  and  ban- 
(jnet  on  June  29th,  the  day  officially  declared 
Dr.  Cathey  Day  in  El  Dorado.  Dr.  Cathey  re- 
ceived a platpie  of  apjrreciation  for  tireless 
.service  Irom  the  Union  County  Medical  Society 
and  he  was  presented  a key  to  the  city  by  the 
mayor  of  El  Dorado.  Dr.  Jacob  Ellis  of  El 
Dorado  .served  as  master  of  ceremonies  at  the 
bampiet  and  Dr.  Robert  'Watson  of  Little  Rock 
was  guest  speaker. 

Dr.  Cathey  retired  from  practice  in  December 
197,5,  at  the  age  of  eighty-.seven— sixty-four  years 
following  his  graduation  from  the  Llniversity  of 
Uonisville  in  1912. 


Dr.  Citty  is  Guest  Speaker 

Dr.  Jim  Citty  of  Searcy  talked  on  abortions 
and  presented  slides  on  the  sidiject  at  the  Searcy 
Breakfast  laons  Chib  meeting  in  June. 


AND  NEWS  ITEMS 


Dr.  Caplinger  Receives  Award 

Dr.  Kelsy  Caplinger,  a Little  Rock  Pediatric 
Allergist,  was  named  winner  of  the  Governor’s 
Honor  Award  for  volunteer  service.  Dr.  Cap- 
linger is  the  fotmder  of  the  .Alder.sgate  Medical 
Camps  which  are  for  children  with  handicaps  or 
medical  problems  who  might  not  othemise  be 
able  to  attend  summer  camp. 

Doctor  Relocates 

Dr.  Dennis  Davidson,  who  formerly  practiced 
in  Conway,  has  opened  his  office  in  Stephens 
for  the  practice  of  medicine. 

Physicians  Speak  at  Conference 

Dr.  Ronald  Baldwin  of  Magnolia  spoke  on 
juvenile  diabetes  at  a three  day  conference  on 
diabetes  which  was  held  in  El  Dorado  in  June. 
Other  speakers  and  their  topics  were  Dr.  James 
Cornett  of  Little  Rock,  “Obesity  and  Its  Relation 
with  Diabetes”,  and  Dr.  George  Warren  of 
Smackover,  “Diabetes:  Problem.s,  Ouestions  and 
Answers”. 

Doctors  Named  to  Hospital  Staff 

Dr.  Gilbei  t S.  Gampbell  has  been  named  chief 
of  the  medical  staff  at  Little  Rock’s  University 
Hospital  for  the  next  two  years.  Dr.  William  G. 
Reese  was  named  president-elect  of  the  hospital 
board. 


Physician  Receives  Award 

Dr.  Donald  L.  Viner  of  Benton  was  the  re- 
cipient of  an  outstanding  member  award  during 
the  .Saline  Memorial  Hospital  Ten  Year  Club 
Awards  Bamjuet  last  month.  Dr.  John  D.  Wright 
of  Benton  received  recognition  for  entering  the 
twenty  year  status. 

Dr.  Teeter  Honored 

Dr.  Stanley  Teeter  of  Russellville  was  chosen 
by  the  Arkansas  Polytechnic  College  for  induc- 
tion into  the  college's  Hall  of  Distinction  during 
its  5()th  homecoming  observance  scheduled  for 
October  23rd. 

Batesville  Gets  New  Doctor 

Dr.  William  J.  Alexander,  HI,  recently  opened 
his  office  at  the  North  Arkansas  Clinic  Building- 
in  Batesville  for  the  general  practice  of  medicine. 


New  Heart  Association  Officers 

Dr.  R.  A.  Etherington  of  Eureka  Springs  w’as 
elected  president  of  the  Arkan.sa.s  Heart  .Associa- 
tion at  the  Association’s  annual  meeting  in 
Little  Rock.  Dr.  James  K.  Cornett  of  Little 
Rock  was  named  president-elect;  Dr.  G.  Doyne 
Williams  of  Little  Rock  was  selected  vice  presi- 
dent. Dr.  John  Henderson  of  Searcy,  Dr.  John 
Stotts  of  Little  Rock,  Dr.  Harrison  Butler  of 
Fayetteville,  Dr.  Malcolm  Peaixe  of  Pine  Bluff, 
and  Dr.  Forney  Holt  of  Texarkana  were  elected 
to  the  Board  of  Directors. 

Doctor  Locates  in  DeWitt 

Dr.  Kenneth  E.  Hall,  formerly  of  Phoenix, 
Arizona,  has  opened  his  office  at  the  DeWitt 
Clinic  for  the  practice  of  medicine  and  surgery. 
Dr.  Hall  is  a graduate  of  the  University  of  Ar- 
kansas School  of  Medicine,  class  of  1944. 
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Amendment  58  Speakers  Bureau 

Dr.  Robert  Henalield  oi  Little  Rods,  aiul  Dr. 
jeroine  laiker  ol  Daixlaiielle  recently  spoke  to 
civic'  dubs  ret>'arclin<>  proj)osecl  (ionst it utional 
Ainenclment  58.  Dr.  Benalieltl  sjjoke  belore  the 
C.onway  Kiwaiiis  (ilub  and  Dr.  laiker  s|K)ke  to 
the  Darclanelle  (Chamber  ol  Coninieree. 

Dr.  Stalker  Named  Medical  Director 

Dr.  James  M.  .Stalker  ol  Batesville  has  been 
named  medical  director  ol  Intermed  ol  Bates- 
ville,  a HOdietl  skilled  care  facility  which  opened 
there  recently. 

Doctor  Opens  Office 

Dr.  Charles  E.  Reaves  has  opened  his  office 
for  the  practice  of  dermatology  at  1708  West 
f2nd  .Avenue  in  Pine  Bluff. 

Area  Doctors  Meet 

Plans  to  develop  a continuing  education  pro- 
gram for  physicians  who  practice  obstetrics  and 
pediatrics  in  South  .Arkansas  were  disctissed  at 
a meeting  at  the  LInion  Alemorial  Hospital  in 
El  Dorado.  Physicians  in  attendance  formed  a 
group  to  meet  monthly  at  Union  Memorial  for 
seminars  to  be  conducted  by  specialists  in  ob- 
stetrics and  neonatology  from  the  Ehiiversity 
Medical  Center  in  Little  Rock  and  from  medical 
centers  otitside  the  State.  The  education  program 
is  expected  to  contintie  for  at  least  one  year. 
.Among  physicians  in  attendance  at  the  meeting 
were  Drs.  James  Cuthrie,  Judson  Hout,  and 
Robert  H.  Nunnally  of  Camden;  Drs.  John  Alex- 
ander, Ronald  Baldwin,  Jr.,  John  Ruff,  and 
Charles  AVTber  of  .Magnolia;  Drs.  J.  Schuler 
McKinney,  Marvin  J.  Roesler,  Henry  B.  Rogers, 
George  W.  Smith,  and  R.  L.  Turnbow'  of  Ef 
Dorado. 

Dr.  Caplinger  is  Guest  Speaker 

Dr.  Kelsy  Caplinger  of  Little  Rock,  past  presi- 
dent of  the  .Arkansas  Chapter  of  the  .Arkansas 
.Arthritis  Eoundation,  discussed  the  services 
offered  by  the  Eoundation  at  a meeting  of  the 
Little  Rock  Civitan  Club. 

Members'  Articles  Published 

.Articles  entitled  “Naloxone  in  the  Parturient 
and  Her  Infant”  by  Dr.  Richard  B.  Clark,  Dr. 
David  Barclay,  et.  ah,  and  “Influence  of  Tidal 
Volume  and  Pulmonary  Artery  Occlusion  on 
.Arterial  Oxygenation  During  Endobronchial 
.Anesthesia”  by  Drs.  Dola  Thompson  and  Ray- 


mond C.  Read,  et.  ah,  weie  published  in  the 
.May  issue  of  the  Southern  .Medical  Journal. 

Organization  Selects  New  Officers 

Lhe  following  officers  of  the  .Arkansas-Okla- 
honia  Endoscopic  Society  -were  chosen  at  the 
second  annual  meeting  of  the  orgainzation  which 
was  held  June  11-L5  at  Wesiei  n Hills  Lodge  in 
Setjuoyah  State  Park,  Oklahoma;  Dr.  Donald  G. 
Browning  of  Little  Rock,  president;  Dr.  Thomas 
R.  Lreece  of  Tidsa,  Oklahoma,  vice  president; 
Dr.  Charles  H.  Paris  of  Eort  Smith,  seaetary; 
Dr.  I homas  J.  .Smith  of  Little  Rock,  Treasurer. 
New  Cotincilors  elected  were  Drs.  Robert  Butler 
of  Pine  Blidf,  Clinton  Texter  of  Little  Rock, 
Da\  id  Jenkins  of  I’ulsa,  Oklahoma,  and  Robert 
Ringrose  of  Guthrie,  Oklahoma. 

Dr.  Johnson  on  Program 

Dr.  David  Johnson  spoke  on  “Doctors  and 
.Medicine”  at  the  June  meeting  of  the  .Arkansas 
.Arthritis  Eoundation  held  in  Searcy. 


THINGS 


TO 

COME 


Mammography  Training  for  the  Early 
Diagnosis  of  Breast  Cancer 

SPONSORS: 

'Lite  LJniversity  of  Texas  System  Cancer  Center 
•M.D.  .Anderson  Hospital  and  I'umor  Institute, 
Hotiston,  Texas;  National  Cancer  Institute; 
.\mericati  College  of  Radiology. 

LOC.A  I ION: 

Mammography  Conference  Room  (Room  257, 
near  second  floor  X-ray  waiting  room),  De- 
partmctit  of  Diagnostic  Radiology,  M.D. 
.Anderson  Elospital  and  Tumor  Institute, 
I’exas  Medical  Center,  Elotiston,  Texas. 

EEE: 

N one. 

DESIGNED  FOR: 

Radiologists,  residents  in  radiology,  radiologic 
technologists.  Other  physicians  and  interested 
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Things  to  Come 


medical  jiersoimel  may  monitor  the  course  on 
a space  available  basis. 

ENROLLMENT: 

Maximum  ol  four  physicians  and  four 
technologists  per  course.  Mdien  jxissible, 
radiologists  are  encouraged  to  bring  their 
inammogTajjliy  technologists  for  the  same  in- 
struction period. 

DUR.VriON: 

Five  continuous  days,  Monday  through  Friday. 
Eight  hours  of  instruction  per  day,  40  total 
course  hours. 

1).\  I ES: 

1 he  course  will  be  oflered  the  second  or  third 
week  of  each  month,  variations  determined  by 
conflicting  national  cjr  local  conventions,  holi- 
days, etc.  Attem]>t  will  lie  made  to  schedule 
course  dates  several  months  in  advance. 
Present  course  schedule  includes  weeks  be- 
ginning on  the  following  Mondays. 

LIME: 

Course  begins  at  8:00  A.M.  on  Monday  morn- 
ing of  the  assigned  course  date. 

CiREDPE: 

Category  I,  AMA  Pliysician's  Recognition 
-Award,  American  College  o4  Radiology.  Ap- 
pro\'ecl  for  IsCE  points  by  .ASR'l’. 

CLRRICULUM: 

Separate  curriculum  for  radiologists  and  radio- 
logic  technologists.  Curriculum  and  schedule 
may  be  individually  modilied  to  accommodate 
enrollee’s  previous  experience  and  future 
needs. 

CiONDUCEED  BY: 

David  I),  Paulus,  M.D.,  Mammograjthy  Train- 
ing Director 

Susan  K.  Sprinkle,  R.l'.,  Mammography  Tech- 
nical Coordinator 

I EACHING  ME  I HODS: 

-Vudiovisual  materials,  lectures,  live  clinic 
tlemonstrations,  participation  in  routine  pa- 
tient examinations,  introductory  teaching  sets, 
review^  ol  extensive  ]>roven  case  files  in  film 
mammogTaphy,  xeroradiography  and  thermog- 
raphy, and  daily  round  table  discussions  of 
jtroblem  cases. 

APPLIC-A  I IONS: 

Retjuests  lor  a specific  instruction  period  will 


l)e  accepted  on  a first  come,  first  served  basis 
and  should  include  an  alternate  date  in  case 
the  first  course  preference  is  filled.  Applica- 
tions are  requestetl  to  include  a brief  descrip- 
tion ol  previous  experience  in  length  of  time 
and  number  of  mammograms  performed  or 
interpreted  (estimate  number  per  week  or 
month  over  a period  of  how  long),  and 
wdiat  the  primary  interest  wdll  be,  i.e.,  film 
mammography,  xeroradiography  and/or  ther- 
mography. This  will  enable  us  to  better  pre- 
pare iiuli\'idual  schedules.  Prompt  notification 
of  cancellation  will  be  greatly  appreciated. 

-ACCO.XfMODATlONS: 

Numerous  hotels  and  motels  are  located  wdthin 
a short  w-alking  distance  or  in  the  vicinity  of 
the  Afedical  Center,  many  providing  free  trans- 
jjortation  to  and  from  the  various  hospitals  in 
the  Center.  We  will  be  happy  to  assist  in 
making  desired  accommodations.  Visitors 
will  be  responsible  tor  their  own  expenses. 
Shopping  and  tour  information  will  be  avail- 
able tor  accompanying  families. 

CONEACT: 

I* or  further  information  or  assistance  please 
send  in(|uiries  to: 

Dawm  Ne\  ling  .Shull,  Project  Coordinator 

Department  of  Diagnostic  Radiology 

d he  University  of  Texas  System  Cancer  Center 

M.D.  Anderson  Hospital  and  Tumor  Institute 

6723  Bertner  Drive 

Houston,  Texas  77030 

Telephone  (713)  792-2712 

January  13,  14,  15,  1977 

The  second  Mid-Winter  Virgin  Islands  Clini- 
cal Conlerence  will  be  held  in  St.  Croix,  January 
13,  14,  15,  1977,  by  the  U.  S.  Virgin  Islands  Medi- 
cal Society  in  association  with  the  Faculty  of  the 
University  ot  Pennsylvania  School  of  Medicine. 

I he  program  is  acceptalile  for  14  credit  hours 
in  Category  I for  the  Physician's  Recognition 
Award  of  the  American  Medical  Association,  and 
wdll  include  lectures  and  seminars  of  interest  to 
the  physician  in  General  Practice,  Internal  Medi- 
cine, General  Surgery,  Ob-Gyn,  anti  Pediatrics. 
For  further  information,  w'rite  airmail  to  James 
S.  Glenn,  M.D.,  F.A.C.P.,  Chainnan,  U.  S.  Virgin 
Islands  Medical  Society,  P.  O.  Box  520,  Chris- 
tiansted,  St.  Croix,  U.  S.  Virgin  Islands  00820. 
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New  from  Lilly/Dista  Research 

NALFON' 

fenoptvfen  catium 

300-mg.*  Pulvules® 


^□ISTA 


Disla  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

•Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrale 
equivalent  to  300  mg.  fenoprofen. 


600091 


UBMtt 

OJC.  8AN  FRANCMOtt 

SEP  29 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms;  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium* 

(diazepam) 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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(^)nly  tlie  older  physicians  in  Arkansas  will 
remember  seeing  any  signilicant  number  ol  cases 
of  scabies  in  their  jtraclice.  Most  physicians  who 
have  entered  practice  within  the  past  25  years 
will  have  had  only  limited,  if  any,  experience 
with  this  infestation.  We  are  now  in  the  midst 
of  an  epidemic  of  scabies  and  it  is  important  that 
we  practicing  physicians  reac(|iiaint  ourselves 
with  the  disorder,  d he  pin  j)ose  of  this  paper  is 
to  review  the  cause,  sym]4oms,  diagnosis  and 
treatment  of  scabies. 

rite  last  epidemic  in  the  United  .States  ajt- 
parently  was  slightly  before  and  dining  \\Mrld 
Whir  If  anil  it  gradually  disappeared  toward  the 
end  of  that  decade.  In  onr  experience  with  all 
types  of  pruritic  disorders  it  was  rare  ferr  ns  to 
see  a case  of  scabies  until  about  four  or  five  years 
ago.  However,  at  this  time  it  is  not  nnusnal 
for  ns  to  see  up  to  twenty  cases  in  the  office  each 
w'eek.  This  same  situation  is  being  experienced 
by  other  dermatologists  over  the  United  -States. 

Scabies  has  been  known  for  centuries  and  its 
incidence  in  all  parts  of  the  world  follows  sharp 
cyclical  fluctuations.  I'lic  reason  for  this  cyclical 
incidence  is  unknown,  but  it  can  be  anticipateii 
that  mild  to  severe  epiilemics  of  this  infestation 
will  occur  on  about  a fifteen  year  cycle.  It  would 
be  logical  to  assume  that  the  war  lime  conditions 
during  WMrld  ^Var  II  contributed  heavily  to  that 
particular  epidemic  but  at  least  in  European 
countries  the  incidence  of  .scabies  was  already 
rising  rapidly  long  before  any  hostilities  broke 
out. 

Scabies  is  an  intensely  pruritic  disorder  pro- 
duced by  infestation  of  the  skin  by  a mite. 

The  Organism 

Scabies  is  caused  by  a mite,  Sarcoptes  scabici 
var  horninis.  The  female  mite  measures  .1  mm 

•Authors’  address:  500  Soiilli  riiixersiiv  .Avenue.  I.itlle  Rotk, 
Arkansas  72205. 


by  .5  mm  in  size  and  the  male  is  much  smaller. 
While  it  could  be  seen  with  the  naked  eye  it  is 
e.s.sentially  a microscopic  organism.  When  vieweil 
under  magnification  the  adult  female  has  trans- 
verse corrugations  on  the  body  and  fairly  long 
brown  hair-like  bristles  on  the  dorsal  surface, 
riiere  are  four  pairs  of  very  short  stubby  legs. 
The  juvenile  forms,  which  are  smaller,  have  only 
three  pairs  of  legs. 

After  the  female  has  gained  access  to  the  skin, 
she  burrows  into  the  stratum  corneum  anil  eacli 
day  extentls  her  burrow  one  or  two  millimeters. 
.She  lays  three  to  four  eggs  daily  for  her  life  span. 


Fig.  I. 

Adult  male  patient  witli  typical  lesions  of  scabies. 
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l ig.  2. 

Heavily  infested  patient  witli  ilie  sccondan  eczematous  reaction 
with  excoriations. 


about  four  to  five  weeks.  The  eggs  hatch  in 
three  to  four  days  and  the  larvae  come  to  the 
skin  surface,  wheie  tliey  undergo  three  molts  on 
the  way  to  adulthocxl.  This  molting  process  re- 
cjuires  about  two  weeks.  C^opidation  then  occurs, 
the  males  soon  die  and  the  gravid  female  hur- 
rows  inward  to  rejjeat  the  life  cycle.  The  longer 
the  patient  has  the  infestation,  obviously,  the 
more  mites  are  present  and  the  greater  the 
symjrtomatology. 

The  Sarcofites  causing  scabies  in  man  and 
mange  in  other  mammals  are  variants  of  a single 
s[)ecies.  The  host  specificity  of  Sarcoptes  scabiei 
is  not  complete  and  it  is  said  that  the  mites  trans- 
mitted to  human  fiom  dogs  will  live  only  a short 
period  of  time.  However,  humans  infested  wdth 
dog  scabies  present  an  almost  indistinguishable 
picture  from  human  scalhes  e.xcept  for  the  usual 
ab.sence  of  liurrows.  Although  the  infestation 
may  be  self-limited  our  experience  has  shown  us 
that  the  infestation  may  last  a long  time  un- 


Fig.  3. 

Typiral  palmar  lesions  and  a secondarily  infected  burrow  on  the 
ring  finger.  Such  lesions  as  these  offer  good  location  for  finding 
organisms  or  eggs. 


aeated.  The  method  of  treatment  for  human 
and  dog  scabies  is  essentially  the  same. 

Symptomatology 

Scabies  infestation  is  not  nicknamed  “the 
itch”  without  good  reason.  In  heavily  infested 
individuals  the  itching  can  he  a terrifying  ex- 
perience. The  degree  of  itching  does  not  neces- 
sarily parallel  the  number  of  infesting  mites,  but 
may  rather  depend  upon  the  degree  of  sensitiza- 
tion of  tlie  patient  to  the  mites,  ova  and  fecal 
material.  The  most  highly  suggestive  type  of 
itching  is  that  which  is  mild  and  intermittent 
during  the  day  hut  very  severe  and  unrelenting 
at  night,  particularly  right  after  retiring.  Usually 
tiie  longer  the  patient  has  the  infestation  the 
worse  the  itching. 

One  of  the  most  valuable  observations  in  such 
a patient  is  that  no  matter  how  severe  the  infesta- 
tion and  how  extensive  the  eruption  the  scalp 
and  face  in  adidts  remain  uninvolved.  The  exact 
reason  for  this  is  not  known  but  it  is  felt  that 
the  mite  avoids  areas  high  in  sebaceous  glands. 


Ihcsc  led  papules  on  the  glans  penis  are  almost  diagnostic  of 
scabies.  Scrapings  from  these  lesions  offer  the  greatest  possibility 
for  identifying  scabies. 
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such  as  llie  scalp  and  lace.  Inlaiils  and  small 
children  have  very  little  seltaceous  gland  activity 
and  therefore  are  cpiite  likely  to  have  involve- 
ment of  their  face  and  scalp. 

Whth  the  exception  of  the  face  and  scalp  the 
entire  bcxly  surface  may  be  involved,  inclnding 
the  palms  and  soles.  When  the  infestation  is 
very  severe  one  cannot  detect  a patterning  to  the 
eruption  which  will  make  snspicioning  scabies 
more  difficidt.  However,  most  of  the  ]>atients  we 
see  will  have  a stiggestive,  or  even  characteristic 
distribution  of  lesions,  d'he  areas  most  tistially 
involved  are  the  webs  and  sides  of  the  fingers, 
the  volar  surface  of  the  wrist,  the  palms  and 
soles,  elbows,  anterior  axillary  folds  and  the 
buttocks.  In  females  the  nipples  and  areola  are 
also  very  frecpiently  involved,  and  in  males  the 
scrotum  and  glans  penis  are  common  sites.  In 
fact,  it  is  so  common  that  if  you  see  a male  with 
a rash  and  pruritic  red  lesions  on  the  glans  he 
should  be  considered  to  have  scabies  until  proved 


Fig.  .5. 

Adult  female  Sarcoljles  senbiei  var  liotnitjis  as  seen  on  scanning 
lens  of  the  microscope.  Note  the  four  pairs  of  short  legs,  the 
bristle-like  hairs  and  round  shape. 


olheiAvise.  I'his  was  not  so  five  or  ten  years  ago, 
but  at  this  time  if  your  index  of  .suspicion  is  not 
high  enough  many  of  these  cases  will  be  com- 
pletely missed.  Similarly,  at  this  time,  any  yoting, 
active,  single  adult  with  an  itching  rash,  not 
charticteristic  of  some  other  disorder,  should  be 
strongly  suspicioned  to  have  scabies. 

Scabies  is  acxpiired  and  transmitted  to  others 
through  close  btxly  contact,  not  necessarily  sexual 
but  certainly  an  effective  imxle  of  ti  ansmission. 
Infants  and  children  acipiire  sctibies  through  con- 
tact w'ith  either  their  affected  parents  or  from 
close  contact  with  other  affected  children.  It  is 
thought  that  only  the  nymphs  and  adidt  mites 
can  be  transfened  to  others  to  pixxluce  an  in- 
festation. I'here  is  little  doubt  that  contami- 
nated articles  such  as  bed  sheets  and  clothing  can 
be  the  cause  of  an  occasional  case  of  scabies  but 
it  is  certainly  not  the  usual  metluxl  of  acepusi- 
tion.  Family  outbreaks  are  so  common  that  all 
members  of  a family  should  be  treated  if  one 
member  is  foutul  to  be  infested.  Otherwise,  they 
may  reinfect  one  another  in  the  household. 


Fig.  (i. 

Medium  power  view  of  adult  female  mite  with  iliice  eggs,  showing 
tlie  relatively  large  sire  of  the  ova  eompaied  to  the  adult. 
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The  Itch  Is  Back 


If  there  is  a skin  lesion  in  scabies  which  is 
diagnostic  it  is  the  bitrrow.  But  like  so  many 
other  medical  clues  it  is  fretjuently  talked  about 
l>ut  seldom  seen.  Because  of  the  extreme  pruritus 
the  burrow  is  excoriated  so  soon  after  its  de- 
velopment as  to  destroy  its  itlentity  as  such.  The 
burrow  is  the  tract  of  the  female  mite  and  can 
be  seen  as  a linear,  erythematous,  slightly  ele- 
vated, blistery  lesion  2 to  .5  millimeters  long 
by  1 to  2 millimeters  wide.  The  best  area  of 
the  skin  to  find  these  burrows  is  on  the  sides 
of  the  fingers  or  the  interdigital  webs.  More 
likely  to  Ije  seen  than  the  typical  burrow,  how- 
ever, is  a small  Ijlister  located  in  the  interdigital 
space,  or  perhaps  a resolving  blister  with  some 
crusting  on  its  surface.  One  of  the  confusing 
things  about  diagnosing  scabies  is  that  after  the 
infestation  has  become  rather  heavy  other  types 
of  lesions  .soon  appear.  There  can  be  pustides 
from  secondary  infection  and  more  particularly 
small  erythematous  and  ec/.ematous  papules  de- 
veloping densely  over  the  body.  This  repre.sent.s 
a secondary  eczematous  eruption  from  irritation. 


Fig-  7. 

I.ow  power  view  of  tlie  contents  of  a burrow.  The  ova  in  the  lower 
portion  have  already  hatched  and  arc  in  a collapsed  state.  I he 
third  ovum  from  the  top  contains  a fully  developed  embryo  ready 
for  hatching,  while  the  remaining  two  are  less  well  developed  at 
this  stage. 


infection  and  sensitization  anil  clouds  the  clinical 
picture  considerably.  We  have  seen  this  phe- 
nomenon most  commonly  on  the  trunk,  partic- 
ularly on  the  waistline  and  low'er  abdomen.  Of 
course,  the,se  lesions  are  devoid  of  mites  and 
ova  and  will  not  yield  positive  residts  on  scrap- 
ings for  diagnosis. 


Diagnosis 

It  is  fair  to  say  that  the  diagnosis  of  scabies 
is  made  most  often  by  the  clinical  appearance  of 
the  patient,  the  history  of  a similar  affliction  in 
other  members  of  the  family  or  sexual  partner, 
the  typical  worsening  of  itching  at  night,  and 
the  clinician's  own  high  index  of  suspicion. 
Demonstrating  the  mite,  or  ova,  in  scrapings 
from  the  lesion  is  indisputable  evidence  of  the 
disea.se,  but  even  in  the  hands  of  experts  such 
specific  findings  can  be  noted  only  in  about 
half  the  patients. 

I’he  techniipie  of  finding  the  mites  or  ova  is 
ipiick  and  simple.  1 he  best  areas  from  which 
to  obtain  the  material  for  microscopic  examina- 
tion are  the  w'ebs  of  the  fingers,  sides  of  the 
fingers  or  toes,  palms,  nipples,  pubic  region  and 
penis.  These  areas  harbor  the  most  organisms 
and  are  less  likely  to  be  involved  with  non- 
specific eczematous  changes.  Ideally  a non-exco- 
riated  intact  blister,  burrow  or  papide  should  be 
sought  out  for  scraping.  A sharp  scalpel  is  used 
to  slice  off  the  surface  of  the  lesion  and  then  to 
scrape  the  moist  base  thoroughly.  The  material 
is  transferred  then  to  the  surface  of  a glass  slide, 
covered  with  a drop  of  20%  potassium  hydroxide 
and  allow’ed  to  digest  for  a few  minutes.  The 
slide  shoidd  be  examined  under  the  scanning 
power  or  the  low  power  of  the  microscope  as 
the  mites  and  ova  are  extremely  large  and  are 
quite  easily  visualizeil  at  this  power.  It  is  best 
to  scrape  as  many  of  the  blisterly  lesions  as  can 
l)e  seen  in  order  to  increase  the  chances  of  a 
positive  diagnosis. 

.\s  noted  above,  the  mites  or  ova  can  only  be 
found  in  about  50%  of  the  ca.ses  and  therefore 
a trial  of  therapy  can  be  given  as  a diagnostic 
procedure  in  those  cases  which  are  still  in  doubt. 
If  clearing  of  the  eruption  and  cessation  of  the 
itching  occurs  within  a week  of  treatment  it  can 
be  assumed  that  the  patient  did  have  scabies. 
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Treatment 

Many  ol  the  older  physicians  will  remeinher 
the  t>(KKl  old  days  ol  scabies  therapy  with  20% 
snllnr  ointment.  I his  treatment  was  extieinely 
lonl  and  I'ortnnately  is  no  longer  necessary.  The 
.same  bed  linens  and  pajamas  were  worn  throngh- 
ont  the  entire  length  ol  treatment  width  re- 
tpiired  about  10  clays  and  il  the  greasy  einiron- 
inent  did  not  get  yon,  the  stench  tvonlcl. 

'rreatment  can  be  carried  out  now  in  21  hours 
without  much  dillicnlty.  The  patient  is  in- 
strticted  to  t;ike  a hot  soapy  bath  one  evening 
and  then  apply  the  scabitide  from  the  neck  to 
the  toes,  not  missing  any  areas.  In  adnlts  it  is 
not  necessary  to  treat  the  lace  and  scalp.  I'he 
medication  is  left  on  for  2f  hours  at  which  time 
another  soap  and  water  bath  is  taken.  This 
routine  should  be  rejieated  in  four  to  seven  clays 
but  further  applications  are  probably  worthless, 
and  might  even  cause  primary  irritation  and 
aggravation  of  the  pruritus.  The  newer  scabi- 
cides  are  effective  not  cjnlv  for  the  eradication 


of  the  mature  mites  liut  ;dso  lor  the  nymphs  and 
ova.  It  is  a good  practice  to  launder  all  under- 
clothing and  bed  linens  at  the  same  time  the 
scabic  ide  is  applied  but  re-inlestation  Irom  these 
sources  is  not  very  likely. 

I’he  most  commonly  used  scabicide  is  gamma 
ben/.ene  hexachloride  (Kwell®)  which  is  available 
in  a 1%  cream  ;ind  a loticjn.  It  comes  in  2 and 
lb  ounce  sizes,  the  former  being  adecpiate  to 
treat  one  adult  while  the  latter  may  be  ordered 
for  a large  family  group. 

l eu  per  cent  crotonotoluide  (Eurax®)  cretim 
is  ecjually  effective.  Less  desirable,  but  effective, 
is  an  emidsion  containing  12%  benzyl  benzoate, 
2%  benzoin  and  one  percent  DD  E (Topicicle®). 
.\11  aie  used  in  a similar  fashion.  In  eczematized, 
heavily  infested  patients  we  Irecpiently  admin- 
ister systemic  antipruritics  aitcl  even  cortico- 
steroids. Prednisone  in  a close  of  20  mg.  daily 
will  markedly  hasten  the  resolution  of  the  lesions 
and  the  pruritus. 
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The  Masauki  Kara  Lecture  * 

"The  Current  Status  of  i^enal  Transplantation " 

John  S.  Najarian* 


I will  discuss  some  common  aspects  of  organ 
transplantation  which  are  now  commonplace, 
review  what  has  transpired  in  this  field  of  medi- 
cine, particularly  kidney  transplant,  and  identify 
the  features  of  transplantation  that  keep  one 
interested,  so  it  does  not  become  a mechanical 
event  of  suturing  kidneys  in  place. 

Ciurrently,  our  group  in  Minnesota  has  per- 
formed over  700  kidney  transplants.  The  stand- 
ard ofjerative  technic]  ties  and  immunosuppressive 
regimen  have  l>een  previously  described.  Briefly, 
tlie  technical  approach  utilizes  an  extraperitoneal 
groin  incision  exposing  the  iliac  artery  and  vein, 
riie  renal  artery  and  vein  are  anastomosed  to 
the  iliac  vessels.  Ureteroneocystostomy  has  been 
the  procedure  of  choice  for  urinary  drainage. 
■Ml  patients  had  bilateral  nephrectomy  and 
sjjlenectoniy  prior  to  transplantation.  The  post- 
operative immunosuppressive  regimen  consists  of 
azathioprine  (5  mg/kg/day)  begun  on  the  clay 
of  surgery  and  tapered  to  maintenance  level  of 
2.0 -2.5  mg/kg/day;  j^rednisone  begun  at  2.0 
mg/kg/day  and  tapered  to  maintenance  levels 
of  0.25-  0.33  mg/kg 'day.  Beginning  on  the  first 
posto]x;rative  day,  30  mg/kg/day  of  antilympho- 
blast  globulin  (.ALG)  is  given  for  14  days  with 
eacli  dose  dependent  ujxtn  daily  platelet  counts. 
Goat  ALG  is  used  with  second  transplants  even 
though  sensitization  to  horse  ALG  is  not  demon- 
strable  in  the  vast  majority  of  patients.  The 
aliove  immunosu|)pressive  regimen  is  used  on  all 
patients  except  HL.\  identical  sibling  transplants 
in  which  initial  predisone  doses  of  1 mg/kg/day 
and  ALG  doses  ot  20  mg/kg/day  are  used.  The 
kidney  is  irradiated  (150  rads)  on  the  first,  third, 
and  fifth  postoperative  days  except  in  HLA  iden- 
tical sibling  recipients. 

Data  from  the  American  College  of  Surgeons 
1 ransplant  Registry  reveal  a five-year  cuimdative 
grab  survival  of  60  percent  in  living  related 
transplants.  We  have  achieved  a five-year  cumu- 
lative graft  survival  of  (S5  percent.  When  one 
comijines  the  parent-to-child  and  child-to-parent 
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sity of  Minnesota  ttealth  Science  Cienter,  Box  195,  Mayo  Memorial 
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groups  (genetically  identical  groups),  the  registry 
reported  a five-year  cumidative  graft  survival  of 
50  percent  with  our  results  being  75  percent. 

The  next  item  of  particular  interest  is  ca- 
daveric transplants.  Nationally,  approximately 
two-thirds  of  all  renal  transplants  are  performed 
with  catlaver  donors.  In  our  series,  approxi- 
mately 60  percent  of  transplants  are  from  ca- 
daver donors.  Cadaveric  transplantation  involves 
the  greatest  genetic  disparity.  The  (registry)  five- 
year  cumulative  graft  survival  in  cadaveric  trans- 
plantation is  approximately  30-35  jsercent.  We 
have  achieved  a 60  percent  five-year  cumulative 
survival  among  cadaveric  transplants.  These  re- 
sults are  obtained  in  cadaver  transplantation  dis- 
regarding HLA  tissue  typing.  As  a matter  of 
fact,  we  have  not  been  able  to  demonstrate  any 
influence  of  HLA  tissue  typing  on  the  outcome 
of  cadaver  grafts.  We  attribute  the  superior  re- 
sults in  our  patients  compared  to  the  patients 
from  the  registry  to  our  somewhat  different  post- 
operative immunosuppressive  regimen.  An  im- 
portant fact  is  that  the  figures  cited  above  are 
in  normal  risk  patients,  that  is,  patients  between 
the  ages  of  15  and  45  years  of  age  without  compli- 
cating factors  other  than  chronic  renal  failure. 
In  summary,  the  cumulative  graft  stirvival  ex- 
ceeds 60  percent  for  cadaver  donors,  75  percent 
for  parent-to-child  and  child-to-parent  trans- 
j)lants,  and  85  j^ercent  for  sibling  transplants. 

What  is  the  outcome  when  failure  of  the  graft 
occurs  and  removal  is  necessary?  In  those  pa- 
tients, retransplantation  gives  good  restilts.  How- 
ever, there  is  apjnoximately  a 10  j>ercent  pa- 
tient attrition  rate  with  each  secjuential  trans- 
jdant.  d ins  loss  is  much  greater  when  retrans- 
plantation occurs  with  cadaver  grafts.  When  a 
patient  sustains  episodes  of  acute  graft  rejection, 
we  make  tliree  attempts  to  reverse  the  acute  epi- 
sodes by  increasing  the  steroid  regimen.  If  these 
fail,  we  taper  the  immunosuppre.ssion  drugs 
rapidly  and  remove  the  graft.  Retransplantation 
can  I)e  carried  out  safely  at  a later  date.  Becau.se 
of  the  increased  graft  loss  and  patient  mortality 
utilizing  cadaver  grafts  with  retransplantation. 
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we  imich  pretei  to  lelransplant  using  living  re- 
lated donors.  ApprojM'iately  at  this  time,  one 
has  to  he  reminded  that  the  dialysis  mortality  is 
apjtroximatcly  10  percent  per  year  leveling  off 
at  around  50  percent  in  five  years. 

.\s  mentioned  above,  the  previotis  statistics 
were  in  the  ideal  risk  j)atients.  We  shall  now 
review  groups  of  patients  with  a less  favorable 
outlook.  Exjx?riente  has  demonstrated  that  ca- 
daveric transplantation  in  jxitients  over  15  years 
old  yields  poor  rc^sidts.  In  onr  series  the  two- 
year  cumulative  graft  survival  in  these  jxitients 
has  been  approximately  40  percent  with  a 
slightly  higher  patient  survival.  These  figures 
approximate  those  obtained  with  chronic  hemo- 
dialysis. However,  age  is  not  such  a detriment 
with  living  related  transplants.  The  cumulative 
graft  survival  in  patients  over  45  years  of  age 
with  living  related  transplants  is  approximately 
80  percent,  which  is  slightly  less  than  that 
achieved  in  the  ideal  age  group. 

Small  children  are  another  high  risk  group  of 
patients.  We  have  now  transplanted  approxi- 
mately 140  children  under  the  age  of  16  years. 
I his  is  the  largest  grotip  of  pediatric  transj^lants 
in  the  world.  Our  four-year  cumulative  patient 
survival  with  related  transplants  was  80  percent 
and  40  percent  with  cadaveric  transplants.  In 
1973,  we  analyzed  our  ten-year-  patient  stirvival 
in  children.  At  that  time,  we  had  transplanted 
98  children.  Of  this  group,  76  had  normal  renal 
function  and  22  patients  had  died.  One  of  the 
most  diflietdt  problems  with  small  children  is 
the  clifficidty  of  hemodialysis  because  of  vasetdar 
access.  Dr.  Kjellstrand  and  l)i'.  Buselmeier  in 
our  institution,  alter  mucli  perserverance,  Itegan 
dialyzing  small  children  (even  newborns).  How- 
ever, it  was  often  necessary  for  the  tlialysis 
cannulas  to  Ire  placed  in  the  groin  which  fre- 
cpiently  became  infected.  Because  of  this  prob- 
lem, cannulas  were  placed  in  the  upper  arm  in 
small  children.  'Ehis  could  Ire  accomplished  in 
children  as  small  as  3 kg.  Children  weighing  over 
15  kg  can  readily  have  an  internal  arteriovenous 
listula  placed.  With  these  refinements  vascular 
ticcess  and  hemcrdialysis  in  cbildien  is  no  kriiger 
a major  prolrlem.  New'born  children  can  be 
dialyzed  via  the  umbilical  artery  and  vein,  under- 
go a procedure  as  mentioned  above,  and  be  main- 
tained on  hemodialysis  until  suitable  for  trans- 
plantation. 4 lie  renal  diseases  of  children  that 


necessitate  transplantation  are  similar  to  tho.se 
erf  adults.  ,S]reci  f ica  1 ly,  the  incrst  cermmon  is 
chrcrnic  glomertdonephritis  followed  by  pyekrne- 
phritis  which  is  tisually  dtie  to  relltix.  Bladder- 
neck  (rbstructions  can  be  ctrrrected  prior  to  trans- 
plantation. 

A somewhat  uniejue  problem  presented  by 
children  with  congenital  nephrotic  syndrome  is 
their  small  size.  4 his  di,sease,  of  course,  is  pre.sent 
from  birth  and  patients  ustially  become  .severely 
uremic  around  the  age  of  12-18  months.  4’hese 
are  the  smallest  children  that  we  have  trans- 
planted. Almost  uniformly  w'e  have  transplanted 
the.se  children  with  grafts  from  mothers  using  a 
transperitoneal  approach.  It  does  present  some- 
what of  a technical  problem  in  placing  these 
large  kidneys  in  infants.  However,  it  can  be 
accomplished  and  the  overall  success  in  this 
unitjue  gtoiip  of  patients  has  been  gotxl.  44iere 
are  two  reasons  for  utilizing  the  mother  as  the 
donor:  (1)  mothers  have  smaller  kidneys  than 
fathers  (how'ever,  a female  sibling  woidd  like- 
wise be  suitable),  (2)  children  have  a more  active 
immune  response  than  adidts  and  despite  large 
doses  of  immunosuppression,  cadaveric  grafts 
have  been  rejected  in  the  majority  of  cases.  Fur- 
thermore, with  less  rejection  the  amount  of 
steroids  can  Ite  reduced,  allowing  for  better 
grow'th.  Rarely  in  this  group  of  patients,  when 
no  living  related  donor  is  available,  we  have 
utilized  pediatric  cadaver  donors  in  which  both 
kidneys  are  removed  en  bloc,  and  transplanted 
as  such  w'ith  the  proximal  aorta  oversewn  and 
the  distal  aorta  stitured  to  tlie  recijtient  aorta. 
I'he  vena  cava  likewi.se  is  sutured  to  the  reci|)ient 
iliac  vein  or  vena  cava.  Unfortunately  in  the 
small  number  of  jratietits  that  we  have  utilizcxl 
this  technique,  we  have  not  liad  a high  succe.ss 
rate.  Again  due  to  the  active  immune  respon.se 
these  grafts  have  been  ra])idly  rejected.  We  have, 
however,  utilized  pediatric  cadavci  kidneys  en 
bloc  in  adults  with  succe.ss. 

A very  important  aspect  of  pediatric  trans- 
plantation is  growth.  .Moderate  uremia  in  cltil- 
dren  markedly  ctirtails  growth  and  dialysis  does 
not  nsually  alleviate  tins  problem.  Normal 
growth  has  been  observed  following  renal  trans- 
plantation. However,  very  rarely  does  one  ob- 
serve “catch  iqj"  growth.  .\s  a result,  we  have 
transplanted  some  children  (serum  creatinine 
5-6mg%)  l)cfore  end  stage  renal  lailnre  occurs 


Volume  73,  Number  4 — September,  1976 


171 


The  Masaeki  Hara  Lecture:  “The  Ci  rrent  Status  of  Renat  Transplantation” 


so  growth  is  not  as  retarded  and  the  patient  does 
not  become  a renal  dwart.  Most  growth  occurs 
prior  to  the  age  of  10  years.  Therefore,  when  a 
uremic  child  approaclies  this  age,  we  strongly 
recommend  transplantation. 

An  important  adjunct  to  onr  |X)St-op  immimo- 
snppression  regimen  that  was  instituted  in  1968 
was  the  use  of  heterologons  antidymphoblast 
globtdin  (.\LG).  Prior  to  this  era  and  tlie  in- 
stitution of  ALG,  onr  renal  transplantation  re- 
sults in  adults  and  children  were  markedly  in- 
ferior to  onr  current  results.  We  feel  the  use  of 
AL(i  in  children  is  mandatory  dtie  to  their  more 
active  inminne  response.  The  use  of  ALG  allows 
ns  to  tajter  steriods  more  rajiidly.  The  child  be- 
comes less  Cushingoid  and  the  growth  takes  place 
more  readily. 

Deatli  in  children  from  sepsis  is  far  less  com- 
mon than  in  adults.  Also  children  withstand 
prolonged  high  doses  of  immniiosnppression 
better  than  adults.  In  es.sence,  children  are  very 
resilient  and  probably  are  not  high  risks  at  all. 
Ihis  is  not  true,  of  course,  of  the  infant  with 
congenital  nephrotic  syndrome  that  pre.sents 
technical  problems.  In  snnnnary,  the  cnmnlative 
10-year  graft  survival  among  onr  pediatric  trans- 
jjlants  is  about  70  percent  in  related  grafts  and 
45  jrercent  with  cadaveric  giafts. 

Patients  with  diabetes  mellittis  represent  a 
nnitpie  group  of  jjatients  with  special  problems. 
As  a whole,  diabetic  patients  present  so  many 
problems  that  fetv  dialysis  and  transplant  centers 
have  offered  any  form  of  treatment  to  these 
patients.  A few  of  these  problems  include  .severe 
atherosclerosis  and  difficult  vascular  access  for 
hemodialysis,  episodes  of  hyperglycemia  causing 
fluid  overload  and  pnlmonary  edema  recpiiring 
dialysis,  and  fretpient  infections.  Furthermore, 
a high  jjortion  of  juvenile  patients  are  blind 
when  renal  failure  is  severe  enough  to  justify 
dialysis  or  transplantation.  In  1970,  with  the 
above  problems  in  mind  and  wdth  the  tlismal 
outlook  these  peojtle  presented,  we  undertook  a 
large  piogram  to  dialyze  and  transplant  diabetic 
patients.  F'rom  1970  to  1974  we  have  done  89 
diabetic  transplants.  4 he  mean  age  is  33.  44ie 
mean  duration  of  the  diabetic  state  is  20  years 
before  renal  failure  necessitating  dialysis  or  tran,s- 
plantation  occurs.  One-fifth  of  our  patients 
were  totally  blind  and  40  [rercent  had  marked 


isiial  impairment.  Of  the  89  patients  trans- 
plantetl,  62  are  living  and  well  bnt  fotir  patients 
have  returned  to  chronic  hemodialysis.  Twenty- 
three  patients  died  and  five  patients  received 
.second  transplants.  In  regard  to  diabetic  blind- 
ness anti  retinopathy,  we  have  observed  that  the 
major  visual  loss  occurred  during  the  terminal 
phases  of  uremia,  (the  two-year  period  prior  to 
dialysis).  For  this  reason  and  other  factors  that 
tentl  to  make  diabetic  patients  somewhat  un- 
stable, we  began  transplanting  diabetic  patients 
when  the  serum  creatinine  approached  6 mgs.%. 
We  observed  that  patients  wdth  good  eyesight 
prior  to  transplantation  stabilized  and  main- 
tained their  vision  in  the  post-transplantation 
period.  Of  patients  with  severe  retinal  and  vis- 
ual impairment  prior  to  transplantation,  some 
patients  improved  but  the  majority  of  patients 
did  not  improve  appreciably.  At  the  initiation 
of  transplanting  diabetic  patients,  we  performed 
serial  biopsies  of  all  transplanted  kidneys.  The 
primary  reason  for  these  biopsies  was  to  sequen- 
tially study  transplanted  kidneys  to  ascertain  if 
recurrent  diabetic  nephropathy  occtirred.  In- 
deed, at  the  end  of  five  years,  thickening  of  the 
basement  membranes  and  nodular  changes  along 
the  basement  membranes  suggest  early  rectirrence 
of  diabetic  nephropathy.  The  significance  of 
these  changes  and  the  extreme  long  term  out- 
come of  the  transplanted  kidney  in  the  diabetic 
patient  is  unknown  at  the  present  time.  Labora- 
tory w'ork  from  our  institution  has  revealed  that 
in  experimental  animals  (rats),  recurrence  of  the 
original  diabetic  nephropathy  occurs  in  the  trans- 
planted kidney.  Furthermore,  with  detailed  elec- 
tron microscopic  data  from  these  animals,  recnr- 
rent  lesions  have  been  seen  as  early  as  12  months 
post-transplant. 

Fite  social  worker  at  our  institution  recently 
reviewed  otir  series  of  diabetic  transplant  patients 
with  regard  to  rehabilitation.  found  that  51 
percent  tvere  employed,  12  jrercent  were  stu- 
dents, 12  percent  were  in  the  transition  stage 
and  planned  to  work,  and  only  25  percent  were 
functionally  unable  to  work.  In  summary,  the 
five-year  cumulative  graft  survival  in  diabetic 
patients  is  around  70  percent  using  living  re- 
lated donors  and  approximately  60  percent  with 
cadaveric  donors.  However,  the  majority  of  our 
diabetic  patients  is  around  70  percent  using 
living  related  donors.  I’he  cadaver  statistics  are 
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.somewlKil  small  in  iiumhci  and  ina)  not  l)C  a 
li  ne  icllct  tion  ol  diabetic  cadaver  ti  ansplanta- 
t ion. 

Instead  ol  simply  tiyint;  to  alleviate  the  end 
ori>an  lailnre,  namely  renal  lailme  in  diabetic 
patients,  we  have  also  studied  the  basic  disease 
in  these  patients,  namely  the  delect  in  insulin 
and  carbohydrate  metabolism.  Experimentally 
in  the  laboratory,  we  ha\e  been  alile  to  sncce.ss- 
Inlly  trans])lant  islet  cell  suspensions  by  direct 
injection  into  the  jjoital  vein.  Othei  investi- 
gators have  likewise  successhdly  transplanted  islet 
cell  suspensions  experimentally.  With  this  back- 
gionncl,  we  began  jierloiniing  human  islet  cell 
transplants  via  the  portal  vein.  We  have  clone 
approximately  H)  human  islet  cell  transplants 
with  \ery  limited  success,  d'he  ctirrent  main 
problem  with  human  islet  cell  transplants  is  har- 
vesting and  processing  the  islet  cells.  Presently 
we  can  only  achieve  appi oximately  5-10%  yield 
of  islet  cells  from  a normal  pancreas.  Hopetidly, 
however,  in  the  near  future  with  further  refine- 
ments in  the  area  ol  islet  cell  htnvesling  a better 
yield  will  be  obtained  and  success  in  human  islet 
cell  transplantation  will  be  accomplished. 

Renal  transplantation,  especially  cadaveric, 
has  to  depend  on  organ  preservation,  d'he  pio- 
neering work  ol  Eolkert  Helzer  using  cold  pulsa- 
tile perfusion  in  the  lOOO's  and  later  relinements 
by  ciurselves  and  other  laboratories  have  allowed 
ns  to  pre.serve  kidneys  lor  as  long  as  72  hcjiirs. 
Elow'ever,  utilizing  cold  pidsatile  pre.servation, 
the  time  vs.  graft  non-function  curve  is  almost 
linear.  Based  on  this,  there  is  a significant  rate 
of  non-functitjning  grafts  beyond  4S  hours,  as  a 
result,  we  seldom  jrreserve  and  utilize  engans 
beyond  this  time  pericxl. 

Cold  non-pnlsatile  preservation  utilizing  a 
slightly  hyperosmolar  solution  wdth  its  chemical 
composition  being  near  to  that  ol  intracellular 
fluid,  has  been  utilized  successfully  for  up  to  48 
hours.  We  have  not  used  this  tyjre  of  preserva- 
tion. 

Ehe  University  ol  Minne,sota  organ  procure- 
ment system  has  a constantly  available  donor 
harvesting  team.  Ehis  consists  of  surgeons,  tech- 
nicians and  jxrrtable  preservation  machines  that 
are  available  at  a moment's  notice  to  travel  to 
various  hospitals  both  short  and  long  distances 
from  the  University  ol  Minnesota  Hos])itals. 


Utilizing  this  approach,  the  organ  pKxurenienI 
\(>hnne  a(  (he  University  ol  Minnesola  llospilals 
has  (piadt  ii|)led  in  size  dm  ing  (he  past  lew  years. 
Recenlly  in  om  laboratoiy,  we  liave  developed  a 
mini  pi eservat ion  machine  that  is  appi oximateh 
the  size  of  an  attache  case  tliat  can  pieseive  a 
single  kidney  and  is  moie  readily  ti ansportable. 

Organ  preservation  has  also  allowed  surgeons 
the  oppoi  tunity  to  exploit  'Itench  surgery."  With 
this  appioach,  successful  correction  of  renal  vas- 
culai  lesions  at  the  secondary  and  tertitiry  level 
can  be  ticcomjjlished.  I’he  aflected  kidney  is 
explored,  removed  Ircxn  the  patient,  cryo-pre- 
served,  ojjerated  u|x)n  with  no  concern  for  ische- 
mic time  and  then  reimphinted.  In  .some  in- 
stances ol  ex-vivo  cryo-preservation,  the  ureter 
need  ncjt  be  .severed  thus  eliminating  the  pers- 
sible  complications  of  re-implanting  the  ureter. 

Utilizing  “workbench  surgery”  we,  as  well  as 
other  investigators,  have  operated  upon  and  sal- 
vaged kidneys  that  otheiAvise  would  have  had  to 
be  removed.  A somewhat  different  example 
utilizing  organ  preservation  will  be  illustrated 
by  a brief  case  presentation.  'I’his  bl-year-olcl 
severely  hypertensive  male  had  a 20  cm.  aortic 
abdominal  aneurysm.  Upon  examination  ol  the 
patient  ;uid  also  by  arteriography  it  was  evident 
that  the  aneurysm  extended  above  the  renal 
arteries.  Aortography  revealed  complete  exclu- 
sion of  the  right  renal  artery  and  apjx oximately 
an  80  percent  stenosis  of  the  left  renal  artery. 
4 he  patient  electively  underwent  surgery  where 
first  the  lelt  kidney  was  dissected,  removed,  and 
placed  on  the  preservaticjii  machine  for  ajtproxi- 
mately  four  hours  during  which  time  re.section 
and  dacron  graft  replacement  of  the  abdominal 
aoita  weie  performed.  4'he  kidney  was  nicely 
jjrotected  from  the  secptelae  of  blcxxl  pressure 
and  volume  changes  during  resection  of  the 
aneuiysm.  Upon  completion  of  this  the  kidney 
was  taken  from  the  preservation  imichine  and 
placed  in  the  right  groin  utilizing  the  same  ap- 
proach as  in  doing  a routine  kidney  transplant. 
Po.sto|xuatively  the  patient  convalesced  well  :ind 
had  normal  renal  function.  In  this  |)arlicular 
case  the  kidney  per  se  was  not  operated  upon, 
but  it  does  illustrate  another  example  of  how 
pieservation  can  be  effecti\ely  utilized. 

Uriel ly,  organ  transplantation  other  than  renal 
and  corneal  has  met  with  limited  succe.ss.  Even 
so,  this  succe.ss  is  made  by  sixxialized  centers  that 


Volume  73,  Number  4 — September,  1976 


173 


I'm:  Masai'ki  Hara  Lecture:  “The  Current  Status  of  Renae  1’ranspeantation” 


coiuinue  to  have  interest  iti  specific  organs.  For 
extnnple,  the  LTniversity  of  Colorado  is  the  largest 
and  most  active  gionp  performing  liver  trans- 
]>lants.  Approxitnately  24  liver  tratisplants  per 
year  are  transplanted  at  that  center.  The  one- 
and  two-year  patient  survivals  are  50  percent 
aiul  30  percent  respectirely.  The  best  sticcess 
is  achievetl  iti  patients  witli  biliary  atresia.  Hepa- 
tomas have  had  a prohibitive  recnrrence  rate. 
I'here  are  cnrrently  no  long  term  survivors  in 
patients  with  alcoholic  cirrhosis.  The  above  state- 
ments are  similarly  true  for  heart  and  lung  trans- 
plants. 

In  summary,  organ  transplantation  other  than 
renal  transplantation,  namely  heart,  liver,  and 
lung  are  performed  only  by  few  select  centers 
that  can  achieve  some  overall  success.  There  is 
much  room  for  improvement;  this  area  of  trans- 


plantation is  still  highly  experimental  and  more 
oasic  information  is  needed  before  these  organs 
can  be  readily  successfully  transplanted.  In  sharp 
contrast  approximately  20,000  kidney  transplants 
have  been  performed  tip  to  date  which  demon- 
strates the  wide  applicability  of  renal  transplanta- 
tion. 

In  essence,  we  feel  like  the  field  of  transplanta- 
tion is  still  a very  challenging  and  interesting 
field.  It  has  the  best  combination  and  a variety 
of  clinical  and  basic  science  disciplines  all  put 
together  — immunology,  microbiology,  infectious 
tlisease,  tirology,  general  stirgery,  vasctdar  stir- 
geiy,  etc.  As  time  goes  on,  I think,  in  transplanta- 
tion they  will  find  a new  meaning  to  that  ex- 
cellent Latin  saying,  “Nemo  Cibi  Nascutetir”  — 
“No  one  is  born  for  himself  alone.” 
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Syphilis-CDC  Recommended  Treatment  Schedules,  1976* 

The  following  recommendations  were  established  by  the  Venereal  Disease  Control  Advisory 
Committee**  after  deliberation  with  therapy  experts.*** 


Few  data  have  been  ])ul)lislie(l  on  the  treat- 
ment ot  .syphilis  since  CiDC  revised  titese  reconi- 
mendations  in  19()>S.  Penicillin  continues  to  be 
the  drug'  ol  choice  ferr  all  stages  ol  syphilis.  Kvery 
ellort  shotdd  be  made  to  document  penicillin 
allergy  belore  choosing  other  antibiotics  because 
these  antibiotics  have  been  studied  less  extensive- 
ly than  }x.micillin.  Physicians  are  cautioned  to 
tise  no  le.ss  than  the  reconnnended  dosages  oE 
antibiotics. 

EARLY  SYPHILIS  (primary,  secondary,  latent 
syphilis  of  less  than  1 year's  duration) 

(1)  Benzathine  penicillin  Ci  — 2.4  million 
nnits  total  by  intramnscidar  injection  at 
a single  session.  Benzathine  penicillin  G 
is  the  drug  of  choice  becanse  it  provides 
effective  treatment  in  a single  visit.p  OR 

(2)  Aepteons  procaine  penicillin  G — 4.(S  mil- 
lion nnits  total:  601), 000  nnits  by  intra- 
mttscidar  injection  daily  lor  8 days.  OR 

(3)  Procaine  penicillin  G in  oil  with  2%  aln- 
mimim  inonostearate  (P.\M)  — 4.8  mil- 
lion nnits  total  by  intramtiscnlar  injec- 
tion: 2.4  million  units  at  Eirst  visit,  and 
1.2  million  nnits  at  each  ol  2 snbsetpiem 
visits  3 days  apart.  Although  PAM  is  used 
in  other  countries,  it  is  no  longer  awiilable 
in  the  United  States. 

Patients  who  are  allergic  to  penicillin: 

(1)  Tetracycline  hydrochlorideff  — 500  mg  4 
times  a day  by  motith  lor  15  days.  OR 

♦Department  of  Health,  F,ducation.  and  Welfare,  Public  Health 
Service,  Center  for  Disease  Control,  Atlanta,  (ieor^ia. 

**R.  H.  Henderson.  M.D..  Cihairman.  Venereal  Disease  Control 
Division.  Bureau  of  State  Services.  Center  for  Disease  Control.  At- 
lanta. Georgia;  J.  H.  Miller.  Executive  Secrctarv'.  Venerea!  Disease 
Control  Division.  Bureau  of  State  Services.  CIKl;  D.  Fouser,  \VNET- 
rv.  New  York  City.  New  York:  H.  Hamilton.  Editor.  URBAN 
HF.AL'I  H.  Atlanta,  Georgia;  G.  H.  Handy,  M l)..  Department  of 
Health  and  Social  Services.  Madison,  Wisconsin;  B.  Krohn,  Barbara 
Krohn  and  Associates.  Seattle,  Washington;  S.  Nixon.  M.D..  Flores- 
villc.  Texas;  M.  O.  Shinn.  F..O.C.  of  Imperial  County  (California), 
Inc.,  El  Centro.  California. 

***V.  Cave,  M I)..  Brooklvn,  New  York:  P.  E.  Dans.  M.D..  Uni- 
versity of  Colorado  Medical  School.  Denver.  Colorado:  N.  J. 
Fiumara.  M.I)..  Slate  Department  of  Public  Health.  Boston.  Massa- 
chusetts; A.  R.  Hinman,  M.D..  State  Department  of  Public  Health, 
Nashville,  Tennessee;  R.  H.  Kampmeier,  M.I).,  Central  State  Hos- 
pital, Nashville,  Tennessee;  U.  Klein.  M.D.,  Gradv  Memorial  Hos- 
pital. Atlanta.  C^eorgia:  W.  Ledger,  M.D.,  University  of  Souiliern 
California  Medical  Center,  Los  Angeles,  California;  ^V.  McCormack. 
M.D.,  Boston  City  Hospital.  Boston,  Massachusetts;  G.  McChatken. 
Nf.D.,  University  of  Texas  Medical  Center.  Dallas,  Texas;  N.  B. 
Nichols,  M.D.,  University  of  Oklahoma  Health  Sciences  Center, 
Oklahoma  Citv,  Oklahoma;  P.  Perine,  M.D..  Virginia  Mason  Cdinic. 
Seattle,  Washington;  M.  F.  Rein,  M.I).,  University  of  Virginia, 
Charlottesville,  Virginia;  ,].  P.  Sanford.  Af.D..  Uniformed  Services 
University  of  the  Healtli  .Sciences,  Bethesda,  Marvland;  .\.  L. 
.Schroeter.  M.D..  ^^ayo  Clinic.  Rochester.  Minnesota;  P.  F.  Sparling. 
M.D..  University  of  North  Carolina.  Chapel  Hill.  North  Carolina; 
L.  Taber,  M.D,,  Baylor  College  of  Medicine.  Houston,  Texas;  E.  C. 
Tnimont.  M.D..  L.T.C..  M.C..  Walter  Reed  Armv  Medical  Center, 
Washington.  D.C. 

tltalics  indicates  commentarv. 

ttF'ood  and  some  dairy  products  interfere  with  absoiption.  Oral 
forms  of  tetracycline  should  be  given  1 hour  before  or  2 hours 
after  meals. 


(2)  Fiyllnomycin  (stearate,  ethylsticcinate  or 
base)  — 50E)  mg  4 times  a day  by  mouth 
Eor  1 5 days. 

These  antibiotics  appear  to  be  effective  but 
harie  been  evaluated  less  extensively  than  peni- 
cillin. 

SYPHILIS  OF  MORE  THAN  1 YEAR'S  DURATION 
(latent  syphilis  of  indeterminate  or  more  than  1 
year's  duration,  cardiovascular,  late  benign, 
neurosyphilis) 

(1)  Beii/atliiiie  penicillin  Ci  — 7.2  million 
imits  total:  2.4  million  tinits  by  intra- 
muscular injection  w'eekly  Eor  3 successive 
weeks.  014 

(2)  A(pieous  procaine  penicillin  G — 9.0  mil- 
lion nnits  total:  6()0,E)00  tinits  by  intra- 
muscular injection  daily  for  15  days. 

The  optimal  treatment  schednies  for  syphilis 
of  greater  than  1 year’s  duration  have  been  less 
well  established  than  schedules  for  early  syphilis. 
In  general,  syphilis  of  longer  duration  requires 
higher-dose  therapy.  Although  therapy  is  recom- 
mended for  established  cardiovascular  syphilis, 
there  is  little  evidence  that  antibiotics  reverse  the 
pathology  associated  with  this  disease. 

Gerebrospinal  Iluid  (CFS)  examination  is 
mandatory  in  patients  with  stispected,  .sympto- 
matic nenrosyphilis.  Ihis  examination  is  also 
desirable  in  other  patients  with  .syphilis  of  great- 
er than  1 year's  duration  to  exclude  asymptomatic 
neurosyjdiilis. 

Published  studies  show  that  a total  dose  of 
6.l)-9.0  million  units  of  penicillin  G results  in  a 
satisfactory  clinical  response  i)t  approximately 
patients  with  nenrosyphilis.  There  is 
more  published  clinical  experience  with  short- 
acting penicillin  preparation  than  with  benza- 
thine penicillin  G.  Sonie  clinicians  prefer  to  hos- 
pitalize patients  with  nenrosyphilis,  particularly 
if  the  patient  is  sym ptornatic  or  has  not  re- 
spo)ided  to  initial  therapy.  In  these  instances 
they  treat  patients  with  12-21  rnillion  units  of 
(ujueous  crystalline  penicillin  Gr  given  intra- 
venously each  day  (2-4  million  units  every  4 
hours)  for  10  days. 

Patients  who  are  allergic  to  penicillin: 

(1)  Tetracycline  hydrochloride  — 500  mg  4 
times  a day  by  mouth  Eor  30  days.  OR 

(2)  Erythromycin  (stearate,  ethylsticcinate  or 
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l)ase)  — 500  nig  1 limes  a day  by  mouth 
lor  30  days. 

There  (ire  NO  published  clinical  data  rehich 
adeijiialely  document  the  efficacy  of  drugs  other 
than  penicillin  for  syphilis  of  more  than  1 year’s 
duration.  Cerebrospinal  fluid  examinations  are 
highly  recommended  before  therapy  with  these 
regimens. 

SYPHILIS  IN  PREGNANCY 
Evaluation  of  Pregnant  Women 

All  pregnant  u'omen  should  have  a nontrep- 
onemal  serologic  test  for  syphilis,  such  as  the 
J’DRL  or  RPR  test,  at  the  time  of  the  first  pre- 
natal visit.  The  treponemal  tests  such  as  the 
TTA-ABS  test  should  not  be  used  for  routine 
screening.  In  women  suspected  of  being  at  high 
risk  for  .syphilis,  a second  nontreponemal  test 
should  be  performed  during  the  third  trimester. 
Seroreactive  patients  should  be  expeditiously 
evaluated.  This  evaluation  should  include  a 
history  and  physical  examination,  as  well  as  a 
quantitative  nontreponemal  test  and  a confirm- 
atory treponemal  test. 

If  the  PTA-AIiS  test  is  nonreactive  and  there  is 


no  clinical  evidence  of  syphilis,  treatment  may 
be  withheld.  Both  the  quantitative  nontrepo- 
nemal test  and  the  confirmatory  test  should  be 
repeated  udthin  4 weeks.  If  there  is  clinical  or 
serologic  evidence  of  .syphilis  or  if  the  diag- 
nosis of  syphilis  cannot  be  excluded  with  reason- 
able certainty,  the  patient  should  be  treated  as 
outlined  below. 

Patients  for  whom  there  is  documentation  of 
adeijuate  treatment  for  .syphilis  in  the  past  need 
not  be  retreated  unless  there  is  clinical  or  sero- 
logic evidence  of  reinfection  sudi  as  darkfield- 
positive lesions  or  a 4-fold  titer  rise  of  a quanti- 
tative nontreponemal  test. 

A.  For  patients  at  all  stages  of  pregnancy  who 
are  not  allergic  to  penicillin:  Penicillin  in 
tlosage  schedules  appropriate  for  the  stage  of 
syphilis  as  recommended  for  the  treatment  of 
nonpregnant  patients. 

B.  For  patients  of  all  stages  of  pregnancy  who 
are  allergic  to  penicillin:  Erythromycin  (stea- 
rate, ethylsuccinate  or  base)  in  dosage  sched- 
ules appropriate  for  the  stage  of  syphilis,  as 
recommended  for  the  treatment  of  non- 


Table  I.  Summary— Cases  of  Specified  Notifiable  Diseases:  United  States 


[Cumulative  totals  include  revised  and  delayed  reports  through  previous  weeks! 


13th  WEEK  ENDING 

MEDIAN 

1971-1975 

CUMULATIVE,  FIRST  13  WEEKS 

DISEASE 

April  3, 

1976 

March  29, 

1975 

April  3, 

1976 

March  29, 
1975 

MEDIAN 

1971-1975 

Aseptic  meningitis  

3A 

4 1 

32 

467 

458 

458 

Brucellosis 

1 

A 

40 

52 

35 

26 

Chickenpox  

5,481 

4.566 

— 

70,985 

53,010 

— 

Diphtheria 

1 

12 

A 

85 

121 

51 

Encephalitis  ' 

1 Post-Infectious  

16 

15 

16 

195 

155 

218 

10 

15 

6 

62 

63 

60 

i Type  B 

270 

20  0 

166 

3,495 

2.622 

2,421 

Hepatitis.  Viral  Type  A 

6 76 

667 

, 996 

9.020 

9.026 

f 

1 12»800 

1 Type  unspecified  

193 

183 

2,193 

1.927 

Malaria  

4 

3 

4 

78 

68 

68 

Measles  (rubeola)  

1.494 

782 

1.178 

11.335 

6,308 

9,191 

Meningococcal  infections,  total 

40 

24 

50 

524 

44  8 

448 

Civilian 

40 

23 

47 

520 

435 

435 

Military 

- 

1 

2 

4 

13 

14 

Mumps  

1,376 

1.573 

2.068 

16,505 

19,593 

25,299 

Pertussis  

24 

16 

— 

277 

293 

— 

Rubella  (German  measles)  

490 

619 

954 

4,403 

4.263 

8,747 

Tetanus 

- 

2 

2 

7 

15 

15 

Tuberculosis  

730 

579 

— 

7,926 

7,241 



Tularemia  

1 

2 

2 

28 

12 

25 

Typhoid  fever  

7 

6 

6 

83 

62 

65 

Typhus,  tick-borne  (Rky.  Mt.  spotted  fever)  

Venereal  Diseases: 

3 

1 

1 

8 

12 

12 

. ; Civilian 

Gonorrhea  , 

17.427 

17,821 

— 

240.719 

230,381 

— 

1 Military 

465 

602 

— 

7,349 

7.481 

— 

Syphilis,  primary  and  secondary  

482 

462 

— 

6,620 

6 .480 

— 

iMilitary 

15 

6 

_ — _ 

98 

86 

— — _ 

Rabies  in  animals  

68 

53 

107 

512 

496 

823 

Table  II.  Notifiable  Diseases  of  Low  Frequency:  United  States 


Anthrax:  

CUM 

2 

Botulism:  

5 

Congenital  rubella  syndrome:  

7 

36 

Leptospirosis:  Tex.  1 

1 1 

1 

Typhus,  murine:  Tex.  7 

’Delayed  report:  Alaska  5 (1975) 
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pregnant  j)alieni,s.  Althongh  these  eiytlno- 
inyein  schedules  ap|K‘ar  sale  for  mother  and 
fetus,  their  efficacy  is  not  well  estaltlished. 
rherefore,  the  documentation  of  penicillin 
allergy  is  particulaily  important  before  treat- 
ing a pregnant  woman  with  erythromycin. 
Efythro»iyci)i  estolale  and  tetracycline  arc  not 
recommended  for  syphilitic  infections  in  prc"- 
)iant  women  because  of  potential  adverse 
effects  on  ynother  and  fetus. 

Follow-up 

Pregnant  women  wlio  have  been  treated  lor 
syphilis  should  have  monthly  quantitative  non- 
treponemal  serologic  tests  for  the  remainder  of 
the  current  pregnancy.  AV^omen  who  show  a 4- 
fold  rise  in  titer  shoidd  1)e  retreated.  .After  de- 
livery, follow-iq)  is  as  outlined  for  nonpregnant 
patients. 

CONGENITAL  SYPHILIS 

Congenital  syphilis  may  occur  if  the  mother 
has  syphilis  during  pregnancy.  If  the  mother  has 
received  adequate  penicillin  treatment  during 
pregnancy,  the  risk  to  the  infant  is  minimal. 
However,  all  infants  should  be  examined  care- 
fully at  birth  and  at  frequent  intervals  thereafter 
until  nontreponemal  serologic  tests  are  negatwe. 

Infected  infants  are  frequently  asymptomatic 
at  birth  and  may  be  seronegative  if  the  maternal 
infection  occurred  late  in  gestation.  Infants 
should  be  treated  at  birth  if  maternal  treat)nent 
was  inadequate,  unhncjwn , with  drtigs  other  than 
penicillin,  or  if  inadequate  follow-up  of  the  in- 
fant cannot  be  ensured. 

Infants  with  congenital  .syphilis  should  have 
a CSF  examination  before  treatment. 

Infants  with  abnormal  CSF: 

(1)  Acjueous  crystalline  penicillin  G,  50,000 
units/ kg  intramuscularly  or  intravenously 
daily  in  2 divided  doses  for  a minimum 
of  10  days.  OR 

(2)  A(|ueous  procaine  penicillin  G,  50,000 
units/kg  intramuscidarly  daily  for  a mini- 
mum of  10  days. 

Infants  with  normal  CSF: 

Benzathine  penicillin  G,  50,000  units/kg  intra- 
muscularly in  a single  do.se.  Although  benzathine 
penicillin  has  been  previously  recommended  and 
widely  used,  published  clinical  data  on  its  effi- 
cacy in  congenital  neurosyphilis  are  lacking.  If 
neurosyphilis  cannot  be  excluded,  the  procaine 
or  aqueous  penicillin  regimens  are  recoynrnended. 
Since  cerebrospinal  fluid  conceyitrations  of  pe7ii- 


cillin  achiex)cd  after  benzathine  penicillin  are 
minimal  to  nonexistent , these  revised  rccommen- 
datiojis  seem  more  conservative  and  appropriate 
until  clinical  data  on  the  effixacy  of  benzathine 
penicillin  can  be  accumulated.  Other  antibiotics 
arc  not  recommended  for  neonatal  congenital 
syphilis. 

Penicillin  tlierapy  for  congenital  syphilis  after 
the  neonatal  period  should  be  with  the  same 
dosages  used  for  neonatal  congenital  syphilis. 
For  larger  children  the  total  dose  of  penicillin 
need  not  exceed  the  dosage  used  in  adidt  syphilis 
of  more  than  1 year's  duration.  After  the  neo- 
natal |X.Miod,  the  dosage  of  erythromycin  and 
tetracycline  for  congenital  syphilitics  who  are 
allergic  to  penicillin  should  be  individualized 
but  need  not  exceed  dosages  used  in  adult  syphilis 
of  more  than  1 year's  duration.  Tetracycline 
shoidd  not  be  given  to  children  le.ss  than  8 years 
of  age. 

FOLLOW-UP  AND  RETREATMENT 

All  patients  with  early  syphilis  and  congenital 
syphilis  shoidd  be  encouraged  to  return  for  re- 
peat (|uantitative  nonire|X)nemal  tests  3,  6,  and 
12  months  after  treatment.  Patients  with  .syphilis 
of  more  than  1 year's  duration  shoidd  also  have 
a repeat  .serologic  test  21  months  after  treatment. 
Gareful  follow-iq^  serologic  testing  is  particularly 
important  in  patients  treated  with  antibiotics 
other  than  penicillin.  Examination  of  G.SF 
should  be  planned  as  part  of  the  last  lollow-up 
visit  after  treatment  with  alternative  antibiotics. 

All  patients  with  neuro.syphilis  must  be  care- 
fully followed  with  .serologic  testing  for  at  least 
3 years.  In  addition,  follow-up  of  these  patients 
should  include  clinical  reevaluation  at  6-month 
intervals  and  repeat  G.SF  examinations,  partic- 
ularly in  patients  treated  with  alternative  anti- 
biotics. 

The  possibility  of  reinfection  should  always  be 
considered  when  retreating  patients  with  early 
syphilis.  A GSF  examination  shoidd  be  j^er- 
formed  before  retreatment  unless  reinfection  and 
a diagnosis  of  early  .syphilis  can  be  established. 

Retreatment  should  be  consiilered  when: 

(1)  Clitneal  signs  or  symptoms  of  syphilis  per- 
sist or  recur; 

(2)  There  is  a sustained  1-fold  increase  in  the 
titer  of  an  nontreponemal  test; 

(3)  .An  initially  high-titer  nontreponemal  test 
fails  to  show  a l-fold  decrease  within  a 
year. 
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Patients  should  be  retreated  with  the  scliedules 
1 econiniended  lor  syphilis  of  more  than  1 year’s 
duration.  In  general,  only  1 retreatment  course 
is  indicated  because  patients  may  maintain  stable, 
low  titers  of  nontreponemal  tests  or  have  irrevers- 
ible  anatomical  damage. 

EPIDEMIOLOGIC  TREATMENT 

Patients  who  have  been  exposed  to  infectious 
syphilis  within  the  preceding  3 months  and  other 
patients  who  on  ej)idendologic  gTOunds  are  at 
higli  risk  for  sypliilis  sliould  lie  treated  as  for 
early  sypliilis.  Every  effort  should  he  made  to 
estalrlish  a diagnosis  in  these  cases. 

Jiefwrted  by  J'enerenl  Disease  Control  Division,  Bureau  of  State 
Serivces,  CDC. 

I iiterndtioiuil  Notes 

Quarantine  Measures  — U.  S.  Designated 
Yellow  Fever  Vaccination  Centers 

The  following  changes  should  be  made  in  the 
listing  of  U.  S.  Designated  Yellow  Fever  Vaccina- 
tion Centers  included  in  the  Supplement— 
hifornuilion  for  Inlernationdl  Trdvel,  MMWR, 
\'ol.  24,  Decern lier  1975: 

.\LASRA 

Anchorage:  C.rcater  .Xiu lioiage  Area  lloroiigh,  change 
name  to:  .M iniic ipality  of  .Anchorage  Dept,  of  Healtli 
and  Environ  mental  Ihotcction. 

CIAI.IFORMA 

Fresno:  C'.ounty  Dept,  of  Health,  change  adilrcss  to:  P.  O. 
I5ox  11867.  (hange  zi])  code  to:  93775  (from  515  South 
Cedar  .Ave.  93792),  change  no  fee  charged  to:  fee 
charged. 

Xajxi:  County  Health  Dept.,  change  lele|)hone  nninber 
to:  707-253-4161. 

Sacramento:  South  C:ity  Health  Center,  change  tele- 
phone ninnher  to:  916-410-6298. 

San  Francisco:  Merlical  Clinic,  San  Francisco  Interna- 
tional .Airport  94128,  < hange  clinic  hours  to:  Monday- 
Sunday,  24  hour  facility. 

tl'c.O  Foxnna:  Community  Health  Projects,  Inc.,  change 
address  to:  120  North  Fang  ,Ave.  91790. 

Colorado  Springs:  El  Paso  C:ity-Conntv  Health  Dept., 
change  telephone  nundier  to:  303-175-8240,  Ext.  268. 
f.ONNFC  ITCin 

New  flax’en:  Health  Dept.,  change  clinic  hours  to:  Bv 
appointment,  Fhursday,  2-3  p.m..  change  no  fee  charged 
to:  fee  charged. 

DFLAW.ARE 

ICilinington:  Hertides  Inc.,  change  clinic  hours  to:  third 
Fridav,  each  month,  1:30  ir.m. 

DIS  l RICH  OF  COLCMBTA 

Howard  I niversity  Hosjjital,  change  zip  code  to:  20060. 
FFORID.A 

Fort  Myers:  Lee  County  Health  De|rt.  33905,  change  zip 
code  to:  33902,  change  clinic  hours  to:  second  and  fourth 
I hur.sday,  each  month,  2-3  p.m.,  change  fee  charged  to: 
no  fee  charged. 

IDAHO 

Pocatello:  Southeastern  District  Health  Dept.,  change 


telephone  ext.  to:  291. 

IOWA 

Des  Moines:  Des  .Aloines-Polk  Ciounty  Health  Dept. 
50309,  add  to  clinic  hours:  Bv  appointment. 

KANSAS 

Leavenworth:  City-County  Health  Dept.,  change  clinic 
hours  to:  Monday,  2-4  p.m. 

MASSACHUSETFS 

Amherst:  ITiiversity  Health  Services,  change  telephone 
ntnnher  to:  617-549-2671. 

MICHK.AN 

Lansing:  Ingham  County  Health  Dept.,  change  clinic 
hours  to:  Friday,  9:30-1 1 :,30  a.m. 

MON  1 AN.A 

Missoula:  C.ity-County  Health  Dept.,  change  address  to: 
301  Alder  Street  (from  301  Courthouse  .Annex). 

NIAV  YORK 

tChile  Plaltis:  Westchester  County  Dept,  of  Pidilic 
Health,  add  to  name:  White  Plains  District  Office, 
change  address  to:  85  Court  Street  10601,  change  tele- 
phone number  to:  914-()82-25l3.  change  clinic  houis  to: 
first  and  third  Wednesday,  each  month.  1:30  jr.m. 
OHIO 

Canton:  City  Health  Dept.,  add  to  clinic  hours:  By  ap- 
Ijointmcnt. 

1 FNNFSSFF 

Memphis:  Memphis-Shelbv  Countv  Health  Dept.  38105, 
change  cliinc  hours  to:  Fuesday,  1:30-2:30  p.m. 

Current  Trends 
Influenza  — United  States 

Influenza  activity  continnecl  to  clecline  accorcl- 
ing  to  a CDC  telephone  survey  conductecl  April 
1.  Three  states  reported  no  cases,  and  34  states, 
Puerto  Rico,  and  the  District  of  Columbia  re- 
ported isolated  cases,  dhe  remaining  13  states 
reported  regional  outbreaks;  widespread  out- 
breaks ceased  (Figure  1). 

I’neumonia  and  influenza  (P  and  I)  deaths 
from  121  cities  also  continued  to  decrease,  al- 
though mortality  remained  significantly  above 
the  ejridemic  threshold.  4 he  greatest  decreases 
in  P and  I mortality  were  .seen  in  the  Pacific 
and  Mountain  region,  while  slight  increases  were 
noted  in  the  West  North  Central  and  .South 
Atlantic  regions. 


RejfOrUuJ  by  J’iral  Disease  Division,  Bureau  of  li{)id(  niiology,  CDC. 


Reponed  iidluen/a  activity,  April  1,  1976,  CDC  telephone  survey. 
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Convergence  Insufficiency 

Mary  Wackerhagen,  B.A.* 


relatively  in  in  or  muscle  clisl  urliance  ol 
the  eyes  which  can  cause  great  tlistrcss  is  called 
cotwergcnc c insufficiency.  Syin|)toms  are  head- 
ttches,  sometimes  even  nausea,  general  discomlort 
lor  near  work,  and  double  vision.  Cian  you 
imagine  a child  learning  to  read  while  seeing 
double?  Or  an  accountant  trying  to  balance 
books? 

C^onvergcnce  insidliciency  is  exactly  what  it 
says,  a lack  or  weakness  ol  the  ability  to  converge. 
.\s  mentioned  in  ;i  jirevions  article,  “Strabismus 
lor  the  General  Practitioner", ^ this  is  a relatively 
minor  mnscle  problem,  but  it  causes  grcul  dis- 
tress. Convergence  is  the  ability  to  turn  the  eyes 
in  to  one  point  ol  locus,  particulai  ly  at  the  read- 
ing tlistance.  With  a weakness  ol  this  ability, 
the  result  is  headaches,  strain,  and  double  vision. 
'The  eye  muscles  are  out  ol  balance.  The  eyes 
tend  to  turn  outward  at  the  near  point,  exopho- 
ria,  rather  than  come  in  to  one  point  ol  locus. 

•Certified  Oithoptist.  5/00  West  Markham.  Little  Rock.  Arkan- 
sas 72205. 


1 liey  do  not  tictually  turn  out  .so  that  a casual 
ob.server  notices,  but  it  can  be  easily  established 
on  examination.  Phis  condition  can  occur  in 
both  children  anti  adults. 

Convergence  is  a vol iinlary,  as  well  as  an  in- 
voluntary rellex  activity.  I'herelore,  convergence 
w'eakness  can  be  improved  with  therapy,  d’reat- 
ment  consists  ol  special  ther;i|jy  designed  to 
strengthen  the  laidty  or  weak  convergence  mus- 
cles, the  metlial  recti.  Ciontergence  pt)wer  is  in- 
creased enongii  to  have  a reserve  supply,  as  a 
reserve  water  supply,  to  be  there  wlien  needetl. 
d his  therapy  usually  t;ikes  only  a lew  se.ssions. 
The  great  distress  causetl  by  this  seemingly  minor 
muscle  problem  is  easily  relieved  by  such  con- 
vergence therajry. 

RKIKRKXCliS 

1.  .Mtord.  r.  Dale,  M.l)..  tVatkerhagen,  Afary.  R..\.: 

“.Stral)ismii,s  for  the  C.eiicral  I'ractilioncr,"  J.  .\ik.  Ated. 

.Soc..  Vol.  72,  No.  ],  I <17.5. 

2.  .Alford,  d'.  Dale.  At.l).,  AA'atkcrhagcn,  Alary,  li.  A.: 

"A'oiir  C hild's  Eyes.  " I‘I75. 
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OF  THE  MONTH 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 


(See  Answer  on  Page  188) 


John  E.  Douglas,  M.D. 

Acting  Chief  of  Cardiology 
University  of  Arkansas  for  Medical  Sciences 
Little  Rock,  Arkansas  72201 
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Limb  Ischemia 


H.  Austin  Grimes,  M.D. 


jF ractures  aiul  blunt  trauma  to  limbs  are  per- 
sistent prolilems  and  the  often  times  delayed  or 
unrecognized  vascular  insufficiency  with  which 
they  are  associated  complicate  their  treatment 
and  rehabilitation. 

Recognition  of  vascular  impairment  begins 
by  thinking  of  it  and  then  acting  piomptly  and 
appropriately. 

Upper  limb  injuries  are  not  as  IVetpiently  as- 
sociated with  vascular  proltlems  as  lower  (1:5 
ratio).  However,  decompression  fasciotomy  of 
the  forearm  in  conjunction  with  brachial  artery 
exploration  is  more  important  than  comparable 
injury  in  the  leg. 

.Sir  Robert  Peale,  the  famous  London  Chief  of 
Constables  from  which  the  popular  name  of 
“Bobby”  is  derived,  died  of  a vascidar  insidt 
relative  to  a fracttire  of  the  clavicle. 

Other  common  injuries  of  the  upper  limb 
which  can  produce  vascular  problems  are: 

a)  posterior  sterno-clavicidar  dislocation, 

I))  shoulder  dislocation  (especially  in  over-50 
age  group,  because  of  decreasetl  vessel  elas- 
ticity) 

c)  elbow  dislocations  (especially  extension 
type) 

d)  supracondylar  fractures  elbow  (bulk  of  up- 
per limb  vasetdar  jjroblems 

e)  blunt  trauma  to  forearm  as  with  any  direct 

’Little  Rock  Ortliopcdic  Clinic,  P.A.,  V.  O.  Ro\  5270.  Little 
Rock.  .Arkansas  72205. 


IjIow  injury,  i.e.  baseball  bat,  puncture 
wound,  etc. 

f)  prolonged  axillary  crutch  use. 

Pain  disproportionate  to  the  injury  shoidd 
make  one  very  suspiciotis  of  arterial  injury.  This 
pain  is  probably  due  to  the  accumidation  of  [x»- 
tassium  in  the  muscle.  'Lite  pain  is  described  as 
burning  at  first  then  deep  throbbing  ache  and 
is  accentuated  by  the  passive  flexing  of  fingers 
or  toes,  which  is  a better  indicator  for  ischemia 
than  nail  blanching.  Radial  ptdse  may  be  lost 
without  significant  circidatory  impairment. 

Six  minutes  after  ischemia  occurs  the  sensory 
nerve,  being  the  more  susceptible  to  anoxia,  be- 
gins paresthesias  distally  and  progresses  prox- 
imally  in  a glove  or  boot-like  distribution,  not 
in  a dermatome  pattern.  T hen  loss  of  touch, 
proprioception,  temperatuie  and  finally  motor 
loss.  Skin  is  more  resistant  to  ischemia,  there- 
fore, when  obvious  skin  damage  is  present  ini- 
tially then  most  a.ssuredly  vessel,  muscle  and 
nerve  are  more  seveiely  impaired.  Nerve  func- 
tion recovers  more  rajtidly  thati  muscle  function 
loss  due  to  anoxia. 

Lower  limb  injuries,  being  the  more  common, 
associated  with  vascular  insufficiency  must  be 
thought  of  in  any  insidt,  blunt  or  otherwise.  In 
our  experience,  motorcycle  injuries  have  con- 
ti  ibuted  a disproportionate  number  of  such  ca.ses 
with  vascular  impairment.  The  cla.ssic  disloca- 
tion of  the  knee  is  well  known  for  its  vascular 
damage  to  the  leg,  but  a tibia  fractured  any- 
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where  may  Ije  associated  with  ischemia  to  the 
foot  and  leg. 

In  addition  to  a thorough  examination  of  the 
injured  limb,  artcriograpliy  is  a helpful  adjunct 
and  shoidd  not  be  delayed  due  to  preoccupation 
with  the  fracture  treatment.  .Anotlier  irsefnl  aid 
is  nltra.sonic  flow  meter  Doppler  testing  which 
may  indicate  adetpiate  circulation  in  a limb  even 
with  absent  pulses. 

Lreatment  of  the  ischemic  limb  should  be 
prompt  and  diligent.  Repair  of  ruptured  ve.s.sels 
should  be  done  meticulously  and  fasciotomy 
should  be  used  generously.  It  is  not  nece.ssary 
to  reduce  the  fracture  prior  to  vascular  repair 
anti  may  even  hinder  the  exposure.  The  fracture 
may  be  treated  after  repair  of  the  vessels  and 
fasciotomy.  A worsening  of  the  ischemic  state 
may  ajjpear  in  muscle  for  a time  due  to  ac- 
celerated swelling  t)f  the  mirscle  and  further 
paling  of  the  muscle  ctilor.  I'he  natural  tendency 
of  the  surgeon  to  over  debride  pale  muscle  must 
be  resisted. 


Post  operatively,  it  is  better  to  leave  the  limb 
on  the  same  level  of  the  torso  so  as  not  to  add 
gravity  to  the  problems  of  recovery  from  anoxia. 
A])proj)riate  antibiotic  coverage  is  usually  given 
intravenously  and  multiple  drains  may  obviate 
accumulations  of  hematoma  or  pus. 

We  have  found  that  extra-.skeletal  fixation  de- 
vices to  stabilize  fractures  facilitate  w'ound  ob- 
•servance  and  toilet. 

Use  of  human  antitetanus  and  toxoid  injec- 
tions are  still  routine  pre-o])erative  orders  as  well 
as  adetpiate  hemoglobin  and  hematocrit  levels 
by  use  of  whole  blood  and  packed  cells. 

■Salvaged  limbs  are  proportionate  to  the  ef- 
fectiveness and  speed  of  the  recognition  of  the 
vascular  problem  and  its  severity.  One  would 
exjject  to  have  contimied  impaired  affectation 
due  to  the  crush  injury  with  the  causalgia  type 
of  complaints.  Hopefully,  with  earlier  recogni- 
tion anti  prompt  action  these  cases  will  be  fewer 
in  the  future. 
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Spina  Bifida 


Bobbie  J.  Buchan,  R.N.,  B.S.N.* 

itli  the  eradication  ol  polio,  paralysis  of 
children  from  congenital  malformations  has  be- 
come a problem  that  is  intruding  itself  upon  the 
awareness  of  the  health  profession.  Because  of 
increased  sophistication  and  availability  of  med- 
ical care,  more  of  these  children  with  congenital 
defects  of  the  central  nervous  system  are  surviv- 
ing and  it  is,  therefore,  incumbent  upon  ns  to 
make  their  lices  as  rewarding  and  productive  as 
{X)ssible. 

Classification: 

Spina  Bifida  includes  a gronji  of  developmental 
defects  of  the  spinal  column  in  which  the  pos- 
terior segments  of  the  spinal  column  fail  to  fuse. 
l)ejx;nding  on  the  severity  of  this  failure,  it  may 
involve  the  bone  only,  the  bone  and  meninges, 
or  the  bone,  meninges  and  nenral  elements.  I'he 
general  term  Spinal  Rarliesis  is  used  to  denote 
all  fusion  failures  and  is  further  classified  as  fol- 
lows; Spina  bifida  occnlta  occurs  w’hen  there  is 
a failure  of  fusion  of  the  bony  vertebral  arch 
without  any  cistic  distention  of  the  meninges. 
1 his  common  finding  usually  occurs  at  the  5th 
lumbar,  1st  and  last  sacral  vertebra.  It  can  be 
cpiite  extensive  and  yet  create  no  symptoms.  It 
is  relatively  common— being  found  in  5%  of  the 
popidation.  The  skin  over  the  defect  is  usually 
normal  but  may  show  a hairy  patch,  a pigmented 
nevus,  a dimple,  a hemangioma  or  a scar.  Spina 
bifida  cystica  denotes  a more  .severe  di,sea.se  and 
is  divided  into  tw'o  conditions.  Meningocele 
occurs  when  there  is  a lack  of  fusion  of  the  ver- 
tebral arches  and  cystic  distention  of  the  me- 
ninges. d'he  meningeal  sac  may  contain  j>arts 
of  the  spinal  cord  or  nerve  roots  Imt  they  con- 
duct impnlses  normally.  Myelomeningcjcele  oc- 

‘Pediatric  Nurse  Associate.  J?pina  Bifida  Clinic.  Arkansas  Cliil- 
dren’s  Hospital,  804  Wolfe,  Little  Rock.  Arkansas  72203. 

“Medical  Director.  Spina  Bifida  Clinic,  Arkansas  Children’s 
Hospital. 


and  Raymond  T.  Morrissy,  M.D.** 

curs  when  the  vertebral  aiches  tail  to  fuse  aiul 
there  is  cystic  distention  of  the  meninges  along 
with  mal-development  ot  tlie  spinal  cord  and  its 
sub.setpient  impairment.  I'his  impairment  can 
range  from  niikl  to  severe  and  can  be  grouped 
into  four  main  categories  based  on  which  nerve 
roots  are  functioning. 

I.  .\bove  lumbar  three  — total  paraplegia 

II.  Lumbar  tour  and  above  — paralysis  ol  hi]) 
extensors  and  knee  flexors,  flail  feet, 
l)ladder  and  rectal  incontinence,  retention 
of  use  of  knee  extensors  and  hij)  flexors 
and  adductors. 

III.  .Sacral  one  and  below  — w’eakness  of  hip 
extensors  and  knee  flexors.  Paralysis  of 
j)lantar  flexors  ot  feet.  Weak  inversion 
and  eversion  of  feet.  Inability  to  spread 
toes  or  cuj)  soles  of  feet.  Bladder  and  rec- 
tal incontinetice.  But:  retention  of  use  of 
knee  extensors,  hip  flexors  and  adductors, 
and  dorsiflexors  of  feet;  and  some  use  ol 
hip  extensors  and  knee  flexors. 

IV.  Sacral  three  and  below  — bladder  and  rec- 
tal incontinence,  but  normal  lower  limbs. 

It  is  a])j)arent  that  the  higher  the  lesion  the 
greater  the  disability.  Other  factors  that  need 
to  be  remembered  are  these:  a)  the  higher  the 
lesion  the  low'er  the  survival  rate,  and  b)  hydro- 
cej)halns  occurs  with  increasing  Irecjuency  as  the 
level  of  the  lesion  increases. 

Etiology: 

What  causes  Spina  Bifida?  I'o  date,  only  j)ai  ts 
of  the  pu/zle  have  been  solved.  Most  investi- 
gators feel  that  the  cause  is  multifactorial,  i.e.,  a 
coml)ination  of  genetic  and  environmental  fac- 
tors. riie  neural  tube  disorders  (spina  bifida 
cystica  ami  anencephaly)  are  the  most  common 
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ot  all  congenital  mallormations.  The  incidence 
of  anencaphaly  in  Britain  is  about  two  per  1,000 
births  and  that  of  spina  bifida  cystica  is  about 
the  same.  Therefore,  aliout  one  child  in  250 
births  has  one  of  these  deformities.  The  true 
figures  may  be  much  higher  since  it  is  probable 
that  many  cases  abort  early  in  pregnancy.  The 
incidence  is,  in  general,  lower  in  America  when 
compared  to  Etirope  l)ut  iirvestigators  have  found 
that  the  mortality  attrilmted  to  spina  bifida  was 
two  to  three  times  greater  on  the  Atlantic  than 
on  the  Pacific  coast,  both  in  Canada  and  in  the 
United  States.  The  average  is  two  jrer  1,000  live 
births.  While  the  incidence  of  spina  bifida  is 
high  in  Eurojre  and  particidarly  in  Ireland,  it 
is  low  in  Negro  and  Mongolian  races.  The  races 
with  a high  incidence  retain  this  predisposition 
for  spiira  Irifida  when  they  migrate.  Higher  social 
classes  have  a lower  incidence  of  spina  bifida. 
Many  environmental  factors  have  been  investi- 
gated and  anrong  these  are  blighted  potatoes, 
canned  meats,  tea,  and  well  water  but  these  have 
not  been  substantiated.  Positive  family  histories 
are  obtained  in  around  10  percent  of  the  re- 
ported cases.  The  chance  of  neural  tube  defects 
in  siblings  born  after  a child  with  spina  bifida 
or  anencephaly  is  just  over  5 {rercent.  After 
two  malfonned  infants  the  chances  of  having 
another  are  between  10  and  15  {rercent.  There 
is  a slight  preponderance  of  females  to  males 
with  the  ratio  being  1.5:1.  It  is  more  common 
for  the  first  born  child  to  be  afflicted  witli  spina 
bifida  and  there  is  also  some  evidence  for  an  in- 
creased maternal  age  effect. 

Diagnosis: 

It  is  not  difficidt  to  diagnose  spina  bifida  once 
the  child  is  Ijorn.  Today  it  is  possible  to  diagnose 
some  cases  of  spina  bifida  prior  to  birth  by 
amniocentesis.  Amniocentesis,  a procedure  pre- 
dicted on  tlie  willingness  for  an  abortion,  has 
proven  to  be  a relatively  safe  procedure.  It 
should  be  done  around  16  weeks  of  gestation.  Its 
use  depends  on  identifying  a mother  at  risk  and 
this  is  usually  one  who  has  had  a previous  child 
with  spina  Itifida  or  anencephaly.  This  there- 
fore limits  its  usefidness  and  it  is  estimated  tliat 
it  would  prevent  oidy  about  10  percent  of  the 
spina  bifida  children  born. 

Amniocentesis  reveals  the  possibility  of  an  af- 
fected child  by  detecting  increased  levels  of 
alphafetoprotein  in  the  amniotic  fluid.  This  is 


a normal  substance  which  is  inaeased  when  an 
oj>en  spinal  defect  is  present.  It  is  also  increased 
in  twins  and  in  cases  of  esophageal  atresia,  thus 
making  it  jxtssible  to  abort  normal  children  and 
those  with  correctable  lesions.  Currently,  meth- 
ods are  being  perfected  to  measure  alphafetopro- 
tein in  the  mother’s  serum. 

Treatment: 

In  the  1940’s  the  medical  care  of  infants  born 
with  spina  bifida  was  relatively  uncomplicated 
and  emotionally  traumatizing  for  those  providing 
that  care.  It  was  left  to  the  infant  to  show  his 
survival  instincts.  This  grim  picture  changed  in 
the  late  1950’s  with  the  advent  of  shunt  tech- 
nology and  antibiotics.  In  the  sixties  great  strides 
were  made  with  early  surgery  and  treatment  be- 
coming the  rule.  Today  a hard  look  at  who 
should  receive  maximum  treatment  is  being 
taken  by  those  dealing  with  these  children  and 
the  emphasis  seems  to  be  increasingly  placed  not 
on  survival  but  on  the  quality  of  survival.  It  is 
not  difficult  to  comprehend  this  concern  when 
one  looks  at  the  multiple  problems  encountered 
in  myelonnieningocele.  Therefore,  the  decision 
to  treat  or  not  to  treat  the  newborn  witli  a mas- 
sive defect  is  not  one  to  be  made  lightly.  The 
neurosurgeon  is  the  person  most  often  called 
upon  to  make  this  decision.  If  his  decision  is  for 
treatment,  he  must  close  the  lesion  and  watch 
for  meningitis.  Once  the  lesion  is  closed,  the 
head  size  must  be  closely  monitored  for  develop- 
ing hydrocephalus.  If  this  occurs,  a ventricul- 
operitoneal or  ventriculoatrial  shunt  must  be 
surgically  placed.  As  shunts  are  foreign  bodies, 
they  are  sources  of  infection.  If  the  pumping 
mechanism  fails  the  shunt  must  be  replaced  or 
revised.  The  neurosurgeon  must  continue  fol- 
low-up care  of  the  child  to  detennine  his  con- 
tinuing need  for  the  shunt  and  its  continued 
function. 

riie  ortliopaedic  care  of  these  children  is  ]>er- 
haps  the  most  varied  and  long  term.  During  the 
first  year  of  life  the  main  goal  is  to  aid  the  child 
so  that  his  development  will  parallel  that  of  a 
normal  child.  Thus,  when  the  noimal  child 
starts  to  sit  at  six  months,  a seat  sliould  be  pro- 
vided that  supjxirts  him  in  a sitting  position. 
This  allows  him  to  develop  his  visual  fields  and 
the  use  of  his  hands.  When  the  normal  child 
begins  to  crawl,  a board  with  wheels  is  provided 
so  the  paralyzed  child  can  move  about,  exploring 
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an  enlarging  environment.  Wlien  the  paralyzed 
child  is  ready  to  stand,  a l)race  is  provided  that 
stibstittites  for  his  innscles.  This  jxainits  him 
to  stand  as  tall  as  Ins  jK'ers  with  its  obvious  psy- 
chological advatuages  while  it  tlevelops  stronger 
l)ones,  permits  better  respiration  ;nul  better 
kidney  drainage.  Later,  the  child  can  l)e  taught 
to  walk  in  the  brace.  .Mthough  not  all  children 
will  walk  as  adtdts,  they  can  as  children  if  tliey 
are  not  retarded.  Among  the  other  problems  the 
orthopaedic  surgeon  has  to  adtlress  ;ue  scoliosis 
and  kyphosis  of  the  spine,  contracture  and  dis- 
location of  the  hips,  contracttires  altotit  the  knees 
and  defonnities  of  the  feet. 

A urologist  is  needed  for  most  all  children 
since  bladder  paralysis  is  the  most  cotisistent 
lesion  in  spina  bifida.  The  nrologic  problems  are 
three  fold:  1)  urinary  infections,  2)  damage  to 
the  kidneys  by  infection  and  high  urinary  pres- 
sures and  3)  incontinence,  .\ccording  to  the  level 
of  the  lesion,  these  children  have  a varying  de- 
gree of  bladder  and  anal  sphincter  dysftinction 
which  can  cause  both  urinary  and  fecal  incon- 
tinence. A paralyzed  bladder  allows  the  pooling 
of  urine  which,  Iteitig  stagnant,  is  a continuous 
source  of  infection.  The  parents  are  taught  early 
how  to  empty  the  bladder  by  the  Crede  method, 
d’his  is  done,  every  few  hotirs,  by  exerting  force 
on  the  bladder  externally  which  in  turn  expresses 
the  urine,  d he  urologist  must  pay  close  atten- 
tion to  die  status  of  the  urinary  tract  in  order  to 
avoid  damage  to  the  kidneys  and  upper  collect- 
ing tracts,  d'his  is  done  by  intravenous  ]jyelo- 
grams,  cystograms  and  laboratory  testing.  If  the 
child  has  repetitive  urinary  tract  infections  or 
testing  shows  changes  in  the  urinary  tract,  the 
urologist  may  decide  it  is  time  to  divert  the 
child’s  urinary  system,  d’his  can  be  done  in  sev- 
eral ways  btit  one  of  the  most  common  is  to  make 
a bladder  from  a part  of  the  child's  ileum,  attach 
the  ureters  and  make  a stoma  in  the  abdominal 
wall,  thereby  assuring  continuous  drainage  of  the 
urine.  There  are  several  tyjx?s  of  stoma  appli- 
ances available  for  the  collection  of  the  urine. 
One  problem  encountered  is  that  of  infection  of 
the  skin  around  the  stoma  and  this  is  managed 
much  as  any  dia|>er  rash. 

Another  method  of  draining  the  bladder  which 
is  receiving  attention  in  the  literature  is  inter- 
mittant  catheterization.  Lhe  jratient  is  taught  to 
drain  his  bladder  by  inserting  a catheter  into  the 


bladder  eveiy  three  to  loui  bouts.  A stei  ile  tech- 
ni(pie  is  not  utilized  and  both  males  and  le- 
males  find  it  relatively  easy  to  do.  Long-term 
results  reveal  that  intei  inittent  cathetei  ization 
protects  the  urinary  .system  in  a socially  accept- 
able manner  and  obviates  surgical  procedtires. 
Bowel  management  usually  takes  a little  time  — 
attention  mtist  ite  given  to  the  child’s  diet  and 
other  factors.  The  family  must  be  coojX.'rative. 
With  a little  jtatience,  a program  can  be  de- 
velojxd  which  helps  the  child  lead  a more  nor- 
mal existence  among  his  peers.  Without  bowel 
training,  the  child  suffers  from  rejxtitive  botits 
of  constipation  and  impaction. 

Psychosocial  Implications: 

Psychological  adaptation  is  difficult  for  the 
child  with  spina  bifida  and  his  family.  Tliis  is 
on-going  in  nature  with  crisis  periods  which  can 
be  easily  predicted.  The  first  crisis  occurs  at  the 
birth  of  the  child.  The  jjarents  and  grandparents 
have  to  deal  with  the  fact  that  the  baby  which 
they  have  looked  forward  to  is  not  perfect  and,  in 
reality,  may  not  survive.  Some  argue  that  this 
is  such  a devastating  blow  that  parents  cannot 
make  rational  judgments  about  their  child  at 
this  time.  The  first  year  of  life  is  extremely  dif- 
fictilt  for  the  parents.  This  is  evidenced  by  the 
answers  they  seek  during  clinic  visits  concerning 
their  child’s  eventual  ability  to  sit,  walk,  talk, 
and  do  school  work.  Afothers  are  often  fearful 
about  caring  for  the  child  at  home  in  the  first 
year  and  need  a great  deal  of  support,  d'hat  sup- 
port must  be  community  based  and  it  is  not  un- 
usual for  parents  to  comment  that  tlie  most  im- 
]x>i  taut  jX'rson  in  their  community  is  tlie  public 
health  nurse.  It  is  not  always  an  easy  task  to 
answer  some  of  the  tpiestions  that  parents  Iiave 
btit  they  deserve  an  honest  and  realistic  prog- 
nosis of  their  child's  ftiture  in  so  far  as  is  known. 

■Some  interesting  studies  have  been  made  con- 
cerning the  imjxtct  of  spina  bifida  on  the  family 
tniit.  The  divorce  rate  is  increased  which  is  at- 
tribtited  to  many  varial)les  — gtiilt,  frustration, 
blame  placed  for  the  defect  of  the  child  and 
anger  over  the  complete  involvement  of  the 
mother  in  the  child.  Siblings  also  have  frustra- 
tions of  their  own  with  whicli  they  must  deal. 
Many  voiced  their  resentment  of  the  time  spent 
on  the  child  and  the  limitations  placed  on  the 
family,  k'inding  a happy  medium  is  a difficult 
task  but  not  impossible  to  attain. 
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As  the  chikl  grows  older  he  must  adapt  to 
many  changes,  many  ol  which  he  can  exert  no 
control  over.  He  must  learn  to  live  with  braces, 
crtitches,  wheelchairs,  incontinence  and  many 
trips  to  the  hosjrital.  The  child’s  adjustment  to 
his  chronic  disorder  tends  to  lie  demonstrated  in 
his  behavior  patterns.  He  either  becomes  learfnl, 
inactive  and  dejxmdent  upon  his  mother  or  tjtnte 
iiulependent,  deliant  and  rebelliotis.  One  in- 
teresting personality  cltaracteristic  is  the  “cock- 
tail party  syndrome.”  d'he  child  uses  a vocabu- 
lary well  beyond  Ids  years  and  is  qinte  verbose 
and  animated.  Wdien  the  child's  speech  is  in- 
^■estigated,  one  liiids  that  the  child  is  using  words 
winch  he  cannot  deline  and  tisnally  in  a setting 
with  adidts.  Some  observers  have  noted  that  with 
age  this  type  of  speech  declines,  implying  that 
this  syndrome  may  be  due  to  social  reinforce- 
ment. 

It  is  obviotis  to  any  observer  that  the  long-term 
jnoblems  experienced  in  myelomeningocele  are 
complex  and  on-going.  The  continuing  need  for 
care  and  onr  nrbatn/ed  .society  place  an  addi- 
tional burden  on  the  child  and  his  family.  Here 
at  Ghildren's  Hospital,  through  the  Spina  Bifida 
Clinic,  which  is  funded  by  the  Arkansas  State 
Spinal  Cord  Commission,  we  are  attempting  to 
address  .some  of  these  problems  by  utilizing  a 
mnltidi.sciplinary  team  approach.  Onr  team  is 
com|K)sed  of  a pediatric  orthopedic  surgeon,  a 
nenrosnrgeon  and  urologist.  In  addition,  we 
have  occupational  and  physical  therapy,  social 
services,  interostomal  therapy,  orthotic  services 
and  pediatric  snbspecialty  consultation  services 
available— all  in  one  hospital.  1 he  clinic  meets 
each  motith  and  each  child  receives  an  in-depth 
evaluation  from  each  team  member.  We  feel 
that  this  approach  to  care  is  helpful  to  all  con- 
cerned — especially  to  the  patient  and  his  family. 
AVe  welcome  referrals  Irom  jdiysicians  and  par- 
ents. Refenals  can  be  made  by  contacting  the 
clinic. 

Ihere  have  been  many  accomplishments  in 
the  past  few  years  which  have  added  to  the 
tpiality  of  survival  for  the  child  with  spina  bifida. 
'There  is  much  to  do  ahead.  We  do  not  make  it 
easy  for  the  handicapped  child  to  live  independ- 
ently in  onr  world.  Have  yon  ever  stopped  to 
look  at  all  the  stairs  in  schools,  hospitals,  shop- 
ping centers  and  libraries?  .Stairs,  w'hich  we 
master  with  ease,  are  impassable  in  a wheelchair 


and  mastered  with  difficidty  when  traversed  with 
crutches.  Special  education  classes  and  schools 
for  the  handicapped  provide  wonderfid  services 
but  are  not  necessarily  the  correct  school  for  the 
myelomeningocele  chikl  with  a normal  I.Q. 
Many  of  the  deterrants  to  normalcy  can  be  re- 
moved with  little  outlay  in  community  funds. 
What  roadblocks  can  yon  help  remove? 

ATTENTION  PUBLIC  HEALTH  NURSES; 

Do  yon  have  a child  in  your  caseload,  age 
birth  to  2 years,  who  has  failed  to  thrive?  Ar- 
kansas Children's  Hospital  has  recently  estab- 
lished a Failure  to  Thrive  Clinic  and  we  welcome 
your  referrals.  The  clinic  meets  each  Friday, 
8:00  to  12:00  and  provides  comprehensive  serv- 
ices to  the  child  who  is  failing  to  thrive  due  to 
maternal  deprivation  or  organic  causes.  This 
type  care  can  only  be  successful  when  undertaken 
by  the  hosjrital  and  the  health  professional  in 
the  child's  community,  so  heavy  emphasis  is 
placed  on  continuing  follow-up  care  in  the  com- 
munity. For  further  information  contact  Bobbie 
Buchan,  PNA,  370-462 1. 


o 

B I T U A R Y 

Dr.  Alfred  Hiram  Hathcock 

Dr.  Hathcock  died  June  28,  1976,  at  the  age 
of  71  in  Batesville.  He  had  jtracticed  medicine 
in  Batesville  for  16  years.  He  retired  in  1974. 

Dr.  Hathcock  had  practiced  in  Fayetteville 
prior  to  locating  in  Batesville.  Over  the  years, 
he  had  been  involved  in  many  activities.  He 
was  a Fellow  of  the  American  College  of  .Sur- 
geons, a .Senior  Fellow  of  the  Southw'estern  Sur- 
gical Congi'ess,  a member  of  the  White  River 
Medical  Center  at  Batesville,  and  the  Sheltered 
Workshop  for  handicapped  children.  He  had 
served  on  the  Board  of  the  Fayetteville  City  Ho.s- 
pital.  He  was  a veteran  of  World  War  II.  He 
had  served  on  the  Administrative  Board  of  the 
First  United  Methodist  Church  and  was  a mem- 
ber of  the  Lions  Club. 

Dr.  Hathcock  is  survived  by  his  widow,  Mrs. 
Mary  Louise  Barnett  Hathcock,  and  two  sons. 
Dr.  Alfred  B.  Hathcock  of  Fort  Smith  and 
Charles  Nelson  Hathcock  of  Batesville. 
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Dyslexia 

T.  Dale  Alford,  M.D.,  F.A.C.S.,  F.I.C.S.* 


A Ithouoii  one  picture  may  Ite  woi  th  a thou- 
saiitl  worth  lor  some  tilings,  a picture,  howevei 
graphic  or  l)eautilul,  cannot  replace  tlie  written 
word  in  the  storehouse  ol  knowledge,  d'lie  im- 
portance ot  reading  the  written  word  “with  real 
accuracy"  is  the  greatest  step  in  the  metamor- 
phosis ot  an  educated  person.  I'he  ability  to  see 
well  is  the  ability  to  reatl  well,  d he  ability  to 
reatl  well  is  dependent  upon  a normal  mind  and 
a normal  indiridual  ot  normal  behavior.  In 
dyslexia  there  must  noi  be  any  conlusion  of  a 
retarded  reader  and  a retarded  ehild.  Dyslexia, 
or  readitig  difficulty,  is  confined  to  children  of 
otherwise  normal  physiology.  We  must  have  suf- 
licient  ability  and  training  to  recognize  and  dif- 
ferentiate between  a retarded  reader  and  a re- 
tarded child  — easy  in  many  cases  but  the  real 
crux  of  the  problem. 

I he  retarded  reader  belongs  to  the  o|)hthal- 
mologist-orthoptist  team  first;  the  retarded  child 
belongs  to  the  pediatrician-child  guidance  team 
first.  Both  problems  require  the  finest  teacher 
available.  A summation  of  statistics  indicates 
more  than  20%  of  reading  problems  are  visual. 
I bis  accotmts  for  the  largest  segment  of  dyslexia, 
rite  patient  must  be  tieated  as  well  as  his  specific 
condition.  Reading  diffictdty  in  children  has 
frequently  been  the  sid))ect  of  medical  papers  as 
well  as  education  and  psychology  journals,  d'he 
laity  is  more  aware  than  ever  of  the  problems 
of  poor  readers.  Iidormation  on  the  stdtject  is 
being  prevSented  to  groups  by  teachers  with  spe- 
cial interest  and/or  training,  public  health  nurses 
with  no  s{>ecial  training  or  a few'  with  special 
study  in  visual  screening  tests,  psychologists, 
optometrists,  psychiatrists,  jtediatricians.  From 
the  viewpoint  of  the  private  practitioner  in  oph- 
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thalmology  it  is  our  opinion  that  there  is  a gross 
lack  of  standardi/aticm  of:  1.  definition  of  dys- 
lexia, 2.  classification  of  dyslexia,  3.  etiology, 
4.  emotional  and  behavioral  relation  to  dyslexia, 
,5.  neurologic  phase,  and  6.  the  proper  role  ol 
the  o]>hthahnologist  and  cuthoptist  in  the  care 
of  children  wdth  reading  problems.  "Seeing  is 
iKjt  an  isolated  function,  it  is  profoundly  inte- 
grated with  the  total  system  of  the  child,  in  his 
posture,  his  manual  skills  and  coordination,  his 
intelligence,  and  even  his  personality  make-uiJ." 

The  physiologic  act  ol  reading  is  a voluntary 
movement  of  the  eyes  along  a line  of  piint  in 
a succession  of  jerky  or  jumpy  filiations.  Con- 
trary to  popidar  thought,  eyes  do  not  sweep  or 
glide  smoothly  across  the  w’litten  page.  I'he 
perception  of  a letter  or  word  or  phrase  occurs 
at  a momentary  standstill  or  reflex  jrause.  Fhe 
duration  of  such  a reflex  rest  is  between  0.2  and 
0.3  second. 1 The  jerky  fixations  are  called  sac- 
cadic movements.  'While  the  act  of  reading  is 
voluntary,  these  saccadic  movements  are  entirely 
reflex  and  their  duration  and  number  cannot  be 
controlled. 

4'he  perception  of  a letter  or  span  of  words 
takes  place  at  the  point  of  standstill.  For  the 
normal  reader  this  standstill  takes  in  a whole 
])hrase  of  w'ords  that  make  iqr  the  reading  area 
at  the  point  of  standstill.  Obviously  the  size  of  the 
area  varies  from  one  reader  to  another  in  direct 
proportion  to  the  reader's  ability  to  |K'rceive  a 
larger  area  of  w'ords.  .\s  in  any  skill  retpiiring 
use  of  the  senses,  practice  with  proper  instruc- 
tion increases  the  jMoficiency  of  the  reader. 

It  has  been  clearly  demonstrated  by  outstand- 
ing investigators  that  1.  dyslexia  is  a true  entity, 
2.  that  dyslexia  in  a child  wdth  no  other  prob- 
lems can  be  helped. 
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According  to  resjxinsiltle  educators  15%  to 
30%  of  the  school  popidation  is  involved  in 
^•arying  degrees. 

Examination  of  the  dyslexic  cliild  shotild  in- 
clude: 

1.  Complete  j>hysical  examination  — with  spe- 
cial consideration  of  endocrine,  neurologic 
and  developmental  factors. 

2.  Complete  ophthalmologic  evaluation  — 
with  special  emphasis  on  hyperopia  (far- 
sightedness), fusion,  exophoria  at  near  (con- 
vergence instdficiency),  and  mixed  eye-hand 
dominance. 

3.  Auditory  tests  — with  sjjecial  emphasis  on 
voiced  sounds. 

4.  Tests  for  speech  defects  and  their  relation- 
ship to  reading. 

5.  Psycliologic  tests  to  detennine  emotional 
and  behavior  factors. 

a.  Evaluation  of  edticational  environment. 
I).  Evaluation  of  home  environment, 
c.  Intelligence  tests. 

The  etiology  of  dyslexia  will  be  found  under 
these  five  main  headings. 

The  following  are  sttidies  done  at  various  cen- 
ters around  the  country  showing  vistial  problems 
in  cases  of  poor  readers. 

Park  133  cases:-' 

20%  with  decreased  vision  in  both  eyes 
5%  with  den  eased  vision  in  one  eye 
19%  needed  glasses 
22%,  with  low  de])th  perception 
80%,  had  no  ocular  dominance 
3%,  alternated,  used  first  one  eye,  then  the 
other 

7%  suppressed  one  eye  (turned  it  off) 

52%  treated  with  orthoptics 

Park  215  cases 

.\vei'age  I.Q.  108;  average  age  12  years 
31%,  endocrine  imbalance,  especially 
hyjxithyroidism 

25%,  exophoria  at  near  (reading  distance) 

18%  compulsive  personality 
23%  hearing  loss 
19%,  needed  glasses 

Eaines  1 ,000  poor  readers:* 
hyperopia  (far-sighted) 


exophoria  at  near 

I. Q.  below  90 

retarded  sj^eed  of  word  recognition 

Benton  250  cases^ 

87%  of  those  treated  improved 

28%  convergence  instdficiency  (almost  1 /3) 

Alford,  Wackerliagen  62  cases  in  summer  school,, 
ages  6-12  years- 

00%  mixed  eye-hand  dominance  (cross  domi- 
nance, left  eye,  right  hand) 

37%  needed  glasses  (over  1 /3) 

10%  had  strabismus  (muscle  imbalance) 

15%  had  exophoria  at  near  (convergence 
insufficiency) 

Treatment  of  the  dyslexic  child  consists  of  the 
elimination  of  any  physical  or  emotional  defect, 
and  placing  the  child  under  a good  teacher  of 
reading. 
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ANSWER  — Electrocardiogram  of  the  Month 

Sinus  rhythm  at  78  per  minute. 

PR  = 0.15 

QRS  = 0.08 

QT  = 0.38 

Abnormal  ST  segment  elevation  in  I,  II,  III  AVF,  V3-G. 
Such  diffuse  ST  segment  elevation  is  most  compatible  with 
acute  pericarditis.  This  patient  had  a friction  rub  with  XX 
gr.  ASA,  obtained  relief  within  two  hours  only  to  have 
symptoms  emerge  6 hours  later.  Pain  then  became  syn- 
chronous with  heart  beat  — Salicylate  therapy  q 4 hours 
controlled  symptoms  and  with  rest  one  week  later  his  ECG 
was  normal,  and  off  ASA  he  was  asymptomatic. 
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THE  MONTH  IN  WASHINGTON 

Ck)ngress  is  cxjX'ctcd  shortly  to  pass  legislation 
that  it  hopes  will  hiing  aid  to  a iouiulering 
Health  Maintenance  Oigani/ation  (HMO)  pro- 
gram. 

'I’he  Senate  has  easily  a])proved  (8()-<S)  a ineas- 
tirc  similar  to  one  adopted  by  the  House  last  fall 
authorizing  S250  million  over  five  years  for 
HMO's  and  relaxing  or  removing  many  current 
federal  restrictions. 

d'he  snail's  pace  growth  of  HMO's,  a specific 
type  of  prepaid  group  jtractice  organization,  since 
the  original  HMO  hill  was  approved  three  years 
ago  prompted  the  jnesent  Congress  to  liberalize 
the  progTam  in  hopes  the  concept  might  move 
more  quickly. 

The  most  controversial  feature  of  the  measure 
in  Senate  debate  was  efimination  of  the  open  en- 
rollment reqinrement  for  most  HMO's.  Chief 
Senate  HMO  champion.  Sen.  Edward  Kennedy 
(l).-Mass.),  felt  so  strongly  about  this  provision, 
also  in  the  Hotise  bill,  that  he  voted  against  the 
bill  on  the  final  tally. 

Kennedy  told  the  .Senate  that  dropping  open 
enrollment  “represents  a giant  step  backward  in 
terms  of  public  policy  and  has  once  again  re- 
sulted in  an  abdication  of  the  Congressional  re- 
sponsibility to  extend  the  benefits  of  pid)lic  pro- 
grams to  those  least  aide  to  ]>ersonally  confront 
the  members  of  Congress  or  their  staffs  in  the 
same  way  that  the  commercial  HMO  and  instn- 
ance  organizations  have  been  able  to.” 

Proponents  of  the  provision  argued  that  it 
was  needed  in  order  to  allow'  HMO's  to  be  able 
to  conqiete  wdth  other  types  of  healtli  insurance. 

The  American  Medical  Association,  in  testi- 
mony before  House  and  .Senate,  as,serted  that  the 
open  enrollment  re(|uirement  had  Iteen  one  of 
the  prime  iustifications  for  enacting  the  HMO 
bill  in  the  first  place. 

Ibis  provision,  and  some  others,  served  to 
narrow'  the  legislation  to  almost  a simple  subsidy 
of  existing  pre-paid  groiq>  practice  plans,  the 
AMA  testified. 


Wlieii  Kennedy  and  others  talk  aitoul  re- 
struc luring  tlie  pre.senl  liealth  system  the  main 
ol)iect  they  have  in  mind  is  making  HMO's  the 
dominant  form  of  health  care  delivery  with  phy- 
sicians as  employees  of  the  HMO's  paid  by  salary 
rather  than  fee-for-service.  Despite  the  impor- 
tance of  the  bill,  the  tlebate  was  brief  and  destil- 
tory,  except  for  Kennedy's  strong  complaint 
al)out  open  enrollment. 

In  order  to  attract  more  jjhysicians  to  HMO's, 
the  bill  would  allow'  physicians  to  devote  as  little 
as  35  percent  of  their  practice  to  HMO's  and  still 
be  memiters  of  the  HMO  group.  Ctirrent  law'  re- 
tpiires  more  than  50  percent  of  professional  time. 

Under  tlie  .Senate  bill,  community  rating  of 
charges  for  new  HMO's  w'ould  l)e  tlelayed  for 
tliree  years  compared  with  five  years  in  the  Hotise 
bill.  1 he  Senate  version  provided  that  existing 
HAfO's  w’ith  more  than  50.000  members  would 
have  to  enroll  at  least  four  jjercent  of  new’  sub- 
scribers as  open  enrollees. 

Some  major  retpiired  basic  benefits  w’ere  ex- 
cluded, but  the  Senate  retained  alcohol  and  drug 
abuse  treatment  and  home  health  services  as  basic 
lienefits  that  must  lie  offered.  The  House  had 
shifted  these  to  the  optional,  supplemental  cate- 
gory. 

The  Senate  bill  did  not  totich  on  the  dual  oj> 
lion  provision  a|i|)roved  by  the  House,  leaving 
the  way  clear  for  tliis  to  be  enacted.  Tlie  original 
HMO  bill  retpiired  employers  to  give  their  em- 
ployees a choice  lietw’cen  standard  health  insur- 
ance and  a qualified  HMO.  The  so-called  “dual 
option"  encountered  trouble  with  labor  laws 
covering  collective  bargaining  rights.  ,\.s  a result, 
the  House  gave  labor  at  collective  bargaining  the 
right  to  choose  a staiulard  health  insurance  plan 
for  union  members  without  a w’orker's  option  to 
select  an  HMO. 

l>ut  the  bill  does  not  permit  the  reverse,  selec- 
tion of  an  HMO  by  labor  to  the  exclusion  of  a 
standaref  plan.  Among  other  reasons  for  retain- 
ing the  option  in  this  case  is  the  legal  tpiestion 
involved  in  the  federal  subsidization  of  the  HMO 
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as  opposed  to  the  non-siibsidized  standard  health 
insurance  package. 

# * # # 

Former  Georgia  Gov.  Jimmy  Garter  will  send 
Gongress  a proposed  national  health  insurance 
program  right  oil  the  bat  if  he  becomes  Presi- 
dent. 

Fhe  apparent  Democratic  presidential  nomi- 
nee told  reporters  “I’m  not  going  to  wait  ...  on 
welfare  reform,  national  health  insurance,  etc., 
I intend  to  be  ready  to  go  with  that  the  first  of 
the  year.” 

In  social  programs,  former  President  Lyndon 
Johnson  "did  an  excellent  job,  but  we  still  have 
a long  way  to  go  witli  national  health  care,  re- 
form of  the  welfare  system,  reform  of  the  tax 
system,  " said  Garter.  “I  don't  make  tliose  com- 
mitments idly,"  he  said,  “d  his  is  something  that 
should  be  tlone.  I say  that  we  need  a national 
health  insurance  jirogram  — 1 mean  to  do  it." 

# * # # 

Fhe  Democratic  Platform  Commiitee  recom- 
mended a comprehensive  national  health  insur- 
ance plank  for  the  party’s  presidential  conven- 
tion in  Jidv.  The  recommended  health  jdank 
endorsed  no  sjiecific  meastire,  a blow  to  labor's 
hopes  for  luujualified  backing  of  tlie  Kennedy- 
(iorman  NHl  plan.  A convention  floor  fight  is 
unlikely. 

'Fhe  committee  voted  a statement  on  Iiealth 
th;it  says  NHl  “should  be  financed  Ity  a comiii- 
uation  of  methotls  that  will  be  adequate  but  not 
iiTipose  new  or  undue  burdens.  Consideration 
shotdd  be  given  to  developing  a means  of  siqj- 
]ioi  t for  NHl  that  taxes  all  lot  ins  of  economic 
income.” 

d'he  1.53-member  committee  took  a ptutisan 
slap  at  the  Ford  Administration  declaring  “an 
increasing  Repuldican  emphasis  on  restricting 
eligibility  and  .services  is  emasculating  basic  med- 
ical care  for  older  citizens  who  cannot  meet  the 
rising  costs  of  good  hetdth.” 

d'hough  calling  for  universal  and  mandatory 
coverage,  the  health  plank  said  “national  priori- 
ties of  need  and  feasiliility  should  determine  the 
stages  of  the  .system’s  implementation.  We  must 
achieve  all  that  is  practical  while  we  strive  for 
what  is  ideal,  taking  intelligent  steps  to  make 
adetpiate  health  services  a right  for  all  our 
people.” 


Maximum  personal  interrelationships  between 
patients  and  their  physicians  should  be  preserved, 
the  proposal  .said.  “We  should  build  on  existing 
structures  and  experiment  with  new  forms  of 
medical  care  delivery  to  mold  a national  health 
policy  that  will  meet  otir  needs  in  a fiscally  re- 
sponsible manner." 

* * * # 

Earlier,  the  AMA  had  told  the  Democratic 
Gonvention  Platform  Committee  that  health  care 
would  come  out  second  best  in  the  scramble  for 
federal  dollars  if  a new'  Congiess  enacted  pro- 
liosals  to  restructure  the  entire  health  system. 

.Such  proposals  (w'hich  would  include  the  labor- 
backed  Kennedy-Corman  bill)  advocate  a federal 
government  undertaking  to  finance  total  medical 
care  of  all  persons,  regartlless  of  their  financial 
circumstances,  through  additional  taxes  (which) 
would  result  in  an  overpromise  of  fienefits  wdiich 
could  not  be  fulfilled,  tlie  AMA  said  in  a state- 
ment liled  with  the  Committee. 

“Health  care  is  too  important  an  issue  to  be 
])ut  in  a position  of  competing  for  funds  within 
ihe  national  Inidget  along  w'ith  defense,  housing, 
enery  research,  AMd  RAK,  the  postal  service  and 
other  jrrograms.  We  are  concerned  that  health 
care  would  always  come  out  second  best." 

Said  the  AMA: 

“We  are  strongly  concerned  with  and  object 
strenuously  to  the  proposals  w'hich  w^ould  .seek  to 
restructure  the  entire  health  system.  Such  pro- 
posals are  based  upon  theoretical  paradigms  and 
do  not  take  into  proper  consideration  the  suc- 
cesses of,  and  general  public  satisfaction  w'ith,  our 
delivery  .system.  Such  proposals  would  impose 
upon  the  public  a single  monolithic,  no-choice 
system  in  the  name  of  ]:iublic  responsiveness  w'hile 
ignoring  the  advantages  and  desirability  of  the 
pluralistic  system." 

Inadequate  funding  w’ould  result  in  a denial 
of  care,  the  AMA  cautioned,  and  at  the  same 
time  impose  added  burdens  on  the  American 
taxpayer,  “already  straining  to  live  after  meet- 
ing his  tax  obligations.” 

'Fhe  Democratic  Platform  waiters  w'ere  told 
that  limitations  in  responsible  spending  by  gov- 
ernment are  compelling  critical  choices.  It  is 
imperative  that  the  national  parties  establish  re- 
sponsible priorities  in  health  programs  in  the 
interest  of  the  American  people,  said  the  AMA 
statement. 
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The  AMA  ])<)intal  out  lli;u  "there  has  oc- 
curred a growin"  pultlie  disii  usl  and  disillusion- 
nient  in  ledeial  solutions  to  proltleins.  " At  this 
time,  everyone  shonkl  “stpiarely  lace  and  recog- 
nize that  the  resources  available  to  ns  as  a nation 
are  linite,  that  there  are  economic  limits  to  what 
we  can  allord  as  a nation." 

Other  .VM  \ positions  belore  the  Platlorm 
Committee: 

• Maternal  and  Child  Health  — pioviile  hdl 
and  adequate  fnnding. 

• Public  and  Knvii  onmental  Health  — we 
must  extend  aiul  expand  eilorts  to  control  com- 
municable diseases,  with  particidar  emphasis 
iijjon  the  control  of  and  research  on  vaccines 
against  venereal  disease  which  in  fact  reached 
epidemic  proportions. 

• Depai  intent  of  fleallh  — is  needetl  at  the 
cabinet  level  in  order  to  maximize  the  altility  ol 
Government  to  respond  appropriately  to  the 
health  needs  of  all  the  .\merican  people,  to  elimi- 
nate duplication  in  programs,  and  to  assure  maxi- 
mum efficiency.  . . . 

• Mental  Health,  Ding  Abuse,  and  Alcohol- 
ism — full  anti  complete  coverage  in  health  in- 
surance of  mental  health  ticatment  . . . incieasetl 
funding  for  manpower  training  and  program 
implementation  in  alcoholism,  tlrug  abuse  and 
mental  health. 

• Fanergenc)  Medical  Services  — extend  high 
quality  services  to  all  communities  in  a national 
progTam  of  prot  itling  emergency  medical  service. 

• Intlian  fiealth  — i ncrease  substantially  the 
program  funtling  anti  upgratle  and  imprttve  ta- 
cilities  and  services. 

# # * * 

Fhe  General  Accounting  Ollice  (G.VO)  has  pul 
a stop  ortler  on  federal  Metlicaid  payments  tt) 
states  for  certain  Medicaitl  programs  where  staml- 
ards  for  long-term  hospitalization  certifying  tpial- 
ity  care  have  not  been  cidorcetl.  d’he  payments, 
which  coultl  atltl  iqt  to  $800  million  annually, 
woultl  be  barred  after  July  1 unless  states  cttmply. 

1 he  letter  from  G.\0,  Gongiess"  investigating 
arm,  stemmed  from  a running  tlispute  between 
Health,  Education  anti  Welfare  Secretary  David 
Mathews  and  Re]).  John  Moss  (D.-Galif.)  ovei 
whether  HEW  has  ])ropei  ly  enlorcetl  jtrovisions 
of  the  Medicaitl  law  requiring  states  to  file  jtlans 
on  monitoring  patients  hospitalized  longer  than 
00  days. 


•Mathews  has  contendetl  the  problem  is  paiii- 
ally  the  fetleral  government’s  laiill  anti  that  states 
atid  .Metlicaitl  beneliciai  ies  shoukln't  be  ])enal- 
izetl.  However,  Mo.ss,  (ihait titan  t)f  the  House 
Gotnmerce  Subctiimnitlee  on  Oversight  anti  Iti- 
vestigatiotis,  ctmuneiuetl  that  the  G.\0  action 
“maiks  the  entl  of  .Secielary  Mathews’  intratisi- 
gence  anti  the  beginnitig  ol  imjiroving  slantlaitls 

ol  health  care  for  cotisitmei  s.” 

# # # * 

.\  majfirity  of  atlull  Ameiicans  support  a bati 
oti  cigarette  advertising  accortling  to  a survey  by 
the  National  Gancer  Institute  anti  the  Genter  lor 
Disease  Gontrol. 

Fhe  survey  of  12,500  |)ersons  found  tlecreasing 
ttilerancc  of  cigarette  smokitig  since  1970.  Nearly 
two-thiids  of  those  surveyed,  inchttling  one-thirtl 
of  the  smokers  polled,  said  it  was  annoying  to  be 
near  a perstm  smoking  cigaiettes.  Also,  50  per- 
cent, inclutlitig  10  jx'fcent  of  the  smokers,  saitl 
that  cigarette  atlvertising  should  be  stopjietl  tom- 
jiletely. 

1 he  survey  showetl  that  the  projiortion  ol 
cigarette  smokers  has  tlet lined  since  1970,  al- 
though the  total  number  of  smokers  has  iti- 
cieasetl  by  875,000  based  on  jiopulation. 

1 he  restriction  t)f  smoking  in  public  places 
was  agreetl  to  by  70  percent  ol  those  surveyed 

(onqiared  to  57  jiercenl  in  1970. 

# # # # 

President  Ford  has  signed  legislation  expaiul- 
ing  the  role  of  the  National  Heart  and  Lung  In- 
stitute in  blootl  diseases  aiul  resources.  T he  In- 
stitute’s name  will  be  changed  to  d he  Ntuional 
Heart,  Lung  and  Blood  Institute  to  reflect  the 
added  responsibilities. 

d'he  law  authorizes  $339  million  this  lisctil 
year  ;uul  $373  million  lot  fiscal  1977  for  the  In- 
stitute, pat  t of  the  Ntttional  Institutes  ol  Health. 

Lip  to  30  research  ;ind  demonstration  centers 
will  be  esttiblished  to  conduct  lesearch,  provide 
tiaining,  and  catty  out  detiiottstratioits  of  ad- 
vanced techtticjues  ol  pt evetttiott,  dittgttosis  ttttd 
trealtitetit.  Lett  cetttcis  will  focus  ott  heart  and 
blood  vessel  diseases;  10,  pulmottary  diseases;  and 
10  on  blood  cli.seases,  medical  use  of  blood  and 
blood  products,  and  blood  resource  management. 

Lite  bill  provides  $10  million  lot  prevention 
and  control  activities  with  special  emphasis  on 

cardiopulmonary  and  blood  clisorders. 

* # # # 

Lite  White  House  Gouncil  on  Wage  and  Price 
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Staijility  has  scheduled  hearings  in  New  York, 
Chicago  and  San  Francisco  this  summer  on  rising- 
health  care  costs  and  what  can  be  done  about 
tliem.  Though  legislation  is  needed  to  allow  the 
Council  to  get  back  into  the  business  of  freezing 
wages  and  charges,  the  Cotincil  can  make  recom- 
mendations to  the  President  and  Congress  on 
possible  solutions.  The  American  Medical  As- 
sociation is  expected  to  testify  at  the  New  York 
hearing. 

# # # * 

rite  Justice  Department  is  studying  tlie  entire 
health  field  for  jxtssible  anti-competitive  aspects, 
according  to  Assistant  Attorney  General  Thomas 
Kan  per. 

Ivauper,  head  of  the  Justice  Department  s anti- 
trust division,  conceded  that  how  anti-monojxjly 
statutes  apply  to  health  “is  a hard  tpiestion  to 
answer.”  At  a farewell  news  conference,  Kauper, 
who  is  leaving  government,  noted  that  most  hos- 
pitals are  non-profit  and  aren’t  engaged  in  com- 
petition with  other  hospitals.  He  said  many 
hosj)itals  “suggest  they’re  not  even  a busine,ss” 
and  therefore  are  not  subject  to  antitrust  laws. 

d he  Justice  Dejiartment  and  the  Federal 
Trade  Commission  have  stepj>ed  up  their  anti- 
trust actions  in  health  matters  in  the  past  year. 
Justice  has  filed  a price-fixing  complaint  against 
the  American  Society  of  Anesthesiologists.  Fhe 
Fd  C,  which  earlier  announced  its  own  broad 
probe  of  health,  has  filed  suits  against  the  AMA 
for  ethical  jtrohibitions  against  advertising, 
against  Blue  Shield  plans  for  possible  antitrust 
violations  due  to  alleged  jihysician  control,  and 
has  changed  commercial  restrictions  in  the  jtre- 
scription  eyeglass  industry. 

FFCi  and  Justice  have  partially  overlajrping 
jurisdictious  iu  the  antitrust  area,  and  long 
rivalry  exists  between  the  two  agencies. 

Some  dichotomies  mark  the  antitrust  units’ 
interest  in  health.  Critics  of  the  U.  S.  system 
often  characterize  it  as  “a  cottage  industry,”  the 
antithesis  of  a monopoly.  And  the  HEW  De- 
partment exerts  pressures  on  the  system  for  uni- 
formity and  standardization  that  in  the  normal 
market  place  woidd  be  considered  anti-competi- 
tive. 

Antitrust  officials  at  Justice  stress  that  no  im- 
minent legal  action  is  on  the  horizon:  that  the 

health  field  is  simply  being  studied  at  present. 

* # # * 


Society  Accreditation  Program 

In  Jidy,  the  Arkansas  Medical  Society  received 
official  notification  from  the  Council  on  Medical 
Education  of  the  American  Medical  Association 
that  the  Society’s  accreditation  program  in  con- 
tinuing medical  education  has  been  granted  full 
approval  by  the  Council  for  a jreriod  of  four 
years. 

The  Society  will  be  working  with  medical 
groups  and  institutions  in  the  state  in  accredit- 
ing programs  for  continuing  medical  education. 
# # # # 

Congressman  Alexander  On 
Medicare  Reimbursement 

Congressman  Bill  Alexander  reaffirmed  his 
sup{X)rt  in  late  July  of  efforts  by  Arkansas  state 
health  officials  and  doctors  to  seek  a uniform 
Medicare  reimbursement  scheme  for  Arkansas. 
Alexander  is  among  several  members  of  the 
House  who  have  offered  legislation  to  give  states 
the  option  to  choose  between  multi-reimburse- 
ment areas  or  one  classification  for  the  entire 
state. 

Alexander  said  “while  I certainly  agree  with 
the  Arkansas  medical  community  that  the  De- 
partment of  Health,  Edtication  and  Welfare 
could  grant  the  petition  for  a single  reimburse- 
ment .scheme  for  Arkansas  without  legislation,  I 
believe  we  must  proceed  on  both  fronts.” 

Congressman  Alexander  offered  an  amend- 
ment to  the  DHEW  appropriations  bill  for  fiscal 
year  1977  to  cut  off  Medicare  and  Medicaid  re- 
imbursement funds  to  metropolitan  areas  where 
such  payments  discriminated  against  nonmetro- 
politan health  care  providers  and  recipients.  Mr. 
Alexander  received  pledges  from  the  Chairmen 
of  two  House  Sidacommittees  with  jurisdiction 
in  this  area  for  the  development  of  legislative 
remedies  to  reverse  such  policies  that  have 
thwarted  recruitment  of  doctors  and  technicians 
to  rural  areas. 

* * * * 

Physicians  Invited  To  Meet  With  Nurses 

All  practicing  physicians  are  invited  to  partici- 
pate in  a panel  demonstration  between  (1)  a 
practicing  pediatrician  and  his  nurse  practitioner; 
(2)  an  Obstetrician-Gynecologist  and  his  nurse 
practitioner:  and  (3)  an  institutional  family  prac- 
tice specialist  and  his  nurse  practitioner.  The 
panel  will  be  presented  :rt  a Dutch-treat  dinner 
immediately  jjreceding  the  annual  meeting  of 


192 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Medicine  in  the  News 


llic  Arkansas  Stale  Nurses  Assoeial ion.  Dntcli- 
ireat  cocktails  at  (ii.SO  and  dinner  at  7:.^0  p.ni. 
in  the  (iamelol  Inn,  Little  Rock,  on  Wednesday, 
November  17,  197(i.  Physicians  may  call  the  .\r- 
kansas  State  Nurses  .Vssociation  ofl'ice,  I 17  South 
(iedar.  Little  Rock,  telephone  hh-LriSriS,  lor 
reservations.  Reservations  deadline  is  Noveniher 
10. 

* * * * 

New  Eighth  District  Councilor 


W.  Ray  Joiiett,  M.D. 

Ca)iincilor,  Eighth  District  .Arkansas  Medical  .Society 

At  the  1976  Annual  Session,  Dr.  \\^.  Ray  Jouett 
of  Little  Rock  was  elected  to  the  }X)sition  of 
councilor  for  the  eighth  district,  succeeding  Dr. 
\V.  Payton  Kolh. 

Dr.  jouett  was  horn  in  Livingston,  l’ennes.see, 
and  obtained  his  premedical  etlucation  at  Len- 
nessee  lech  in  Cookeville,  Tennessee,  tiis  Al.D. 
degree  was  obtained  from  the  University  of 
'Lennessee  Metlical  School  in  195,5.  Dr.  Jouett 
interned  at  the  City  Afemorial  Hospital  in 
Winston-Salem,  North  Carolina,  and  was  at  the 
same  institution  for  two  years  of  general  surgery 
residency.  He  went  to  A^anderhilt  for  his  Neuro- 
surgery residency.  Upon  completion  of  his  resi- 
dency, he  entered  practice  in  Little  Rock. 


Dr.  jouett  was  a Captain  in  the  Army  Aledical 
Corps,  sere  ing  as  Chief  of  Surgical  Services,  Irom 
I95S  to  I960.  He  practiced  general  surgery  at 
Cookex  ille,  Lennes.see,  from  1960  to  1961,  when 
he  entered  the  Neurosurgery  residency  at  Vander- 
bilt. 

Dr.  jouett  was  certified  by  the  American  Board 
ol  Neurological  Surgery  in  1967.  He  is  a member 
of  the  Congre.ss  of  Neurological  Surgeons,  the 
Southern  Neurosurgical  Society,  the  American 
Society  of  Neurological  Surgeons,  Aleacham  Neu- 
rosurgical Society,  and  is  a Lellow'  of  the  Ameri- 
can College  of  Surgeons,  as  well  as  being  a mem- 
ber of  his  county  society,  the  state  society,  and 
the  American  Aledical  Association. 

Dr.  jouett  has  hospital  appointments  with  the 
Baptist  Aledical  Center,  St.  Ahncent  Infirmary, 
the  University  of  Arkansas  Aledical  Center,  Alis- 
souri  Pacilic  Hospital,  Doctors  Hospital,  all  of 
Little  Rock,  has  courtesy  staff  privileges  at  the 
(ientral  Bajjtist  Hospital  in  Little  Rock,  and  is 
on  the  stall  ol  the  Afemorial  Hospital  of  North 
Little  Rock.  He  is  Associate  Clinical  Professor 
of  Surgery  with  the  Department  of  Neurosurgery 
at  the  LTniversity  of  Arkansas  College  of  Aledi- 
cine. 

Dr.  jouett’s  hobbies  are  music  (piano),  read- 
ing, and  phologTaphy. 

* # * # 

REPORT  OF  AMA  ANNUAL  CONVENTION 
June  1976 
Dallas,  Texas 

By  Purcell  Smith,  Jr.,  M.D. 

1 his  summary  covers  many  of  the  subjects 
consitlered  during  the  25th  Annual  Convention 
in  Dallas,  but  is  not  meant  to  be  a com])lete 
report  of  all  actions  taken. 

ELECTIONS: 

Richard  Palmer  of  Alexandria,  Virginia,  was 
installed  as  the  AAfA’s  131st  president.  John  H. 
Budd  of  Cleveland,  Ohio,  was  named  president- 
elect and  Francis  T.  Holland  of  'Lallahassee, 
Florida,  was  elected  vice  president,  d’oin  FA  Nes- 
bitt and  William  Rial  were  re-elected  speakcT 
and  vice  sjjeaker  respectively  of  the  House  of 
Delegates.  Re-elected  to  the  Board  of  Trustees 
were  Frank  Jirka,  Jr.  of  Illinois  and  Lowell  Steen 
of  Indiana.  Newly  elected  Trustees  were  John 
Coury  of  Alichigan  and  Hubert  Ritter  of  Alis- 
sonri. 
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REPORT  OF  THE  AMA  PRESIDENT: 

Dr.  Ricliarcl  Palmer,  in  his  inaugural  address, 
warned  that  the  lederal  government  is  the  biggest 
threat  to  the  medical  prole.ssion  and  emphasized 
that  unity  in  the  AMA  is  the  only  way  to  com- 
bat lederal  intrusion  into  medicine.  “Instead  of 
settling  lor  a reasonable  adjustment  to  medical 
realities,"  he  said,  "government  is  becoming 
steadily  more  dogmatic."  He  specifically  en- 
couraged state  medical  societies,  interns  and  resi- 
dents, and  medical  factilty  members  to  all  sup- 
port the  AMA  in  its  efforts. 

SUMMARY  OF  ACTIONS  OF  THE 
HOUSE  OF  DELEGATES 

I.  Association  and  Internal  Matters 
Of  The  House: 

Organizationul  Changes:  I'he  .\MA  council 
system  was  restructured  and  streamlined  by  the 
House  of  Delegates  with  the  apjiroval  of  bylaw 
changes  to  establish  the  size,  pnrpo,se  and  tenure 
for  eight  standing  councils.  I hese  councils  were 
Cionstitution  and  bylaws.  Judicial,  Medical  Edu- 
cation, Metlical  Service,  Scientific  Affairs,  Legis- 
lation, Continuing  Physician  Ednctilion,  and 
Long-Range  Planning  and  Development.  All 
other  councils  and  committees  will  be  appointed 
on  an  ad  hoc  basis  with  ;i  specific  phase-ont  date. 

\h)ting  representation  is  provided  for  residents 
on  all  but  the  Judicial  Council  and  the  Council 
on  Constrtiction  and  Bylaws.  I’he  latter  has  a 
non-voting  resident  member.  I’he  AMA  Stu- 
tlent  Business  Se.ssion  has  a voting  member  on 
the  Council  on  Long-Range  Planning  and  De- 
velopment and  non-voting  members  on  the  Coun- 
cil on  Mcxlical  Education,  Council  on  Medical 
Service,  ami  Council  on  Legislation,  d he  AMA 
.\uxiliary  has  non-voting  members  on  tlie  Coun- 
cil on  Scientilic  Alfairs  and  the  Council  on 
Legislation. 

P'ive  councils  will  be  elected  by  the  Hotise 
tipon  nomination  by  the  Board  and  from  the 
floor  of  the  House,  d'hey  are  the  Councils  on 
Constitution  and  Bylaws,  Judicial,  Medical  Edu- 
cation, Medical  Service,  and  Scientific  Affairs. 
Lwo  conncils.  Legislation  and  Continuing  Phy- 
sician Education,  will  be  apjjointed  by  the  Board. 
1 he  Council  on  Long-Range  Planning  and  De- 
velopment will  be  apjiointetl  jointly  by  the  speak- 
er of  the  House  and  Board  of  Trustees. 

T he  Hotise  also  reorganized  the  interns  and 


residents  Business  Session,  now  renamed  the 
Resident  Physicians  Section.  I’he  strticture  pro- 
vides lor  a seven-member  governing  council  and 
for  representation  to  the  annual  business  meet- 
ing on  the  basis  of  one  delegate  per  100  members. 

Independence  of  the  executive,  legislative,  and 
judicial  functions  of  the  AMA  was  a.ssnred  by 
House  approval  of  bylaws  amendments  provid- 
ing that  trtistees  may  not  be  delegates  or  serve 
on  .\M.\  cotincils  and  that  members  of  the  Jti- 
dicial  Council  elected  after  July  1,  1976,  may 
not  be  delegates,  general  officers,  or  serve  on 
other  AMA  cotincils  and  committees. 

Dues  and  Financial  Matters:  The  House  com- 
mended the  Boartl  of  I’rustees  for  its  otitstand- 
ing  service  in  bringing  about  dramatic  improve- 
ment in  the  AMA's  financial  situation.  The 
Board  repcjrted  a projected  litjuid  reserve  bal- 
ance of  $18,()()(),()()()  by  November  30,  1976,  a 
figure  which  is  in  keeping  with  the  fiscal  plans 
apjrroved  by  the  Hoirse  in  1975.  Lhe  Reference 
Ciommittee  reported  that  as  of  June  30,  dne,s- 
paying  members  number  137,023  and  that  the 
1976  budget  was  based  on  a ftill  dnes-paying 
membership  of  144,500.  1 he  House  adopted  a 

Board  of  Trustees  report  recommending  that 
the  $250.00  dues  rate  for  regtilar  members  be 
continued. 

II.  Physicians  And  The  Goverment: 

PSRO  Siifiport  Center  Activity  Upheld:  14ie 
Hotise  of  Delegates  turned  down  a resolution 
calling  for  the  AMA  to  assist  13  state  medical 
societies  in  breaking  contracts  as  statewide  PSRO 
support  centers.  1 he  Board  of  Trustees  had  ex- 
juessed  support  for  continuing  funding  of  the 
statewide  support  centers,  at  the  recpiest  of  the 
state  societies,  a Reference  Committee  noted. 

1 hat  retjuest  was  made  so  the  societies  could  con- 
tinue assistance  in  the  implementing  of  appropri- 
ate PSRO  programs. 

Wrongdoing  and  Fraud  in  Medicare  and 
Medicaid  Programs:  The  Reference  Committee 
considering  government  programs  noted  that  the 
AMA  has  pledged  ftill  cooperation  to  HEW  in 
seeking  to  end  wrongful  practices  by  providers 
and  olfered  the  following  statement,  which  was 
adopted  by  the  House;  “I'he  AMA  condemns 
and  dejtlores  all  acts  of  fraud  and  wrongdoing, 
including  in  particular  any  wrongful  acts  as  re- 
cently reported  in  the  Medicare  and  Medicaid 
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pi'ograms.  W’e  uige  lliai  i csponsihle  goNcnimciil 
agencies  |)i‘oiee(l  \viili  all  clue  speed  in  the  prose- 
cution under  the  piocisions  ol  due  legal  process 
ol  all  echo  tire  cliaiged  with  guilt  oi  liaudnlenl 
nnscondnet.  W'e  will  continue  to  ollei  oin  co- 
opertttion  .nicl  assisttince  in  biinging  to  an  end 
such  actic  ities.” 

I'tilizdtion  Rniirit'  Rcguldtioii.',:  'The  House 
cominended  the  Hoard  ol  rrtistees  lor  its  tiction 
on  HEW's  lirst  proposed  utili/tition  review  regu- 
lations and  lor  its  continuing  attention  to  the 
regulations.  It  tisked  the  Hoard  to  take  appro 
priate  action  ‘ inclnding  Inrther  legal  action  if 
necessary  to  protect  the  cpiality  of  medical  care 
and  to  insure  against  federal  intervention  into 
the  physician-patient  relationship  when  the  final 
utili/ation  review  regulations  are  published." 

III.  Physicians  And  The  Public: 

Professional  Liability:  Ehe  House  called  for 
further  study  of  whether  hospitals  shoidd  obtain 
professional  liability  instirance  in  amounts  ecpial 
to  that  of  the  medical  staff.  A Reference  Com- 
mittee told  the  House  that  such  action  was 
needed  "to  prevent  an  adversary  relationship 
from  developing,  due  to  a discrejrancy  in  lialulity 
coverage."  The  House  also  encouraged  state 
medical  associations  to  give  appropriate  assist- 
ance to  physicians  involved  in  counter  sints  to 
nonmeritorious  medical  liability  suits.  It  ex- 
pressed concern  tibout  the  Medical  Liability 
Commission's  plans  to  engage  in  lobbying  and 
political  activity,  and  directed  AM.\  representa- 
tives to  seek  immediate  changes  in  commission 
bylaws.  The  House  asked  that  a progress  report 
on  AAfA  efforts  to  resohe  the  jjrofessional  li- 
ability problems  be  presented  at  this  year's 
Clinical  Convention  in  Philadelphia. 

National  Health  Insurance:  Support  for  the 
.\MA's  NHI  proposal  HR  (>222,  now  before  Con- 
gress, was  reaffirmed  by  the  House  of  Delegates 
in  Dallas.  The  Delegates  endorsed  the  National 
Health  Insurance  proposal  which  would  provide 
both  basic  and  catastrophic  insurance  coverage, 
but  voted  to  register  their  concern  "regarding 
the  present  enormous  cost  and  always  increasing 
regidatory  control  inherent  in  medical  care  pro- 
grams administered  under  government." 

Television  J'iolence:  Ehe  effect  of  television 
violence  on  children  will  be  the  target  of  a 
broad-based  pidtlic  service  program  approved  by 


the  House  ol  Delegates  in  Dalhis.  Ehe  delegtiles 
tipproved  a lepoii  bom  the  Hoiiid  of  I'lnstees 
urging,  among  other  things,  publishing  of  a 
booklet  lor  distiibntion  to  patients,  outlining 
what  |);n'ents  should  look  for  in  televisitm  pro- 
gramming lor  (hildren.  .\  committee  will  also 
be  appointed  to  evtilnate  recent  research  on  the 
elfect  of  1 A'  \ioIence,  ;nul  tcj  make  recommenda- 
tions on  wh;u  physicians  should  know  about  its 
elfects  on  children. 

IV.  Physicians  And  Hospitals  And 

Medical  Schools: 

1 he  House  of  Delegtites  clarilied  several  policy 
]>ositions  on  the  rights  of  physicians  in  hospital 
medical  staffs,  to  be  sent  to  the  Joint  Comtnis- 
sion  on  Accretlitation  of  Hospittils.  d he  AMA 
opposed  release  of  individual  audit  re]Jorts  otit- 
side  the  medical  staff  (such  as  to  hospital  trust- 
ees). Ehe  House  also  passetl  a resolution  urging 
JC.AH  tiot  to  recpiire  hospitals  to  use  “latindry 
lists"  of  rigid  lecjuiiements  for  granting  staff 
privileges,  but  to  permit  medical  staffs  to  be 
Ilexible  in  their  rules. 

V.  Miscellaneous  Actions  Of  The  House: 

Miscellaneous  House  actions  included: 

1.  Restatement  of  previous  Judicial  Council 
policy  regarding  use  of  extraordinary  life-sitstain- 
ing  measures,  rather  than  adopt  new  projtosals 
anti  definitions; 

2.  Recognition  of  a record  year  by  .\MA-ItRF 
which  receivetl  ,S2.8  million  for  student  loans  in 
197.'3;  and 

3.  Recognition  of  a very  active  year  by 
AMPAC  regarding  membership  and  activities. 

* * * * 

Society  Travel  Program 

In  July,  approximately  seventy  members  of 
the  .Arkansas  Metlical  Society  and  their  fannlies 
participated  in  the  "EAiropean  Adventure"  of 
the  travel  program  which  the  Society  sponsors 
for  its  members.  Ehe  group  visitetl  Switzerlaiul, 
Germany  and  .Atistria. 

Ehe  charteretl  World  Airways  DC-8  jet  which 
brought  the  group  back  to  the  state, s made  a 
stop  for  fuel  at  the  Shannon  airport.  Hetween 
Ireland  and  the  stales,  pas.sengers  were  served  a 
dinnei  with  the  following  menu: 

Traditional  Irish  Oak  Smoked  Salmon 
on  Griddle  Bread 

The  oltl  method  of  smoking  salmon  over  a 
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charcoal  fire,  placing  oak  leaves  on  it,  is  still  used 
in  Ireland  to  produce  this  delicious  salmon. 

Filet  of  Beef  “Curalli  Mir” 

The  choicest  part  of  beet  in  an  Irish  luinter 
sauce  is  presented  to  you  as  it  was  done  at  the 
time  of  the  Red  Brandi  Knights  under  the  name 
of  “The  Hero's  Morsel  " and  was  given  to  the 
knight  who  had  performed  the  greatest  and 
bravest  exploit. 

Fresh  Green  Garden  Peas  ‘‘Fimerick  Style” 
Tipperary  Golden  Wonder  Potatoes 
Cjcrinan  IVhite  \Vine 
1972  Bine  Nun  — I aelifi  aumilch. 

Cottage  Buttermilk  Soda  Bread  and 
Barmbrack  ivitli  Salted  Irish  Creamery  Butter 
Irish  Cheese  with  Crackers 
Clare  Tipsy  Cake 

Served  traditionally  at  all  Irish  weddings.  A 
rich  jam  flavoured  Iresh  egg  sponge,  soaked  in 
■Sherry  anti  Irish  Wliiskey,  tojiped  with  egg  cus- 
tard anti  tlecoraietl  with  tltmlile  fresh  cream. 
Even  the  teetotalers  and  abstainers  coidtl  j>ar- 
take  without  breaking  their  vow. 

CiOFFEE  - EEA  - MILK 
All  reports  on  the  trip  have  been  very  good. 
The  Society's  next  trip  with  INTR.W  will  prob- 
ably be  to  Stmth  Amercia  in  March  1977.  Con- 
tact the  Society  headtpiarters  office  for  further 
information. 

# # # # 

Dr.  Cathey  Honored 

I he  Union  County  Medical  Society  honored 
Dr.  Alley  I).  Cathey  with  a reception  and  ban- 
quet on  Tuesday,  June  29th.  Dr.  Cathey  retired 
from  practice  on  December  31,  197.'),  at  the  age 
of  87,  sixty-four  years  after  his  graduation  from 
the  University  of  Louisville  in  1912. 

When  Dr.  Cathey  graduated  from  the  Univer- 
sity, he  returned  to  his  home  of  Wilton,  Arkan- 
sas, where  he  assisted  his  father  in  the  jiractice 
of  medicine.  One  year  later,  he  attended  the 
New  York  Post  Oraduate  Medical  School  and 
took  further  training  as  .senior  surgical  resident 
at  St.  Mary's  Hospital  in  Hoboken,  New  Jersey. 
He  entered  the  Army  as  a First  Lieutenant  in 
the  Medical  Corps.  Lie  was  assigned  to  the  8th 
Division  Ambulance  Company  in  France.  He 
was  promoted  to  Captain  and  then  was  dis- 
charged for  surgical  service  with  the  American 
Red  Cross,  and  he  spent  two  years  in  Montenegro 
with  surgical  assignments  in  all  four  of  the  Red 


Cross  hospitals.  Dr.  Cathey  received  citations^ 
and  medals  for  service  in  the  country  which  is 
now  Yugoslavia.  He  returned  to  practice  in  El 
Dorado  in  1921.  In  1923,  he  married  Ida  New- 
man who  was  the  surgical  nurse  at  Warner 
Brown  Hospital. 

Dr.  Cathey's  surgical  practice  was  carried  on 
primarily  at  Warner  Brown  Hospital  from  1921 
until  1971').  During  the  past  year,  he  donated 
his  library  to  the  hospital. 

Mayor  Bill  Rodman  declared  June  29th  as 
Dr.  Cathey  Day  in  El  Dorado  and  presented  a 
key  to  the  city  at  the  evening  bampiet.  A 
platpie  of  appreciation  for  tireless  service  was 
awarded  by  the  Union  County  Medical  .Society. 

Dr.  Jacob  Ellis,  Master  of  Ceremonies  at  the 
bampiet,  introduced  Dr.  Robert  Watson,  Past 
President  of  the  Arkansas  .Medical  Society,  tvho 
addressed  the  gi  oup. 

AUTOBIOGRAPHICAL  SKETCH 
BY  DR.  ARLEY  1).  CATHEY 

“I  was  born  on  June  17,  1889,  eighty-seven 
years  ago  in  Pre.scott,  .Arkansas.  My  family  later 
lived  in  AVLashington,  .Arkansas,  and  Wilton,  Ar- 
kansas, where  1 spent  most  of  my  young  years. 
I was  endowed  with  a good  strong  body  but  I 
am  afraid  with  a spirit  too  restless  for  my  good. 
.At  that  time,  AVilton  was  a division  point  of  the 
Kansas  City  Southern  Railroad,  and  it  came  very 
natural  for  me  to  start  shoveling  coal  at  the 
age  of  14.  My  father  was  a doctor  and  w’e  had 
a happy  home  but  at  the  age  of  16  I was  firing 
a switch  engine  in  Texarkana  on  the  extra  board. 
1 soon  moved  further  south  and  found  myself 
doing  stevedore  work  on  a little  freighter  out  of 
New  Orleans.  This  was  followed  by  episodes  of 
work  as  a section  gang  laborer,  a second  cook 
for  an  extra  gang  on  the  Afissouri  and  North 
.Arkansas  Railroad  and  later  a harvest  hand  in 
the  wheat  fields  of  Kansas. 

“It  is  hard  for  even  me  to  understand  how  I 
ever  got  enough  education  to  have  been  accepted 
as  a medical  student  but  I graduated  at  the  Uni- 
versity of  Louisville  in  1912.  I then  returnetl 
to  Wilton  to  assist  my  father  in  the  practice  of 
medicine.  .My  father  died  the  following  year  and 
1 went  to  the  New  York  Post  Graduate  .School 
for  further  instruction.  I returnetl  to  Wilton  be- 
cause my  mother  waas  there  alone  operating  our 
drug  store. 

“.After  suitable  arrangements,  I then  worked 
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one  ye;ir  as  senioi'  surgical  resident  at  St.  Mtny’s 
Hospital,  llolioken,  Neiv  Jersey.  I'rom  there  1 
entered  the  I'nited  States  Army  as  a First  I.ieii- 
lenant  in  the  Medical  (ioips  and  was  sent  to 
Medical  Ollicers  rrainin<>  Ciamp,  Fort  Ogle- 
thorpe, Cieorgia.  1 was  in  tlie  Camp  five  months 
and  served  as  instrticlor  part  ol  tlie  time.  1 was 
then  sent  to  Rockeleller  Institute,  \ew  \'ork,  lor 
instruction  lor  a montli  and  then  to  Aiiny  Med- 
ical School,  ^Vashington,  1).  (k,  lor  a month.  I 
was  then  assigned  to  the  Shth  Division  and  went 
to  F'rance  with  the  .\ml)ulance  Company. 

“I  had  iidluenza  cvliile  in  F'rance  but  did  not 
have  to  go  to  the  hospital.  I sultered  no  hard- 
ships hut  tilings  were  getting  tough  on  .-\rmistice 
Day,  11:00  a.m.,  November  11,  1018. 

“I  was  jiromoted  to  Captain  and  was  .soon  dis- 
charged lor  service  with  the  American  Red  Cross 
for  surgical  work.  I was  assigned  to  the  Mon- 
tenegran  unit  where  we  had  or  establi.shed  four 
hospitals  along  with  other  civilian  relief.  Dur- 
ing my  two  years  service  in  ^fontenegro,  I saw 
.service  in  all  four  of  our  hospitals.  While  in 
Montenegro,  the  .Serbian  Government  was  busy 
developing  that  part  of  the  counti-y'  into  gieater 
Serbia  and  is  now  known  as  Yugoslavia.  'While 
there  I,  as  well  as  others,  received  citations  and 
medals  for  service.  The  Russian  Government, 
who  also  wanted  in  on  the  action,  also  gave 
medals  and  citations. 

“'Fhe  Montenegran  Government,  one  time  a 
kingdom,  and  at  that  time  in  exile  and  located 
in  Paris,  also  gave  citations  to  the  few  who  went 
to  see  them  ujxm  leaving  Montenegro.  My  cita- 
tion came  to  me  as  a surprise  about  a year  after 
locating  in  El  Dorado. 

“I  came  to  El  Dorado  with  a little  money  in 
my  pocket  btit  my  greatest  asset  was  my  good 
health  and  physical  stamina  and  overflowing 
ambition,  enthusiasm  and  confidence  in  the  fu- 
ture. I soon  began  to  look  for  a wife  and  found 
exactly  the  right  one.  She  was  Ida  Newman 
and  was  the  surgical  nurse  at  the  Warner  Brown 
Hospital.  We  were  married  in  1923.  We  felt 
we  were  fortunate  in  not  having  a larger  family 
than  we  did.  We  lost  a premature  boy  but  we 
were  blessed  with  a son,  Arley  D.  Cathey,  Jr., 
who  with  his  wife  now  lives  with  me  and  is  in 
business  in  El  Dorado  and  Magnolia.  I lost  my 
wife  in  1966  and  soon  felt  that  my  career  as  a 
physician  was  about  over,  but  I very  sensibly 


coiuiiiued  in  pr.ictice  uniil  January  1,  1976,  when 
1 believe  I retired  at  exactly  ibe  right  time. 

“While  in  piaclice  in  Id  Dorado,  I was  as- 
.sociated  at  various  time  with  the  following 
doctors:  Wylie  Slaughter,  1).  F'.  White,  (iarland 
Murphy,  Sr.,  Garhnul  .Murphy,  Jr.,  S.  J.  McGraw, 
John  W.  Harper,  Randolph  Murphy  and  Henry 
H.  Niehus,  all  of  whom  were  fine  doctors  and 
contributed  niuth  to  tlie  jtleasure  and  the  sne- 
ce,s.s  of  my  jiractice. 

“All  of  the  doctors  now  in  practice  in  El 
Dorado  are  highly  skilled  and  are  rendering  a 
superb  service  to  this  community.” 


THINGS 


TO 

COME 


SEPTEMBER  30  & OCTOBER  1,  1976 

I’he  Eighth  Annual  Cancer  F'ortnn  for  Physi- 
cians and  Nurses  will  be  held  at  the  Sheraton 
Inn  in  F'ort  Smith  on  .September  30  and  October 
1,  1976.  The  forum  is  sponsored  by  the  Arkan- 
sas and  Oklahoma  Divisions  of  the  American 
Cancer  Society.  Subjects  to  be  covered  include 
Malignant  Melanoma,  Childhood  Cancer,  Cancer 
Diagnosis,  Cervical  Cancer,  and  I’hyroid  Cancer. 
F'or  further  details,  contact  the  Arkansas  Divi- 
sion, American  Cancer  Society,  Post  Office  Box 
3822,  I-ittle  Rock,  Arkansas  72203. 


OCTOBER  13-15,  1976 

International  F'ootl  .Mlergy  Symposium  spon- 
sored by  the  American  College  of  Allergists,  Oc- 
tober 13-15,  1976,  Pour  Seasons  Sberaton  Flotel, 
Toronto,  Ontario,  Canada.  F'or  information, 
contact:  FYances  P.  White,  2111  1-lth  Street, 
Boulder,  Colorado  80302,  telephone  303-147-81 1 1. 

OCTOBER  24-28,  1976 

F'orty-.Second  Annual  Scientific  Assembly  of 
the  American  College  of  Chest  Physicians  in  At- 
lanta, Georgia,  d'he  convention  theme  is  “Clin- 
ical Implications  and  Projections  in  Cardiojnd- 
monary  Medicine  and  Surgery.”  Distinguished 
lecturers  include  Eugene  Braunwald,  Denton  A. 
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Ck)oley,  I'liomas  N.  fames,  Jolin  W.  Severing- 
liaus,  and  William  M.  Tluirlbeck.  f.  Willis 
Hurst  will  be  tbe  keynote  speaker.  For  informa- 
tion, contact,  American  College  of  Cbest  Pby- 
sicians.  Post  Office  Box  9,^82b,  Chicago,  Illinois 
()0()70. 

NOVEMBER  21-24,  1976 

Pediatric  Emergencies  — L i 1 1 le  People,  Big 
Proltlems.  November  21-24,  1976,  Orlando  Hyatt 
House.  Orlando,  Florida.  Sponsored  by  tbe 
Florida  Cbapter  of  tbe  American  College  of 
Emergency  Pbysicians.  For  furtber  information, 
contact:  Registrar,  Pediatric  Emergencies,  1919 
Beacbway  Road,  Sinte  5C,  Jacksonville,  Elorida 
32207,  telephone  9()4-399-()51(). 

NOVEMBER  3-6,  1976 

International  Congress  on  Coronary  Disease 
and  Exercise  Electrocardiography,  Montreux, 


Switzerland,  November  3-6,  1976.  Congress  is 
sponsored  by  tbe  International  Medical  Educa- 
tion Corporation  and  will  concentrate  on  new 
concepts  in  tbe  field  of  diagnosis  and  rehabilita- 
tion of  tbe  patient  with  cardiac  disease.  Reserva- 
tions to  be  made  with  International  Medical 
Education  Corporation,  One  Inverness  Drive, 
East,  Englew'ood,  Colorado  80110,  telephone  800- 
,f)25-8646. 

JANUARY  23-29,  1977 

I'be  Southern  Clinical  Netirological  Society 
will  bold  its  fourth  annual  meeting  Jantiary  23- 
29,  1977,  at  Pier  66,  Port  Lauderdale,  Florida. 
Idle  Society  is  now  accepting  abstracts  of  papers 
for  tbe  meeting.  Impnries  about  membership, 
abstracts,  and  information  on  tbe  meeting  may 
be  obtained  from  Dr.  Beauregard  Bercaw,  1011 
Jeffords,  Clearwater,  Florida. 


PERSONAL  AND  NEWS  ITEMS 


Physician  Addresses  Club 

Dr.  John  Heutlersou  recently  addres.sed  tbe 
Searcy  Optimist  Club  on  tbe  subject  of  "Cardio- 
vascidar  Disea,ses." 

Dr.  Pullig  Relocates 

Dr.  Fbomas  .A.  Pullig,  who  lias  been  practicing 
in  Ashdown,  has  associated  with  Dr.  Joe  Rusbton 
in  tbe  Rusbton  Clinic  on  North  AVasbington 
Stieet  in  Magnolia. 

AHEC  Director 

Dr.  Roger  Bost  has  lieen  named  executive  di- 
rector of  tbe  State's  Area  Health  Edtication  Cen- 
ters (AHEC),  succeeding  tbe  late  Dr.  Winston 
K.  Sborey.  AHEC  has  facilities  at  Eort  Smith, 
El  Dorado,  Jonesboro,  Eayetteville  and  Tex- 
arkana. 

Dr.  Hammons  Elected 

'Idle  P’orrest  Memorial  Hospital  at  Porrest  City 
has  re-elected  Dr.  Edward  P.  Hammons  as  chief 


of  staff.  Dr.  E.  Morgan  Collins  is  vice  chief 
and  Dr.  Charles  Crawley  is  secretary. 

University  Honors  Dr.  Hawkins 

Dr.  Martin  C.  Hawkins  of  Searcy  was  recently 
honored  with  tbe  Distinguished  Service  Award 
of  tbe  LIniversity  of  Arkansas  College  of  Medi- 
cine in  recognition  of  bis  47  years  on  tbe  volun- 
tary facidty  of  tbe  school.  He  is  presently  a 
member  of  tbe  honorary  clinical  faculty  as  an 
associate  clinical  professor  of  stirgery. 

Dr.  Dunn  Has  P.A. 

Dr.  Tom  Dunn  of  Hampton  has  announced 
tbe  appointment  of  Mr.  Steplien  Heath  as  bis 
physician's  associate.  Mr.  Heath  recently  com- 
pleted tbe  Physician's  Associate  course  at  tbe 
University  of  Oklahoma. 

Family  Clinic  Has  Open  House 

Open  bouse  was  held  recently  at  tbe  new'  Law- 
rence Cotuity  Eamily  Clinic  on  Highway  25  West 
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in  W'alnut  Ricls>c.  Pltysicians  on  llic  stall:  ol 
the  clinic  inclnde  l)i  . Joe  linghcs,  I)i.  l ed  Lan- 
caster, Dr.  S.  A.  Spades,  and  l)r.  R.  1).  l.owery. 

Dr.  Wyllie  Named  Chief  of  Staff 

Dr.  [antes  j.  Wyllie  ol  Pocaliotitas  has  been 
nainetl  chiet  ol  sttill  ol  the  Lawrence  Ciontity 
.Memorial  Hospital  in  W'alnnt  Ritlge. 

Dr.  Archer  Retires 

Dr.  Cliarles  Archer,  Jr.,  has  announced  his 
retirement  alter  years  of  the  practice  of  medi- 
cine at  Conway. 

Physicians  Locate 

In  July  many  memiters  annonticed  new  as- 
sociates. A number  of  physicians  also  established 
solo  practices  across  tlie  State.  Some  ol  the  phy- 
sicians involvetl  are  listed  below. 

DR.  GARY  \V.  RU.SSELI,  has  joined  the  Dar- 
tlanelle  Clinic  as  a family  physician. 

DR.  [.AMES  IL  .ARKINS  has  opened  ati  office 
for  family  practice  at  216  North  Main  in  lienton- 
ville. 

DR.  WILLIAM  W.  GALLOWAY  is  practic- 
ing Dermatology  in  the  Professional  Park  Btiild- 
ing  at  2501  West  Main  in  Ritssellville. 

DR.  DOX.ALD  DUNN  has  joined  the  medical 
staff  of  the  Millard-Uenry  Clinic  in  Rtissellville 
for  the  practice  of  Obstetrics-Gynecology. 

DR.  WILLIAM  A.  JONES  is  the  new  medical 
director  of  the  .Ahimimnn  Company  of  America 
facility  at  Bauxite. 

DRS.  C.  LINDSEY  MII.LER  and  DAVID  R. 
CRl  L'LENDEN  are  with  Nephrology  Associates 
at  350  Medical  "Lowers  Building,  Little  Rock. 

DR.  ,AUBR\’  LALLEY  has  joined  Drs.  Charles 
Henry  and  [nan  Roman-Lojiez  for  the  practice 
of  Obstetrics  and  Gynecology  at  51)0  South  Ibii- 
versity,  Little  Rock. 

DR.  R.  WHLL  HALL  has  joined  the  Little 
Rock  Children’s  Clinic  at  8500  'W^est  .Markham 
for  the  practice  of  Pediatrics. 

DR.  JOHN  R.  RUSSELL  has  joined  the  Lake 
X'illage  Clinic  in  Lake  Ahllage. 

DR.  MICHAEL  NEEE  has  joined  Dr.  Ralph 
Joseph  in  family  practice  at  Walnut  Ridge. 


1 HE  RAIN W.MER-WORK, MAN  CLINIC 
in  Blylheville  has  announced  the  as.sociation  ol 
Dr.  Munir  Znfari  for  the  practice  ol  General, 
\'ascidai  and  1 horacic  Surgery. 

DR.  ROBER  L R.  WILLIAMSON  has  located 
in  (xiavette  to  |)ractice  with  the  Gracette  Medical 
.Vssociates  in  tlieir  new  clinic. 

Arkansas  Physicians  Serve 

Dr.  William  L.  Ciriggs  of  Fort  Sndtli  is  cur- 
rently seic'ing  as  jjresident  of  the  Sontliern  Clin- 
ical Neurological  Society.  Dr.  David  Miles  of 
Little  Rock  is  a member  of  the  Board  ol  the 
Society. 


1 he  Boone  County  Medical  Society  has  re- 
cently added  three  new  members  to  its  roll. 
1 hey  are: 


DR.  DONALD  R.  Biri'ES,  who  is  Medical 
Diiector  of  the  O/ark  Regional  Mental  Health 
Center  in  Harrison.  Dr.  Butts  is  a native  ol 
Missouri  and  he  attetided  the  Mis.souii  Lbiiver- 
sity  School  of  Medicine.  His  intership  was  at 
Madigan  General  llosjjital,  Fort  Lewis,  Wash- 
ington. From  1968  until  197L  Dr.  Butts  was  a 
flight  surgeon  with  tlie  Unitetl  States  .Army.  He 
entered  a jxsycluatry  residency  at  the  Arkansas 
State  Hospital  in  1972  and  located  in  Harrison 
upon  completion  of  tliat  residency. 

DR.  NANCY  TIMMONS  HALLER  has  been 
in  family  practice  at  the  Newton  Contity  Medical 
Center  in  Jasper  for  approximately  eighteen 
months.  She  attended  the  Lbiiversity  of  Arkan- 
sas at  Fayetteville,  receiving  the  B.S.  degree  in 
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1970,  and  was  graduated  from  the  University  of 
Arkansas  School  of  Medicine  in  1974.  Dr.  Haller 
completed  an  internship  at  Dallas  Methodist 
Hospital  and  joined  the  National  Health  Serv- 
ice Canps  of  the  United  States  Public  Health 
Service. 

DR.  H.VROI.D  H.M.LER  is  also  associated 
with  the  Newton  County  Medical  Center  in 
Jasper  as  a family  jwactitioner.  His  pre-medical 
education  was  obtained  at  Arkansas  A &;  M Col- 
lege and  his  M.D.  degree  was  received  in  1974 
from  the  University  of  Arkansas  School  of  Medi- 
cine. He  interned  at  Dallas  Methodist  Hospital 
and  joined  the  National  Health  Service  Corps 
of  the  United  States  Public  Health  Service. 

\V^ashington  County  Medical  Society  has  re- 
jiorted  the  addition  of  four  new  physicians  to 
its  membership  roll.  They  are; 

DR.  GEORGE  H.  BENJAMIN,  a family  phy- 
sician whose  office  is  at  304  South  Maxwell  in 
Siloam  Springs.  Dr.  Benjamin  attended  Culforcl 
College  in  Greensboro,  Noith  Carolina,  receiv- 
ing the  A.B.  degree  in  1963.  He  was  graduated 
from  the  University  of  Arkansas  School  of  Medi- 
cine in  1970.  Dr.  Benjamin  .served  an  internship 
at  Harborview  Medical  Center  in  Seattle  and 
had  residency  training  at  the  University  of  Ore- 
gon in  Portland.  His  military  service  was  with 
the  Public  Health  Hospital  in  Philadelphia. 

DR.  MURRAY  T.  HARRIS  located  in 
Fayetteville  in  Jidy  1975  for  the  jnactice  of 
Diagnostic  Radiology.  His  pre-medical  educa- 
tion was  at  the  University  of  Arkansas.  In  1968, 
he  was  graduated  from  the  Lbiiversity  of  Ar- 
kansas School  of  Medicine.  He  served  a rotating 
internship  at  the  University  Hospital  and  then 
served  two  years  with  the  United  States  Army. 
Dr.  Harris  returned  to  the  University  Hospital 
in  1971  for  a residency  in  Radiology.  He  was 
Chief  Resident  in  Radiology  in  1973-74,  an 
Instructor  in  Radiology  in  1974-75,  and  is  cur- 
rently an  Assistant  Clinical  Professor  in  Radiol- 
ogy at  the  University  of  Arkansas  College  of 
Medicine.  He  was  Board  Certified  in  Radiology 
in  June  1975  and  he  is  a member  of  the  Ameri- 
can College  of  Radiology. 

DR.  JOSEPH  HOWARD  McALISTER  prac- 
tices Radiology  at  the  Huntsville  Memorial 


Hospital  in  Huntsville.  He  is  a graduate  of 
Duke  University  School  of  Medicine.  He  served 
a lotating  internship  at  Baptist  Memorial  Hos- 
pital in  Memphis.  He  had  residencies  in  Internal 
Medicine  at  John  Gaston  Hospital  in  Memphis 
and  in  Radiology  at  Kennedy  Veterans  Hospital 
in  Memphis  and  Duke  Hospital  in  Durham. 
Ehree  months  were  spent  with  the  Oak  Ridge 
Institute  of  Nuclear  Studies.  Dr.  McAlister  has 
served  eight  years  with  the  United  States  Army 
Reserve  and  the  Texas  National  Guard.  He 
practiced  twenty-twoi  years  in  Midland  and 
Odessa,  Texas.  He  is  a Diplomate  of  the  Ameri- 
can Board  of  Radiology. 

DR.  CLIFFORD  C.  COUNCILLE,  JR.,  has 
been  in  practice  in  Fayetteville  since  January 
1976.  His  sjrecialty  is  Obstetrics-Gynecology  and 
he  practices  at  207  East  Dickson.  Dr.  Councille 
attended  Memphis  State  LIniversity  prior  to 
entering  the  University  of  Arkansas  School  of 
.Medicine.  He  interned  at  the  City  of  Memphis 
Hospitals  and  completed  a residency  at  the 
Lbiiversity  of  Arkansas  Medical  Center.  He  is  a 
Junior  Fellow’  of  the  American  College  of  Ob- 
stetrics and  Gynecology. 

new  member  of  the  Independence  County 
Medical  Society  is  DR.  NA4  HAN  EDWARD 
S I RICKL.YND  of  Batesville.  Dr.  Strickland  ob- 
tained his  M.D.  degree  from  the  LIniversity  of 
.Arkansas  School  of  Medicine  in  1969.  He  served 
a straight  medicine  internship  at  the  University 
Hospital.  He  served  in  the  United  States  Navy 
from  1971  to  1973  and  then  returned  to  the  Uni- 
versity Hospital  for  further  training  in  surgery. 
He  is  an  instructor  in  the  Department  of  Sur- 
gery at  the  LIniversity  of  Arkansas  College  of 
Medicine  and  is  a candidate  for  the  .American 
College  of  Surgeons.  Dr.  Strickland  practices 
general  surgery  at  109  North  12th  in  Batesville. 

DR.  ROBERT  D.  PLAT  is  a new  member  of 
the  Crittenden  County  Medical  Society.  A na- 
tive of  New  AMrk,  Dr.  Piat  attended  the  Uni- 
versity of  Florida  for  his  pre-medical  education. 
He  served  in  the  United  States  Army  from  1957 
until  1959.  He  then  entered  the  University  of 
Maryland  School  of  Medicine  and  obtained  his 
M.D.  degree  in  Jtme  1963.  His  internship  was 
completed  at  Tampa  General  Hospital  in 
Tampa,  Florida.  After  completion  of  the  in- 
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icniship  he  practiced  lor  six  years  in  Zephyr- 
hills,  Florida,  lie  is  associated  with  the  Health 
C.aie  Foundation  at  West  Menipliis. 

1 he  I’nlaski  Clonniy  Medical  Society  has  added 
a nninber  ol  new  nienihers  to  its  roster  in  recent 
weeks.  Fhe  new  nienihers  are: 

DR.  C.  FR.WK  DODSON,  jR.,  who  is  as- 
sociated witli  tlie  Little  Rock  Orthojiedic  C-linic 
at  12th  and  \’an  Bnren  in  Little  Rock.  Dr.  Dod- 
son attended  \'andcrl)ilt  I'niversity  and  the  Ihii- 
versity  of  I’cnnessee  School  of  Medicine.  After 
obtaining  liis  M.D.  degree  in  1969,  he  served  for 
a year  with  the  ITiiited  States  Naval  Hospital  at 
Jacksonville,  Florida.  Dr.  Dodson  coni|ileted  a 
residency  in  Orthopedic  Surgery  at  the  Univer- 
sity of  .Arkansas  Medical  Center  in  Jniie  of  1976. 

DR.  PETER  R.  DORNENIUIRG  is  associated 
with  the  .Arkansas  Orthopaedic  Clinic,  P..A.,  at 
500  South  Ebiiversity  in  Little  Rock.  He  is  a 
native  of  Pennsylvania  and  obtained  his  M.D. 
degree  from  the  University  of  Pittsburgh  School 
of  Medicine  in  1969.  Dr.  Dornenbnrg  then  went 
to  Abinderbilt  I’niversity  flospital  for  his  intern- 
ship. He  remained  at  A’anclerbilt  for  residencies 
in  General  Surgery  and  in  Orthopaedic  Surgery. 
He  was  certified  by  the  .American  Board  of  Or- 
thopaedic Surgery  in  September  of  1975. 

DR.  J.ACK  FENDI.EA’  practices  Internal  Med- 
icine at  2500  McCain,  North  Little  Rock.  Dr. 
Fendley  is  a graduate  of  the  University  of  .Ar- 
kansas at  Fayetteville  and  the  University  of  .Ar- 
kansas School  of  Medicine  in  Little  Rock.  His 
internshijr  and  residency  in  Internal  Medicine 
were  akso  completed  at  the  Elniversity  of  .Arkan- 
sas Medical  Center  Hospital.  He  has  taken  the 
examination  for  certification  by  the  .American 
Board  of  Internal  .Aleclicine. 

DR.  A’IRCiLE  E.  LYONS,  JR.,  is  a General 
Surgeon  with  offices  at  500  South  University  in 
Little  Rock.  He  is  a native  .Arkansan  and  ob- 
tained his  M.D.  degree  from  the  University  of 
.Arkansas  School  of  Medicine  in  1968.  His  in- 
ternship and  General  Surgery  residency  were 
also  at  the  University  of  .Arkansas  Medical  Cen- 
ter. Dr.  Lyons  w'as  certified  by  the  .American 
Board  of  Snrgery  in  1975  and  he  is  a member  of 
the  Little  Rock  .Academy  of  Snrgery  and  the 
Southwestern  Surgical  Congress. 


DR.  |ERR5  1).  M.VLO  l F is  one  of  the  new 
specialists  in  Internal  .Medicine  in  Little  Rock. 
His  office  is  in  Suite  670  of  the  Medical  'Powers 
Building.  Dr.  .Alalott  was  graduated  bom  the 
University  of  .Arkansas  School  of  Medicine  in 
1973.  His  internship  at  the  Ibiiversity  Hospital 
was  lollowed  by  a residency  in  Internal  Medi- 
cine at  the  same  institution.  Dr.  Malott  is  Boaicl 
eligil)le  in  Inteinal  Medicine. 

.Mso  in  tlie  |)ractice  of  Internal  Medicine  at 
670  Medical  "Lowers  Building  in  Little  Rock  is 
DR.  JAMES  A.  McMlLLAN.  Dr.  McMillan  at- 
tended Henderson  State  Ibiiversity  and  was  gi  ad- 
nated  Ircjin  the  University  of  .Arkansas  School  of 
Medicine  in  1973.  His  internship  and  Internal 
Medicine  residency  were  at  the  ITniversity  of 
.Arkansas  .Medical  Center.  He  is  Board  eligible 
in  Internal  Medicine  and  is  a member  of  the 
.American  College  of  Physicians. 

DR.  D.AA’ID  I..  REDING  has  recently  associ- 
ated with  Nenrological  Surgery  .Associates  at  750 
Baptist  Medical  Towers  Building  in  I.ittle  Rock. 
Dr.  Reding  is  a native  of  Eort  Smith.  He  at- 
tended the  University  of  .Arkansas  and  the  Lbii- 
versity  of  .Aikansas  School  of  Medicine  in  Little 
Rock,  obtaining  the  M.D.  degree  in  1971.  .After 
his  internship  at  the  University  Hospital,  he 
completed  a residency  in  Nenrosurgery  at  the 
same  institution. 

■An  assistant  professor  in  tlie  Department  of 
Orthopaedic  Surgery  at  the  Ihiiversity  of  .Arkan- 
sas College  of  Medicine  is  among  the  new  mem- 
bers of  the  County  Society.  He  is  DR.  EDW.ARD 
R.  WEBER.  His  specialty  is  Hand  Surgery.  Dr. 
Weber  came  to  .Arkansas  from  the  Mayo  Clinic 
in  Rochester  where  he  completed  his  Ortlio- 
paedic  Surgery  residency  in  1975.  He  was  grad- 
uated from  Marcpiette  University  in  .Milwaukee 
in  1967  and  served  an  internship  at  .Albany  Med- 
ical Center  in  Albany,  New'  York.  He  is  a mem- 
ber of  the  Orthopaedic  Research  Society. 

DR.  T.  BEN  AVMLSON  is  located  at  2500 
McClain  Boulevard  in  North  Little  Rock  for  the 
jiractice  of  Internal  Medicine.  He  is  a native  of 
Missonri  and  w'as  gTaduated  from  the  Ibiiversity 
of  Mis.souri  School  of  Medicine  in  1973.  He  then 
came  to  .Arkansas  for  his  internship  at  the  Uni- 
versity of  .Arkansas  Medical  Center  and  com- 
])leted  a residency  in  Internal  Medicine  at  the 
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same  institution.  He  is  Board  eligible  in  In- 
ternal Medicine. 

•Several  ol  the  new  members  of  the  State  So- 
ciety are  from  Sebastian  County.  I’hey  are: 

DR.  ROBERT  CHARLES  BARKER,  who  is 
associatetl  with  the  Holt-Krock  (jlinic  in  the 
practice  of  Ciastroenterology.  Dr.  Barker  is  a 
graduate  of  the  d’ulane  University  School  of 
Medicine  and  ser\ed  his  internshijj  at  Charity 
Hospital  in  New  Orleans.  Eollowing  internship, 
he  served  two  years  with  the  Ebiitetl  States  Air 
Eorce.  Dr.  Baiker  then  went  to  Baylor  College 
of  Medicine  for  his  residencv.  He  has  been  as- 
sociatetl with  the  Holt-Krock  Clinic  since  com- 
pletion of  his  resitlency.  He  is  Board  Certified 
l)y  the  American  Board  of  Internal  Medicine. 

DR.  DA\dD  B.  KOCHER  is  associated  with 
Cooper  Clinic  at  Eort  Smith.  He  specializes  in 
Endocrinology  anti  Internal  Metlicine.  Dr. 
Kocher  is  a native  of  Wisconsin  anti  receivetl  his 
AED.  tlegree  Irttni  the  University  t)f  Wisconsin 
School  of  Metlicine  in  1967.  He  completetl  his 
internship  anti  resitlency  in  Interntil  Metlicine 
at  Whlfortl  Hall  Unitetl  States  Air  Eorce  Medical 
(ienter  in  San  Anttjnio  anti  was  an  Entlocritie 
Eellow  there  from  1979  to  1972.  He  was  Assistant 
Cdinical  Instrtictor  at  the  Ebiiversity  of  Eexas 
in  San  Antonio  frttm  1968  tt)  1972  and  was  A.s- 
sistant  Clitiical  Prttfe.ssor  at  the  University  of 
California  from  1972  to  1975.  He  was  Board 
Certified  in  Internal  Metlicine  in  1973. 

DR.  jEEEREY  M.  NIEMANN  has  recently 
located  in  Eort  Smith  for  the  practice  of  Derma- 
tology. His  office  is  at  316  Lexington.  Dr.  Nie- 
mann came  to  P'oi  t Smith  frttm  El  Doratlo.  He 


is  a native  of  Ituliana  anti  attentled  the  Univer- 
sity of  Indiana  School  of  Medicine.  After  re- 
ceiving his  M.D.  tlegree  in  1968,  he  interned  at 
Borgess  Hospital  in  Kalamazoo,  Michigan.  He 
then  servetl  on  active  tluty  with  the  Unitetl 
States  Army.  Eollowing  the  Army  service,  he 
entered  a residency  at  the  EJniversity  of  Arkan- 
sas Medical  Center  in  Little  Rock.  He  is  a 
member  of  tbe  American  Academy  of  Derma- 
tology, the  Dermatolt)gy  Eountlation  and  the 
Society  of  Investigative  Dermatology. 

DR.  ERNEST  E.  SERRANO  has  joined  the 
staff  of  the  Holt-Krock  Clinic  in  Eort  Smith  for 
the  practice  of  Neurology.  Dr.  Serrano  obtained 
his  pre-medical  education  at  the  Einiversity  of 
Pennsylvania  and  the  University  of  Elorida.  His 
M.D.  degree  was  obtained  from  the  Ebiiversity  of 
Elorida  in  1966.  He  completed  his  internship  at 
the  Medical  (College  of  Georgia.  Elis  residency 
training  was  obtained  at  the  .Medical  College  of 
Georgia  and  at  the  Elniversity  of  Elorida.  He 
served  two  years  with  the  United  States  Navy. 
He  practiced  for  one  year  at  Hollywootl,  E'lorida, 
and  one  year  at  Santa  Rosa,  California.  Dr. 
Serrano  is  a member  of  the  American  Academy 
of  Neui'ology  and  the  American  College  of 
Physicians. 

DR.  JOHN  R.  WILLIAMS  is  another  one  of 
the  new  physicians  in  Eort  Smith.  He  is  Di- 
rector of  the  Eamily  Practice  Residency  Program 
at  100  South  Elth  Street.  Dr.  VVblliams  is  a na- 
tive Arkansan  who  received  his  M.D.  degree  from 
the  Ebiiversity  of  Arkansas  School  of  Medicine 
in  1959.  He  went  to  Riverside  Hospital  in  To- 
ledo, Oliio,  for  his  internship.  He  was  in  private 
practice  in  Oregon,  Ohio,  from  1960  until  1974. 
He  is  an  Assistant  Professor  at  the  Ebiiversity  of 
■Arkansas  College  of  Medicine. 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
i the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
jtoms  associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
I tages  in  using  Valium  for  the 
j management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


r\  Roche  Laboratories 
ROCHE  y Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley,  New  Jersey  07110 


THE 

JOURNAL  OF  THE 


MEDICAL  SOCIETY 

Owned  by 

THE  ARKANSAS  MEDICAL  SOCIETY 
And  Published  Under  Direction  of  the  Council 

ALFRED  KAHN,  JR.,  M.D.,  Editor 
1300  West  Sixth  St.  Little  Rock,  Ark.  72201 

C.  C.  LONG,  M.D.,  Business  Manager 
Post  Office  Box  1208  Fort  Smith,  Ark.  72901 

LITTLE  ROCK  BUSINESS  OFFICE 
1 14  E.  Second  St.  Little  Rock,  Arkansas 


SCIENTIFIC  ARTICLES 

Protecting  tlie  Mactila  During 

Eye  Surgery  203 

Morriss  M.  Henry,  M.D., 
Loewis  M.  Henry,  M.D., 
Louise  M.  Henry,  M.D. 

Artliroscopy  ol  the  Knee  205 

Robert  G.  Eubanks,  M.D., 
Carl  L.  Nelson,  M.D. 

Clinical  and  Bacteriological 

Evahiation  of  Minocycline  209 

James  R.  Rascli,  M.D. 


OniCERS  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


A.  S.  KOENIG,  JR.,  President  Fort  Smith 

VV.  PAY  1 ON  KOLB,  President-Elect Little  Rock 

M.MILON  MARIS,  First  Vice  President Harrison 

BOYCE  WEST,  Second  Vice  President  Clarksville 

)OHN  HESTIR,  I hire!  Vice  President DeWitt 

KEVIN  SHUFFIELl),  Secretary  Little  Rock 

KENNEl  It  R.  DUZAN,  Treasurer El  Dorado 

AMAIL  CHUDY,  Speaker, 

House  of  Delegates  — North  Little  Rock 

/\S,A  CROW,  Vice  .Speaker, 

House  of  Delegates  Paragould 

ALFRED  KAHN,  JR.,  Journal  Editor Little  Rock 

C.  C.  I,ONG,  Delegate  to  AMA Eort  Smith 

PURCELL  SMnn,  Delegate  to  AMA Little  Rock 

JOE  VERSER,  Alternate  Delegate  to  AMA Harrisburg 

1'.  E.  TOWNSEND,  Alternate  Delegate  to  AM.A Pine  Bluff 

C.  (i.  LONG.  Executive  V'ice  President, 

P.  O.  Box  1208  Fort  Smith 


COUNCILORS 


First  District  ‘ELDON  FAIRLEY  Osceola 

JOHN  B.  KIRKLEY Jonesboro 

Second  District  *P.\UL  GR.AY  Batesville 

JOHN  E.  BELL  Searcy 

I bird  District  *1..  ].  P.  Btil.L  Helena 

FRED  C.  INMAN,  JR Carlisle 

Fourth  District  *R,\YMOND  IRWIN Pine  Bluff 

lOHN  P.  BURGE  Lake  Vill.age 

Fifth  District  *1.  B.  lAMESON,  JR Camden 

lOHN  H.  MOORE  El  Dorado 

Sixth  District  ‘C.  LYNN  HARRIS Hope 

E.  .ANDREWS  Texarkana 

Seventh  District  ‘ROBERT  F.  McCR.ARY Hot  Springs 

CURTIS  CLARK  Sheridan 

Fighth  District  ‘WILLIAM  S.  ORR,  JR Little  Rock 

W.  RAY  JOUETT ...  Little  Rock 

Ninth  District  ‘MORRIS.S  M.  HENRY'  Eayetteville 

RHYS  WILLIAMS  Harrison 

Tenth  District  ‘KEM.AL  KUT.AIT  Eort  Smith 

CHARLES  F.  AVILKINS,  JR.  Russellville 

‘.Senior  Councilor 


1 he  Advertising  policy  of  this  JOURN.AL  is  governed  by  the 
PRINCIPLES  OF  ADVERTISING  of  the  State  Medical  Journal 
.Advertising  Bureau,  Inc.,  by  the  Advertising  Committee  of  the 
Bureau  and  bv  the  Council  of  the  Arkansas  Medical  Society. 

EXCLUSIVE  PUBI  IC.iTlON-.irticles  are  accepted  for  pub- 
lication on  the  condition  that  they  are  contributed  solely  to  this 
Journal. 

COPYRIGHT  1976— By  the  Journal  of  the  .Arkansas  Medical 
Society. 

NEWS— Our  readers  are  requested  to  send  in  items  of  news, 
also  marked  copies  of  newspapers  containing  matter  of  interest 
to  the  membership. 


FEATURES 

Electrocaitliogiam  of  the  Month 210 

C)  f f i ce  ()  F t h o pa ed  i cs : 

"Electrodiagnosis  in  Peiipheral 
Nerve  Injury” 211 


R.  Barry  Sorrells,  M.D. 

Arkansas  Public  Health  At  a Glance, 
“Present  .Status  of  Local  Health 

Department  Housing” 216 

E.  J.  Easley,  M.D.,  M.P.H.  and 
Margaret  Reed,  M.P.H. 

Editorial,  “Concerning  the  Heart”  217 
Alfred  Kahn,  ]r.,  M.D. 


.Medicine  in  the  News 218 

Personal  and  News  Items 223 

I'liings  to  Gome 223 

New  Members 224 

Pieced ings  of  Societies 226 

Letters  to  the  Editor 227 


tIMIIIIMIIIIIIIIMIIIIIIMIIIIIIIIIIIIIIIilllMIIIIIIMIIIllllllllllllllllllllMIIIIIIIIIIIIIIIIIIIHMIlllll  IlilHIIIIMIIIIIIIMIIllMIlllMIIIHMIllMMIIIIIIIIIIIIIIIIIIIIIIIMIIIIIIIMIIIIIIIIIMIIIIIIIIIIIMIIIIII- 


Notice  on  Form  3579  to  be  sent  to  Arkansas  Medical  Society,  P.  O.  Box  1208,  Fort  Smith,  Arkansas  72901. 
Published  monthly  under  directioit  of  the  Council,  Arkayisns  Medical  Society,  Folume  73,  No.  5.  Subscription 
$2.00  a year.  Single  copies  50  cents.  Entered  as  second  class  matter,  May  1,  1955,  in  the  post  office  at  Little 
Rock,  Arkansas,  under  the  Act  of  Congress  of  March,  1879.  Acceptance  for  mailing  at  special  rate  of  postage 
provided  for  in  Section  1103,  Act  of  October  3,  1917,  authorized  August  1,  1918.  Second-class  postage  paid  at 
Little  Rock,  Arkansas. 


THE  JOURNAL  OF  THE 


MEDICAL  SOCIETY 


I 


MMiiiiuMiiiiiniiiiiiiiiiiiniiiiiuiiiiiitiniiuiMiitiiiiiiiiiiiimtiiii 


PUBLISH 


iiiiiiiiiniiiiiiiniiiiiiiiiiiiiiiiiiiniiiiiiiiiiiMiiiniiiiiitD 


ED  MONTHLY  UNDER  DIR 
VOLUME  73  • OCTOBER, 


ECTION  OF  COUNCIL 

1 976  • NUMBER  5 


Protecting  the  Macula  During  Eye  Surgery 

Morriss  M.  Henry,  M.D.,  Lev/is  M.  Henry,  M.D.,  and  Louise  M.  Henry,  M.D.* 


^^ystic  macular  edema  is  perhaps  the  most 
Irecpient  and  vexing  complication  of  eye  surgery. 
Some  ophthalmologists  have  re}x>rted  as  higli  as 
50%  of  their  patients  undergoing  cataract  sur- 
gerv  have  shown  varying  degrees  of  edema  in  or 
near  the  macula  some  time  after  the  cataract 
surgery.  Macular  edema  following  retinal  de- 
taclmient  surgery  when  the  macula  is  on  prior  to 
surgery  is  a not  infrecpient  complication.  How- 
ever, until  relatively  recently  few  ophthalmolo- 
gists were  aware  of  the  existence  of  cystic  macular 
edema. 

AVe  feel  that  the  frequency  of  cystic  macular 
edema  is  related  to  some  modern  changes  in  tlie 
technique  of  eye  surgery,  especially  cataract  sur- 
gery', rather  than  an  increased  awareness  on  the 
ptart  of  ophthalmologists  of  the  clinical  findings 
in  cystic  macular  edema.  We  believe  the  changes 
in  surgical  technique  responsible  for  the  changes 
developing  in  the  macula  are  related  to  the 
duration  of  exposure  of  light  from  operating 
lights.  Strong,  more  direct  illumination,  striking 
the  posterior  portion  of  the  retina  of  the  patient  s 
eye  from  operating  microscojaes  and  increased 
operating  time  as  microsutures  are  used  for  better 
wound  closure  all  lead  to  more  and  longer  ex- 
posure to  light. 

It  has  been  shown  by  many  investigators  that 
intense  light  can  damage  the  human  retina. 

For  a long  time  it  was  thought  that  the  amount 
of  light  necessary  to  damage  the  retina  had  to 
approximate  that  of  sunlight.  Light  coagulators 
and  lasers  used  in  retinal  surgery  deliver  intense 
focal  beams  of  light  on  the  retina.  However, 
some  investigators  found  much  less  intense  light 
could  create  a damaging  effect  on  a monkey's 
retina.9  It;  has  been  proven  that  a Rhesus 
monkey's  retina  can  be  damaged  by  exposure  to 
light  of  500  to  600  foot  candles  for  fifteen 
minutes.  .Standard  operating  room  spotlights 
usually  produce  2,000  foot  candles  each.  The 

*204  S.  East,  Eayctteville,  ,\rkansas  72701. 


microscopic  lights  used  in  eye  surgery  are  often 
much  in  excess  of  600  foot  candles  of  illumina- 
tion. 

The  human  eye  normally  has  protecting  mech- 
anisms to  guard  the  retina  from  excessive  light. 
The  situation  is  changed  during  eye  surgery 
when  the  pain  is  blocked  by  sedation  and  the 
pupil  dilated  by  drugs.  The  patient's  eye  is 
directed  toward  the  operating  light  for  an  ex- 
tended period  of  time  during  surgery,  especially 
during  retinal  detachment  surgery. 

To  avoid  this  potential  harm  to  the  patient’s 
macula,  we  cut  a small  button  of  gel  foam  and 
cover  the  cornea  except  when  necessary  to  re- 
move the  cataract  or  examine  the  retina  during 
retinal  detachment  surgery.  Covering  the  cornea 
is  not  a new  concept,i^  but  the  importance  of 
protecting  the  retina  from  operating  lights 
during  eye  surgery  has  not  been  sufficiently 
noted.  Reports  in  the  literature  offer  us  ample 
evidence  of  the  fXEtential  harmful  effects  of  light 
of  the  intensity  used  in  eye  surgeiy,  but  the 
relationship  to  the  occurrence  of  macular  disease 
following  eye  surgery  is  not  mentioned. 

While  our  series  of  cases  is  not  sufficiently 
large  and  the  duration  of  time  not  sufficient  to 
rule  out  the  possible  delayetl  development  of 
cystic  macidar  edema,  none  of  our  cases  have 
shown  clinical  evidence  of  cystic  macular  edema 
since  we  instituted  this  protective  measure.  We 
therefore  recommend  that  some  fonn  of  protec- 
tion of  the  retina  such  as  we  have  described  be 
used  during  eye  surgeiy. 
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Arthroscopy  of  the  Knee 

Robert  G.  Eubanks,  M.D.  and  Carl  L.  Nelson,  M.D.* 


I'throscopy  in  the  early  part  ot  this  cen- 
tury, was  less  than  satislactory  because  ol  crutle 
instrumentation.  Improvement  ol  the  liber  of 
optic  systems  allowed  arthroscopy  to  become  a 
refined  technicjue  for  non-invasive  direct  inspec- 
tion of  the  knee  joint.  Arthroscopy  is  presently 
a valuable  diagnostic  adjunct  for  the  Orthopaedic 
.Surgeon  because  of  the  increased  sophistication 
that  has  been  developed  with  this  technicpie. 
There  are  reports  showing  the  effectiveness  of 
arthroscopy  in  obtaining  diagnosis  in  problem 
knees  where  diagnostic  accuracy  has  often  been 
imperfect. 

Casscellsi  in  1971  reviewed  150  patients  evalu- 
ating the  role  of  arthroscopy  in  diseases  of  the 
knee.  He  stated  that  the  technicpie  of  arthros- 
copy is  demanding  and  requires  exj>erience  for 
accurate  interpretation.  His  analysis  showed  the 
majority  of  lesions  to  be  meniscal,  however, 
several  had  meniscal  lesions  opposite  to  the  side 
of  the  symptoms.  He  also  showed  that  the  degree 
of  subluxation  of  the  patella  can  be  evaluated 
better  by  arthroscopy  than  arthrotomy— since  the 
medial  capsule  is  intact  during  arthroscopy 
allow’ing  visualization  of  the  true  relationship  of 
the  patello-femoral  joint. 

Dandy  and  Jackson-  report  that  in  614  patients 
that  would  have  had  arthrotomy  ojjen  operation 
was  avoided  in  32%:  in  27%  a different  opera- 
tion was  done;  and  no  important  change  was 
recorded  in  41%.  Jackson  and  Abe^  analyzing 
200  consecaitive  patients  found  arthroscopy  to  be 
be  usefid,  or  very  useful,  according  to  their 
criteria,  in  88.5%  of  their  patients.  They  also 
suggested  that  arthroscopy  could  be  effective  in 
avoiding  unnecessary  surgery  in  as  many  as  48% 
of  patients.  The  indications  they  found  most 
appropriate  for  arthroscopy  were:  1)  adolescents 
with  poorly  localized  symptoms,  2)  patients  with 
litigation  pending,  3)  patients  with  minimal  or 
conflicting  objective  findings,  4)  post-oj^erative 
patients  still  having  symptoms,  5)  professional 
athletes  where  early  diagnosis  is  an  economic 
necessity,  6)  patients  that  were  unable  to 
communicate,  7)  monarticidar  arthritis,  8)  osteo- 
arthritis, 9)  where  helpful  to  prognosis  or  re- 
search. In  essence,  the  main  benefit  of  arthros- 

•From  the  Department  of  Orthopaedic  Siirger>,  University  of 
Arkansas  for  Medical  Sciences,  4301  West  Markham,  Little  Rock. 
Arkansas  72201. 


co])y  appears  to  be  in  the  problem  knee  for 
which  no  accurate  clinical  diagnosis  can  be  jnade. 

It  has  been  suggested  that  clinical  diagnosis  is 
correct  in  only  60-70%  of  the  patients  with  knee 
problems.  Arthroscopy  has  a reported  accuracy 
of  approximately  85%,  with  the  lateral  meniscus 
less  accurately  diagno.sed  than  the  medial.  De- 
Haven  and  Collin.s'*  recorded  an  arthroscopy 
accuracy  of  94%. 

1 here  are  few'  contraindications  to  arthros- 
copy. 4 hose  cited  are:  1)  stiffness  of  the  joint, 
2)  recent  hemarthrosis,  and  3)  infection  else- 
w'here.  Although  hemarthrosis  is  usually  cited  as 
a contraindication,  O'Connor''  has  reported  the 
procedure  to  be  useful  in  18  or  19  patients  with 
acute  ligamentous  injuries  with  hemarthrosis. 
The  usual  exj>erience,  however,  is  that  acute 
hemarthrosis  produces  a complete  “red  out”— an 
inability  to  see  nothing  but  red  through  the 
arthroscope. 

The  technique  of  arthroscopy  is  precise  — 
orientation  and  interpretation  are  the  keys  to 
a successful  examination.  .Sterile  technique  is 
used.  The  instruments  are  gas  sterilized.  Usually 
general  anesthesia  is  administered  and  the  knee 
is  surgically  prepared  and  draped  as  in  any 
surgical  procedure.  A tourniquet  is  then  placed 
above  the  knee  but  not  inflated  unless  bri.sk 
bleeding  is  encountered.  A puncture  wound  is 
made  into  the  siq^rapatellar  pouch  with  a large 
bore  needle  and  the  joint  distended  with  nonnal 
saline.  4he  sheath  and  trocar  are  introduceil 
lateral  to  the  patellar  tendon  and  slightly  above 
the  joint  line.  A blunt  obturator  is  then  used  to 
conqdete  the  puncture  through  the  synovium 
and  into  the  knee  joint.  4'he  sheath  is  then 
placed  in  the  suprapatellar  potich  wdth  the  knee 
extended  and  the  obturator  is  exchanged  for  the 
arthroscope.  The  irrigation  system  is  turned  on 
ami  saline  enters  the  joint.  With  the  room  lights 
dimmed,  the  examination  begins.  First,  insjx;c- 
tion  of  the  suprapatellar  pouch  is  made— seeing 
the  needle  in  this  area  is  helpfid  in  orientation. 
4'he  synovial  lining  and  pouch  is  then  insjx'cted. 
Normal  appearing  synovial  folds  and  irons  may 
be  seen.  .Symptomatic  arteriovenous  malforma- 
tions may  also  be  found  in  this  area  as  well  as 
loose  bodies,  adhesions,  or  plicas. 
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I'he  ai'tliroscope  is  then  slowly  withdrawn  and 
the  articnlar  snrface  of  the  patella  is  seen.  The 
normal  articnlar  snrface  is  smooth  and  white  in 
its  appearance.  By  ballotting  the  patella  with 
one  hand,  most  of  the  patella  snrface  can  be 
seen.  Normal  articnlar  cartilage  is  readily  recog- 
nized as  well  as  pathological  cartilage.  Chondro- 
malacia is  readily  apparent  with  fibrillation  of 
the  cartilage  and  irregularities  of  the  articnlar 
snrface.  The  scope  is  then  turned  over  and  the 
femoral  gToove  inspected.  The  scope  is  then 
slightly  withdrawn  between  the  patellofemoral 
articnlation  and  with  flexion  of  the  knee  the 
congruity  of  the  patellofemoral  joint  will  be 
brought  into  prominence.  Any  inegnlarity  is 
readily  apparent. 

Ins[x;ction  is  then  made  into  the  medial  com- 
partment Ity  sliding  over  the  femoral  condyle 
and  noting  its  articnlar  snrface  in  passing.  The 
medical  meniscus  is  nsnally  seen  as  the  scope 
nears  the  tibial  snrface.  Examination  is  begun 
anteriorly  or  posteriorly  (w'hichever  appears 
easiest  upon  entering  the  medial  compartment). 
The  inner  rim  of  the  normal  meniscus  will 
apjrear  smooth,  regular,  white  and  avascular 
lying  flat  on  the  tibial  snrface.  The  remainder 
of  the  meniscus  will  appear  to  be  sloping  upward 
to  its  peripheral  attachment.  Most  of  the 
meniscus  can  be  seen  by  flexion,  extension, 
valgus,  varus  stress  or  internal,  external  rotation 
maneuvers  of  the  knee.  A “blind  area”  in  both 
menisci  occurs  in  the  {xtsteromedial  and  postero- 
lateral aspect  at  the  |)eripheral  attachments  of 
each  meniscus.  Inability  to  see  these  areas  is 
one  of  the  limitations  of  the  use  of  arthroscojty. 
Other  areas  not  well  seen  are  the  {wpliteal  area 
and  the  jxtsterior  cruciate  ligament.  Collateral 
ligaments  are  not  visualized  unless  detached  and 
lying  within  the  joint. 

Insj)ection  of  the  medial  compartment  is  com- 
pleted with  the  study  of  both  femoral  and  tibial 
articidar  surfaces.  Usually,  the  normal  is  readily 
distinguishable  from  the  abnonnal  as  seen  in  the 
arthritic  knee.  The  scope  is  then  directed  to  the 
intercondylar  area  and  the  anterior  aaiciate  is 
insj>ected.  The  anterior  cruciate  is  normally  a 
white,  glistening,  silkysmooth  structure  with  oc- 
casional blood  vessels.  It  may  be  seen  when  torn 
and  appear  to  represent  numerous  discolored 
synovial  folds,  or  actual  torn  ends  of  the  ligament 
may  be  seen  directly. 

The  arthroscope  is  then  maneuvered  into  the 


lateral  compartment.  As  in  the  medial  compart- 
ment, inspection  of  the  meniscus  and  articnlar 
snrface  is  made.  The  following  examples  display 
some  of  the  jjathology  found  in  the  knee  joint. 

In  figure  1,  a loose  body  was  found  lying  on 
the  menisctis.  In  this  instance,  a loose  body  could 
have  easily  been  missed  inasmuch  as  the  torn 
meniscus  was  present. 

Figtire  2 repre.sents  an  actual  tear  in  the  pos- 
terior aspect  of  the  lateral  meniscus.  The  anterior 
and  middle  1/3  of  the  meniscus  was  intact  and 
indeed  even  at  arthrotomy  this  posterior  tear 
might  well  have  not  been  seen,  especially  in  the 
“tight  knee". 


Figure  1 . 

.\rrow  points  to  loose  body  lying  on  meniscus  (MEN)  beneath 
femoral  condyle  (FEM). 


Figure  2. 

Arrow  points  to  actual  tear  in  posterior  aspect  of  lateral  meniscus 
(MEN).  Femoral  condyle  (FEM)  is  seen  above  meniscus. 
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Kigurc  3 slu))\s  an  ardn osco[)i(  cxaniinaiioii  oL 
a l()-ycai-ol(l  male  ^vlio  liad  a twistiiio  injury  lo 
his  knee  wliile  playing  lootball.  dhe  anieiior 
and  middle  third  ol  the  lateral  meniscus  lies 
within  the  joint  and  represents  a peripheral  ile- 
tachment. 

Figure  4 is  another  arthroscopic  view  ol  the 
same  patient  demonstrating  the  posterior  horn 
intact. 


Figure  5 shows  a portion  ol  the  surgical  speci- 
men from  figures  3 ami  4.  Although  the  first 


Tigure  3. 

Arrows  demonstrate  displaced  meniscus.  1 he  meniscus  should  be 
lying  between  the  femoral  condyle  (FEM)  and  tibial  surface  ('FIB). 


Figure  4. 

Intact  posterior  form  of  the  meniscus  (MEN)  is  shown  by  the 
arrow.  Tibial  surface  (TIB)  is  below. 


disseciion  removed  a substantial  amonnt  ol  me- 
niscus, seeing  die  jiosterior  horn  tlirectly  tiided  in 
deciding  whether  to  make  an  efiort  to  remove 
any  Inrthei  meniscus. 

Figure  b shows  the  remainder  of  the  posterior 
horn  removed  through  a separate  incision. 

.\lter  a thorough  inspection  of  the  knee, 
arthroscopy  is  terminated.  diagnosis  is  made 
by  a direct  visualization  within  the  knee  joint  in 
a noninvasive  manner.  It  arthrotomy  is  indicated, 
the  knee  is  re-prepped,  draped  and  stirgery  is 
perfoimed.  If  not  indicated,  the  patient  is 
allowed  up  and  walking  but  with  decreased 
normal  activity  the  same  day.  Activities  are 
limited  for  three  days  and  then  resumed.  Indeed, 
the  major  advantage  of  arthroscopy  over  arthrot- 
omy for  diagnostic  ptirjxxses  is  the  complete 
absence  of  (|uadriceps  inhibition  and  the  minimal 
morbidity  following  arthroscopy. 

Complications  of  arthroscopy  are  rare.  One 


Figure  5. 

Surgical  specimen  of  the  meniscu.s  obtained  with  first  dissection. 


Figure  6. 

Remainder  of  posterior  horn  removed  through  a separate  incision. 
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recorded  case  of  infection  was  found  in  a rheuma- 
toid arthritic  patient  wito  had  liad  intra-articular 
steroid  injections  prior  to  artliroscopy.  Hemar- 
throsis  has  been  recorded  on  one  occasion.  Minor 
degrees  of  scoring  of  the  articular  cartilage  is 
occasionally  noticed  at  the  time  of  examination, 
however,  no  long  term  adverse  effects  have  been 
reported.  Transient  infrapatellar  anesthesia  after 
arthroscopy  of  the  medial  side  has  been  seen. 

In  the  past,  arthrotoniy  w'as  considered  the 
definitive  procedure  to  answer  (piestions  of  the 
prol)lem  knee.  Present  day  methods  provide  an 
elfecti\'e  non-invasive  diagnostic  procedure,  ar- 
tliroscopy. Indeed,  when  arthro.scopy  is  correlated 
with  clinical  evaluation  and  arthrogiaphy  virtual- 
ly 100%  accuracy  in  diagnosis  may  be  obtained. 
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Clinical  and  Bacteriological  Evaluation  of  Minocycline 

^ James  R.  Rasch,  M.D.* 

i. V JL inocvc line  w;is  louiul  cliiiicallv  eltcctivc  10  to  10  davs  in  22  ))aiieiils  with  82%  tcceiving 


in  tiie  treatment  ol  a variety  ol  inlections  in 
1!)  of  21  ]);itients.  Inititil  dosage  w;is  200  mg. 
followed  by  100  mg.  twice  daily.  Of  the  27 
pathogens  isohtted,  80%  were  sensitive  to  minocy- 
cline and  03*^’(,  to  tetracycline.  Bactei  iological 
cletn  ing  two  weeks  post-ther;ipy  was  evitlenced  in 
08%,,  and  the  5 cases  not  responding  clinically 
were  bacteriologictd  failures.  Minocycline  tvas 
well  tolertited  by  most  of  the  ptuients. 

.Minocycline,**  a chemically  modified  devititive 
of  ten ac ycline,  is  effective  in  treating  many  clini- 
cal infections.''*'  d'his  paper  presents  experiences 
with  this  antibiotic  in  a variety  of  infections 
encountered  in  general  medical  practice. 

Materials  and  Methods 

Twenty-four  patients  were  treated  with  minocy- 
cline. There  were  14  females  and  10  tnales, 
ranging  in  age  from  13  to  80  years.  'I’he  condi- 
tions treated  included:  bronchitis  (8),  pyelone- 
phritis (7),  pyelocystitis  (1),  sinusitis  (2),  bron- 
chiectosis  (1),  bronchostenosis  (1),  paronychia  (1), 
furunculosis  (1),  laceration  and  cellulitis  (1),  and 
pneumonia  (1). 

Pathogenic  organisms  were  isolated  from  all 
but  one  patient.  1 hese  totaled  27  and  included: 
Diplococcus  pneumoniae  (7),  E.nlerobncier  cloa- 
cae, (1),  Escherichia  coli  (7),  Hemophilus  para- 
hemolyticus (2),  Hemophilus  parainfluenzae  (2), 
Herellae  vaginocola  (1),  Klebsiella  enterobacter 
(1),  Klebsiella  pneumoniae  (1),  Pseudomonas 
aeruginosa  (2),  and  Staphylococcus  aureus  (3). 
■Sensitivity  studies  were  performed  by  the  tube 
dilution  method  on  all  but  three  of  the  27 
organisms  isolated  from  23  patients;  isolations 
were  not  obtained  from  the  culture  ol  one  pa- 
tient. rwenty-four  organisms  (89%,)  were  sensi- 
tive to  minocycline;  one  Klebsiella  and  one 
Pseudomonas  were  of  intermediate  .sensitivity; 
and  one  Enterobacter  was  resistant.  Seventeen 
t)rgani,sms  (93%)  were  sensitive  to  tetracycline; 
nine  were  ol  intermediate  sensitivity  [Diplococcus 

(1) ,  Enterobacter  (1),  Escherichia  (4),  Klebsiella 

(2) ,  and  Pseudomonas  (1)];  and  one  Pseudomonas 
was  resistant. 

Minocycline  dosage  was  200  mg.  initially  fol- 
lowed by  100  mg.  twice  daily.  One  patient 
received  two  dosage  regimens  and  one  three 
dosage  regimens.  The  drug  was  administered  for 

‘Little  Rock  Diagnostic  Clinic.  lOOOl  Lilc  Drive.  Little  Rock, 
Arkansas.  Assistant  Clinical  Proles.sor  of  Medicine,  Department  of 
Medicine,  University  of  Arkansas  Medical  Center,  4301  West  Mark- 
ham Street.  Little  Rock.  Arkansas  72205. 

“Minocin  is  tlie  registered  Trademark  of  Lederlc  Laboratories,  a 
Division  of  American  Cyanamid  Company. 


medication  for  12  days:  minocycline  was  discon- 
tinued alter  three  and  live  days  in  two  individuals 
because  of  side  reactions. 

No  otiicr  concomitant  antibiotic  therapy  was 
atlministered,  although  various  supportative 
therapy  was  presci  ibed  for  the  underlying  disease 
in  13  of  the  24  cases. 

Results 

Minocycline  gave  a satisfactory  clinical  re- 
s|)c)nse  in  19  patients.  At  the  cc:>nclusion  of 
therapy,  cultures  were  negative  in  eight,  positive 
in  one  {Pseudomonas  aeroginosa),  and  not  taken 
in  If).  At  two  weeks  jtost-therapy,  cidtures  were 
obtained  from  19  indit  iduals;  three  ctdtures  tvere 
not  taken  as  the  condition  had  cleared,  therapy 
was  changed  for  one,  and  one  ]xatient  was  not 
adecpiately  followed.  Two  cultures  remained 
positive  Icu'  Pseudomonas  aeroginosa,  one  each 
remained  jtositive  for  Diplococcus  pneumoniae, 
Enterobacter  cloacae,  and  Klebsiella  enterobacter, 
and  one  had  acquired  a positive  culture  for 
Streptococcus  fecalis.  4'here  were  13  patients 
with  negative  cultures  two  weeks  post-thera])y. 
I’luis  16  of  the  22  patients  with  follow-up  (73%) 
had  either  negative  cultures  or  had  cleared  suffi- 
ciently so  that  cultures  could  not  be  ta'tcen.  The 
five  cases  with  an  unsatisfactory  clinical  response 
weie  all  bacteri(.)l(ygical  treatment  failures. 

Minocycline  was  well  tolerated  by  most  of  these 
patients.  .Single  instances  of  minor  mucous 
diairhea  and  mild  nausea  occurred  in  two  pa- 
tients; severe  left  lower  ejuadrant  burning  and 
severe  nausea  and  anorexia  necessitated  the  dis- 
continuance of  therajn  in  five  days  and  three 
days,  respectively,  in  two  patients. 
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The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 


(See  Answer  on  Page  228) 


Elderly  white  female,  long  history  of  mitral  valve  disease  on  Quinidine 
pre-op  for  ectopic  extra  systoles.  Now  3 days  post-op,  Quinidine  restarted 
@ 3CK)  mgm  every  4 hours.  5 doses  received. 


John  E.  Douglas,  M.D. 

Acting  Chief  of  Cardiology 
University  of  Arkansas  for  Medical  Sciences 
Little  Rock,  Arkansas  72201 
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Electrodiagnosis  in  Peripheral 


Nerve  Injury 


R.  Barry  Sorrells,  M.D.* 


Preface: 

' lectrocliagnosis  as  an  office  or  outpatient 
procedure  will  probably  never  be  jjerformed  by 
most  doctors.  A knowledge  of  its  application, 
however,  is  important  to  every  physician  and 
surgeon  responsible  for  the  care  of  the  patient 
w'ith  peripheral  nerve  injury. 

The  application  of  electrodiagnostic  measures 
is  useful  in  the  evaluation  of  many  neurological 
diseases  and  disorders.  Lesions  at  the  anterior 
horn  cell,  nerve  root,  plexus,  trunk,  peripheral 
nerve,  myoneural  junction,  and  muscle  fiber  level 
can  be  diagnosed  electrically  and  certain  prog- 
nostications made. 

It  is  the  purpose  of  this  pajx?r  to  discuss 
electrodiagnosis  in  peripheral  nerve  injin^  only. 

History: 

Luigi  Galvani,  Professor  of  Anatomy  at  the 
Academy  of  Bologna,  Italy,  reported  in  1971  that 
his  exjx?riments  with  neuromuscular  preparations 
of  frog  legs  demonstrated  two  electrical  projrerties 
of  muscle:  (1)  Muscles  contract  when  electrically 
stimulated  and  (2)  an  electrical  current  is  pro- 
duced during  muscular  contraction. 

It  is  assumed  that  Galvani  observed  the  elec- 
trical counter-part  of  what  is  now  called  the 
motor  unit  action  jjotential  which  is  generated 
by  either  stimulation  or  voluntary  contraction  of 
the  muscle.  This  motor  unit  ]X>teritial  is  basic  to 
the  electrodiagnosis  of  peripheral  nerve  injury. 

Schiff,  in  1851,  was  the  first  to  observe  fibrilla- 
tion in  the  denervated  muscle  of  a dog’s  tongue, 
5 tlays  after  severing  the  hypoglossal  nerve.  He 

•Little  Rock  Orthopedic  Clinic,  P..\.,  P.  O,  Box  5270,  I.ittle  Rock, 
.“ttkansas  72205. 


concluded  that  the  fibrillation  he  observed  was 
due  to  involuntary  muscular  activity  and  to 
degeneration  of  the  nerve.  He  noted  that  fibril- 
lation ceased  with  atrophy  of  the  muscle,  and 
that  it  also  ceased  w'hen  nerve  regeneration 
occurred.  Further  studies  showed  him  that  this 
phenomenon  was  common  to  all  muscles  de- 
prived of  their  innervation  and  here  again  a 
basic  precept  of  electrodiagnosis  evolved,  sixty 
years  later. 

W'edell,  Feinstein,  and  Pattle  in  1913  re|X)rted 
on  the  clinical  application  of  electromyograjdiy. 
1 hey  found  that  fibrillation  appearetl  after  nerve 
section  in  accordance  with  the  size  of  the  animal 
(the  smaller  the  animal  the  shorter  the  time 
retiuired  for  the  onset  of  fibrillation).  In  man 
they  noted  tliat  filirillation  began  M to  21  days 
after  denervation. 

Neurophysiology: 

d lie  anatomic  motor  unit  is  the  basis  of  electro- 
diagnosis. It  is  composed  of  the  anterior  horn 
cell,  its  axon  and  terminal  branchings,  and  all 
the  muscle  fibers  which  it  innervates.  The  num- 
lier  of  muscle  fibers  per  motor  unit  varies  from 
a lew  (ill  extrinsic  eye  muscles)  to  several  hundred 
(in  a large  limb). 

d'he  activation  of  the  motor  unit  is  an  “all  or 
none  " fashion.  An  electrical  impulse  passes  down 
from  the  anterior  horn  cell  and  follows  the  axon 
and  its  twigs  to  the  myoneural  junctions,  where 
liberation  of  a chemical  mediator  initiates  a 
wave  of  excitation  along  each  muscle  fiber.  The 
summated  muscle  fiber  action  potentials  repre- 
sent the  motor  unit  action  potential. 

A needle  electrode  placed  in  the  muscle  can 
pick  up,  amplify,  and  display  by  means  of  an 
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oscilloscope  and  aural  speaker,  this  action  poten- 
tial. The  electroinyooraph  allows  one  to  observe 
and  measure  this  potential. 

Instrumentation: 

d'he  basic  components  of  an  electromyograph 
are:  A set  of  electrotles,  a pre-amplifier,  an  audio- 
amplifier and  loud  speaker,  an  oscilloscope,  and 
a physiologic  stimulator  for  nerve  conduction 
studies.  Recording  etpiijrment  includes  a mag- 
netic tape  recorder  and  ;i  camera.  A storage-type 
oscilloscope  screen  is  another  means  of  more 
detailetl  study  by  retention  of  the  potential  on 
the  cathode  ray  tube.  Electrodes  are  of  various 
sizes  ;ind  types,  e.g.,  surface,  intramuscular, 
monopolar,  bipolar,  and  coaxial.  Some  of  the 
newer  electrodes  are  Teflon  coated  to  decrease 
Iriction  and  resultant  pain  with  insertion. 

The  Electromyogram: 

Prior  to  electromyography,  a history  is  taken 
and  physical  examination  of  the  pertinent  in- 
volved .systems  is  done.  'Ehis  usually  involves  a 
short,  but  .systematic  neurologic  examination. 
Surface  skin  electrotles  may  be  used,  but  more 
commonly  the  previously  sterilized  needle  elec- 
trode is  introducetl  through  the  antiseptically 
]jrepared  skin  into  muscle  tissue.  As  this  is  done 
the  examiner  watches  the  oscilloscope  and  listens 
to  the  audible  signal  over  the  loud  speaker,  d’he 
patient  is  asked  to  contract  the  desired  muscle 
to  insure  that  electrode  placement  is  in  the 
proper  muscle.  Adetpiate  exploration  of  each 
muscle  to  be  examined  may  re([uire  5-20  needle 
achancements  ami  relocations  at  several  places 
within  the  muscle. 

1 he  muscle  is  examined  under  several  condi- 
tions: 

(1)  At  rest:  "When  the  normal  muscle  is  at 
rest,  there  is  electrical  silence.  As  will  be  dis- 
cussed later,  abnormal  potentials  are  recorded 
with  abnormal  muscle  at  rest. 

(2)  Insertional  activity:  As  the  needle  is 
moved,  there  occurs  a burst  of  electrical  activity 
which  stops  when  the  needle  movement  stops. 
1 he  duration  ol  the  burst  is  dependent  somewhat 
on  the  character  of  the  needle  insertion  but  is 
usually  10-30  milliseconds.  This  results  from  me- 
chanical stimulation  of  the  muscle  fibers.  The 
absence  of  insertional  acti\  ity  indicates  that  there 
are  no  functioning  muscle  fibers  or  that  the 
electrode  is  not  in  muscle  tissue. 

(3)  Minimal  muscle  contraction:  Single  motor 
unit  action  potentials  are  elicited  by  having  the 


patient  minimally  contract  the  desired  muscle 
while  moving  the  needle  as  closely  as  possible  to 
the  firing  unit.  The  sound  is  louder  and  the 
amplitude  increases  as  the  tip  of  the  electrode 
nears  the  activated  unit.  It  is  important  to  note 
the  form,  amplitude,  duration,  rhythm,  and  fre- 
quency of  firing. 

(1)  Maximal  muscle  contraction:  To  avoid 
discomfort  to  the  patient  with  excursion  of  the 
muscle  and  consecpiently  {nilling  muscle  tissue 
across  the  needle,  isometric  contraction  is  en- 
couraged. The  interference  pattern  (i.e.  the 
pattern  of  multijrle  normal  motor  units  firing 
simultaneously)  is  normal  when  the  face  of  the 
o,scilliscope  is  practically  blotted  out  with  motor 
unit  action  potentials.  The  normal  motor  units 
begin  activating  at  five  per  second  and  increase 
their  rate  of  firing  with  the  increasing  force  of 
contraction.  Maximal  rates  of  firing  are  from 
thirty  to  fifty  per  second. 

1 he  Normal  Motor  LInit: 

It  is  to  be  re-emphasized  that  the  normal 
muscle  at  rest  produces  no  electrical  activity  once 
the  needle  has  been  inserted  into  the  muscle 
ti.ssue.  The  normal  motor  unit  occurs  with  con- 
traction or  stimulation  of  the  muscle  tissue. 
There  is  a wide  range  of  variability  in  wave  form, 
duration,  amplitude,  and  frequency  according  to 
the  strength  of  the  stimulus,  the  jxjsition  of  the 
needle,  and  the  individual  muscle  being  tested. 
I’he  fretpiency  of  di.scharge  depends  iqxm  the 
strength  of  the  stimulus  or  upon  voluntary  con- 
traction. It  shoiikl  not  be  concluded  that  the 
observetl  amplitude  is  a measure  of  muscle 
strength  however,  as  the  electromyograph  is  not 
capable  of  registering  the  strength  of  contraction 
per  se. 

\Mhage:  100-2, 000  microvolts 

Duration:  2-10  milliseconds 

\Vave  Eorm:  2-1  phases;  usually  triphasic 
Eretpiency:  l-OO  per  second 

■Sound:  clear,  sharp,  thumping 

B.  Abnormal  Potentials  in  Electromyography: 
(1)  Eibrillation  Potentials: 
d'he  motor  nerve  and  the  skeletal  muscle  form 
a physiologic  unit.  Both  must  be  in  a normal 
physiologic  state  to  provide  voluntary  function. 
The  motor  nerve  has  two  basic  controls  on  a 
voluntary  mirscle  system;  the  first  is  inhibitory 
control  for  balance  of  function,  the  second  is 
living  control  (trophic  control).  When  the  muscle 
is  deprived  of  its  motor  nerve  it  also  looses  its 
controls.  I’he  denervated  muscle  then  becomes 
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hyperirritable  to  the  stimulation  of  the  exploring 
electrode.  I'hus,  denervated  hy|)erirritability  is 
manifested  by  two  main  types  of  mechanically 
induced  denervated  activity:  (1)  positive  sharp 
denervation  activity  and  (2)  mechanically  in- 
duced fibrillation.  In  order  to  conijjensate  for 
the  loss  of  its  living  control,  the  denervated 
muscle  develops  its  own  sfxjntaneous  activity  for 
survival  which  is  known  as  spontaneous  fibrilla- 
tion of  denervation.  Thus,  denervated  muscle  is 
characterized  by  three  main  types  of  denervated 
action  potentials:  (1)  induced  positive  sharp 
potentials,  (2)  induced  fibrillation  potentials  and 
(3)  spontaneous  fibrillation  which  constitutes  the 
potential  of  denervated  activity.  Denervation 
activity  is  recorded  only  when  voluntary  muscle 
fibers  have  been  deprived  of  their  motor  nerves 
and  degeneration  has  taken  place.  Since  muscle 
fibrillation  cannot  be  seen  (except  in  the  tongue) 
because  of  the  skin  covering,  EMG  electrodes  are 
placed  into  the  muscle  and  the  potentials  can 
thus  be  seen,  heard,  and  recorded.  The  fibrilla- 
tion tells  only  that  there  is  axon  interruption  but 
does  not  reveal  the  cause.  Nevertheless,  the  dis- 
tribution of  the  fibrillation  potentials  leads  to 
localization  of  the  lesion.  The  cause  may  be 
infectious,  toxic,  traumatic,  neoplastic,  degenera- 
tive, vascular,  congenital,  or  compressive.  The 
affection  can  be  in  the  anterior  horn  cell,  root, 
plexus,  or  peripheral  nerve. 

In  man,  spontaneous  fibrillation  apjiears  in 
tlie  sacrospinalis  muscle  fourteen  days  after  de- 
nervation, whereas,  it  takes  eighteen  to  twenty- 
one  days  to  appear  in  the  limb  muscles.  It  con- 
tinues as  long  as  healthy  contractile  muscle  tissue 
survives  and  can  be  maintained  if  a denervated 
muscle  is  not  completely  immoijilized  for  a 
prolonged  period  and  is  given  some  physiothera- 
peutic stimulation.  As  time  goes  on,  the  fibrilla- 
tion diminishes  in  amplitude  and  frequency.  As 
fibrosis  of  the  muscle  occurs  the  amount  of 
fibrillation  activity  recorded  is  decreased  pro- 
portionally. Filjrillation  denotes  healthy  muscle, 
though  denervated,  is  still  present  and  thus 
serves  as  a guide  to  surgical  reconstruction  for 
nerve  transplantation,  neurolysis,  suture,  or  graft. 
Whereas  the  electromyograph  is  frequently  non- 
specific as  a diagnostic  instrument,  the  recording 
of  fibrillation  potential  is  a very  definite  diag- 
nostic and  prognostic  sign.  This  particular 
potential  is  perhaps  the  most  important  to  the 
orthopedic  surgeon. 


Voltage:  10-600  microvolts  (usually  less 

than  100  microvolLs) 

Duration:  1-2  milliseconds 

Wave  Form:  mono,  and  diphasic  spikes 

Fretjuency:  2-30  jjer  second 

Sound:  pitched  (rain-like) 

(2)  Polyphasic  Potentials: 

1 he  IlMG  may  reveal  motor  units  which  have 
a much  more  complex  sha|)e  than  that  which 
has  l>ecn  descrilied  under  normal  motor  unit 
potentials.  I’his  is  the  so-called  polyphasic  or 
complex  |x>tential.  Polyphasic  motor  units  vary 
in  voltage  iqj  to  ,5,000  microvolts,  and  in  duration 
from  two  to  twenty-five  milliseconds.  Among  the 
clinical  conditions  in  which  {x>lyphasic  motor 
units  occur  are  those  involving  incomplete  de- 
generation or  regeneration  of  the  nerve  supply 
to  a muscle,  and  primary  muscle  disease.  If  this 
polyphasicity  occurs  in  a muscle  which  has 
previously  demonstrated  widespread  fibrillation 
potential  of  denervation,  such  [x>lyphasic  jx>ten- 
tials  are  often  designated  as  “nascent”  motor 
units.  Gharacteristically,  nascent  units  are  of  low 
voltage  and  demonstrate  four  or  more  peaks  as 
an  expression  of  their  jx>lyphasicity.  In  nomial 
individuals  fewer  than  10%  of  motor  unit  action 
potentials  are  jx)lyphasic.  As  a rule  it  should  be 
rememliered  that  a few  |X)lyphasic  motor  units 
may  lie  of  significance  only  when  accompanied 
by  a degree  of  fibrillation  jx>tentials  as  well. 
Neuroanatomically,  these  {xjlyphasic  {X)tentials 
probably  result  from  differences  in  conduction 
times  over  tlie  tenninal  axon  branches,  synchro- 
nous but  not  simultaneous  firing  of  multiple 
motor  units,  repetitive  discharge  of  a part  or  all 
of  a motor  unit,  or  loss  of  some  muscle  fibers  in 
a motor  unit  so  that  tlie  anatomic  disjjension  of 
the  remaining  fibers  does  not  permit  smooth 
summation. 


Voltage:  200-5,000  microvolts 

Duration:  2-25  milliseconds 

Wave  Form:  1-25  plncses 

Fre([uency:  2-30  per  second 

Sound:  rough,  rasping,  or  rattling 

Other  abnormal  {sotentials  such  as  the  giant, 
high  frequency,  myotonic,  myopathic,  and  ab- 
normal ftiscicidation  tyj^es  may  occur.  These, 
however,  are  more  commonly  seen  in  the  various 
neurologic  diseases.  Those  described,  the  normal 
motor  unit,  fibrillation,  and  polyphasic  potential 
are  of  most  importance  to  the  study  of  peripheral 
nerve  injury. 
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Electrodiagnosis  In  Peripheral  Nerve  Injury 


Nerve  Conduction  Studies: 

As  has  been  mentioned,  the  EMG  can  readily 
distinguish  neinopathic  diseases  (those  affecting 
the  lower  motor  neuron)  from  myopathic  diseases 
(those  affecting  the  muscle  fiber).  Frequently, 
it  is  important  to  distinguish  those  conditions 
affecting  the  axon  primarily  from  those  affect- 
ing tlie  anterior  horn  cell.  For  example,  polio- 
myelitis, progressive  muscular  artophy  (amyo- 
trophic lateral  sclerosis),  and  myelitis  are  various 
coiulitions  affecting  the  anterior  horn  cell.  Viral 
encephalomyelitis  ((iuillain-Barre  syndrome), 
diabetic  neuropathy,  progressive  neuropathic 
muscular  atrophy  (Charcot-Marie-Tooth  disease), 
peripheral  nerve  injuries,  localized  neuropathy, 
and  toxic  neuropathy  are  among  the  many  condi- 
tions which  affect  the  axon  primarily. 

(1)  Motor  Conduction: 

I’lie  differential  diagnosis  of  these  two  groufis 
of  conditions  is  frequently  quite  difficult  with 
the  EMG  alone.  One  way  to  distinguish  between 
them  woukl  Ire  to  detect  segments  of  altered 
excitability  along  the  axon  as  a result  of  disease 
in  this  part  of  the  lower  motor  neuron.  'Ehis  can 
be  done  by  measuring  the  conduction  velocity 
of  the  motor  fiber,  since  it  is  usually  reduced  in 
conditions  affecting  the  axon.  Conduction  ve- 
locity of  normal  human  motor  nerve  varies  from 
40  to  70  meters  jrer  second.  In  newborn  infants 
the  conduction  velocity  is  about  25  meters  per 
second  and  apparently  reaches  adult  values  when 
the  child  is  2 to  5 years  of  age.  The  conduction 
velocity  of  motor  nerves  apparently  is  related  to 
many  factors,  only  some  of  which  are  known. 
The  best  known  factor  is  the  diameter  of  the 
axon,  the  velocity  varying  in  almost  direct  pro- 
]iortion  to  the  diameter.  Some  other  factors 
which  affect  the  nerve  conduction  velocity  are 
the  temperature,  age  of  the  patient,  local  en- 
viromnent  of  the  nerve,  and  degree  of  myeliniza- 
tion.  Convenient  jieripheral  nerves  for  this 
examination  are  the  median  and  ulnar  nerves  in 
tlie  forearm  and  the  peroneal  and  posterior  tibial 
nerve  in  the  leg. 

If,  for  example,  the  conduction  velocity  of  the 
ulnar  nerve  in  the  forearm  is  to  be  determined, 
a distal ly  innervated  muscle  such  as  abductor 
digiti  (piinti  is  selected,  and  either  two  disc  skin 
electrodes  are  affixed  to  the  skin,  or  a needle 
electrode  is  introduced  into  the  muscle.  The 
electrodes  are  connected  to  the  input  of  the 
amplifier  and  a ground  is  established  between 


the  adjacent  skin  and  the  machine.  The  periph- 
eral nerve  is  stimulated  at  two  points,  at  the  wrist 
and  at  the  medial  epicondyle  of  the  elbow.  The 
stimulation  is  gradually  increased  in  voltage  until 
the  threshold  of  excitability  of  the  nerve  has  been 
exceeded  and  an  action  potential  is  triggered  off 
down  the  nerve  and  observed  on  the  oscilloscope 
screen.  This  time  interval  then  not  only  includes 
the  time  of  transmission  down  the  nerve,  but  the 
delay  through  the  motor  end  plate  into  the 
muscle  as  well,  and  is  called  the  “latency”.  If  the 
distance  between  the  two  points  of  stimulation  is 
known,  the  velocity  of  nerve  conduction  may  be 
calculated  by  dividing  this  distance  (in  meters) 
by  the  difference  in  the  conduction  delay  (in 
seconds)  between  the  elbow  and  wrist. 

In  normal  subjects,  the  mean  for  ulnar  nerve 
motor  conduction  velocity  is  55.1  ±:  6.4  m/sec. 
Latency  of  the  short  segment  at  the  wrist  gen- 
erally is  not  greater  than  5.0  milliseconds.  When 
this  technique  is  applied  to  the  median  nerve, 
the  latency  of  the  “short  segment”  represents  the 
time  taken  to  traverse  the  carpal  tunnel.  In 
normal  individuals,  this  also  does  not  usually 
exceed  5.0  milliseconds,  but  may  go  as  high  as 
26  milliseconds  in  patients  with  severe  nerve 
damage  due  to  carpal  tunnel  compression.  In 
these  cases,  the  observed  action  {xitential  is, 
rather  than  hi  or  triphasic  in  appearance,  highly 
polyphasic  and  irregular. 

The  technique  described  may,  with  appropri- 
ate modifications  also  be  applied  to  radial, 
common  peroneal  or  tibial  nerves  anywhere  along 
their  courses  and  branches,  and  ranges  for  normal 
velocity  have  been  calculated.  The  normal 
peroneal  nerve  conduction  velocity  has  been  tle- 
tei mined  to  be  50.1  ± 7.2;  the  median  nerve 

53.0  zb  6.4;  and  the  posterior  tibial  nerve  50.2  zb 
9.3  m/.sec. 

(2)  .Sensory  Conduction; 

.Sensory  nerve  conduction  velocity  may  be  de- 
termined by  use  of  the  same  basic  etjuipment;  but 
in  this  case  the  nerve  action  jxitential  is  measured 
directly  over  the  nerve.  The  amplifier  must  be 
used  at  maximal  gain  because  these  action  poten- 
tials are  less  than  15  microvolts,  as  oppo.sed  to 

1.000  microvolts  for  motor  nerve.  In  the  case  of 
the  median  nerve  at  the  wrist,  the  same  skin 
pick-up  electrodes  are  placed  over  the  nerve 
proximal  to  the  carpal  canal.  Stimulating  elec- 
trodes are  placed  over  the  index  finger  so  that 
the  digital  nerve  (purely  sensory)  may  be  stimu- 
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latcxl  by  the  cathode  at  the  web  s|)ace  and  the 
action  potential  so  geneiated  picked  np  hoin  the 
nerve  proximally.  In  normal  individuals,  this 
sensory  conduction  time  through  the  car|}al 
tunnel  rarely  exceeds  5.0  milliseconds.  In  patho- 
logical states  it  does  not  increase  above  7 milli- 
seconds, beyond  which  the  action  potential  di- 
minishes in  amplitude  and  iinally  disappears. 
The  techni(|ne  may  similarly  be  adajned  to  other 
and  longer  segments  ot  nerves,  and  conduction 
times  are  generally  only  slightly  less  than  those 
of  the  corresponding  motor  nerves. 

■Sensory  conduction  velocity  is  especially  nsefnl 
in  determining  the  integrity  of  purely  sensory 
nerves,  in  evaluating  diabetic  and  other  neurop- 
athies and  in  general  plays  a part  in  the  detection 
of  earlier  and  minor  degrees  of  nerve  impairatent. 

Summary: 

Electrodiagnosis  involves  the  study  and  record- 


ing of  the  intrinsic  and  indnced  electrical  poten- 
tial of  skeletal  muscle.  Electromyography  (EMCi) 
diagnostically  utilizes  the  electrical  jx)tential  of 
muscle  both  at  rest  and  under  conditions  of 
stimulation.  .\  needle  or  skin  electrode  in  or 
over  muscle  receives  this  electrical  potential 
which  is  amplified  and  displayed  by  oscilloscope 
and  loud  speaker.  The  characteristic  wave  forms 
and  sounds  may  be  recorded  by  magnetic  tape 
and  by  photographic  means.  Typical  forms  and 
sounds  allow  certain  diagnoses  to  be  made. 

Nerve  conduction  (NC)  studies  allow  diagnosis 
by  measming  the  rate  of  condtiction  along  the 
stinudated  nerve,  either  to  a distal  muscle  or 
along  a segment  of  the  nerve. 

Electrodiagnosis  is  a valuable  “Office  Ortho- 
pedics” procedure  to  the  physician  and  surgeon 
responsible  for  the  care  of  the  patient  with 
peripheral  nerve  injury. 
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PUBLIC  HEALTH  AT  A GLANCE 


Present  Status  of  Local  Health  Department  Housing 


E.  J.  Easley,  M.D.,  M.P.H.,* 

I^'ior  to  1940,  tliere  were  no  adequately 
housed  local  health  departments  within  the 
seventy-five  counties  of  the  State.  All  existing 
units  invariably  were  housed  in  cramped  quarters 
provided  by  the  county  judges.  These  quarters 
usually  were  located  in  the  basements  of  old  bank 
buildings  or  in  the  basements  of  courthouses. 
Several  were  located  in  the  attics  or  on  the  third 
floor  of  the  courthouses. 

Since  1940,  local  units  of  government,  the 
county  quorum  courts  and  city  councils  have 
shown  more  and  more  interest  in  local  health 
department  liousing.  This  interest  grows  with 
the  improvement  and  efficiency  of  public  health 
services.  I’he  counties  and  cities  always  have 
l>een  deficient  in  funds  necessary  to  provide  even 
minimal  adecpiate  housing  and  necessities  for  the 
large  family  of  public  service  agencies,  including 
the  local  health  departments. 

Act  918  (Section  20)  of  1975,  authorized  the 
.Arkansas  Department  of  Health  to  provide  all 
local  health  department  personnel  salaries  and 
travel,  thereby,  relieving  the  local  units  of  gov- 
ernment of  their  responsibilities  in  sharing  these 
obligations  with  the  State.  The  intent  of  Act 
918  was  also  for  the  local  units  of  government  to, 
at  last,  provide  adequate  housing,  office  expenses, 
utilities  and  equipment.  Act  918  has  been  a 
boon  and  a great  aid  to  the  counties  and  the 
State  in  this  area  of  public  health.  The  county 
judges,  especially,  are  elated  over  the  provisions 
of  the  Act  and  are  sincere  in  providing  improved 
facilities  for  local  health  departments. 

Several  county  health  departments  still  are  on 
a list  of  units  with  inadequate  and/or  sub- 
standard housing.  Some  counties  have  provided 
adequate  quarters,  several  are  ready  to  build  new 
buildings  and  in  some  counties,  judges  are  trying 
to  find  where  to  get  matching  funds  to  con- 

•Assistant  Director.  Arkansas  Department  of  Health,  4815  West 
Markham,  Little  Rotk,  Arkansas  72205. 

••Arkansas  Health  Planning  and  Development  Agency,  4815  West 
Markham,  Little  Rock,  Arkansas  72205. 


and  Margaret  Reed,  M.P.H.** 

struct  new  buildings,  or  redecorate  and  renovate 
present  available  spaces. 

In  one  county  where  exp>ectant  mothers  and 
hypertension  patients  had  to  walk  up  three 
flights  of  stairs,  the  county  health  department 
now  is  located  in  new  quarters  with  the  entrance 
on  street  level.  Presently,  in  one  county,  the 
nurse  has  to  check  blood  pressures  in  one  of  the 
vaidts  in  the  courthouse  on  the  first  floor. 

Inadequacy  of  storage  space  for  medicine  and 
equipment  is  prevalent.  One  county  has  used 
all  available  space  and  now  is  using  the  bathroom 
for  storage  space. 

After  getting  a new  hospital,  one  county  has 
the  health  department  located  in  the  old  hospital 
building.  After  renovations  were  made,  the  fa- 
cility has  pleasing,  cool  colors  in  the  offices,  well 
kept  grounds  and  adequate  parking  space. 

Some  of  the  common  problems  encountered  by 
health  {personnel  are  stairs,  lack  of  adequate 
space,  no  privacy  to  talk  with  patients,  inade- 
quate storage  and  waiting  room  space. 

Most  of  the  planned  new  housing  will  be  built 
on  hospital  grounds.  The  buildings  may  house 
other  county  agencies,  particularly  the  mental 
health  centers. 

As  of  August  1,  1976,  only  six  (6)  local  health 
departments  are  housed  in  unacceptable  and  in- 
adequate quarters. 

The  county  judges  and  members  of  the 
quorum  courts  are  to  be  congratulated  for  taking 
action  to  secure  more  adequate  housing  for  the 
county  health  departments. 

CORRECTION 

Table  1 accompanying  the  article  “The 
New  Anti-Inflammatory  Agents:  Phenylal- 
kanoic  Acids”  in  the  August  1976  issue  of 
the  Journal  contained  an  eiTor.  The  dosage 
of  Naproxen  should  be  corrected  to  read 
250  milligrams  b.i.d. 
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EDITORIAL 


Concerning  the  Heart 

Alfred  Kahn,  Jr.,  M.D. 


JL ' he  matter  of  sudden  death  of  bal)ies  called 
“sudden  infant  death  syndrome”  has  been  a 
topic  of  sjrecidation  for  many  years— the  ap- 
parently healthy  infant  found  dead  in  the  crib. 
Various  causes  have  been  ascribed  including  in- 
fection, glandidar  dysfunction,  metaliolic  disease, 
strangulation,  etc.  There  are  probably  .some 
cases  in  the  vast  number  of  sudden  infant  death 
syndrome  which  fall  into  each  one  of  these 
categories  with  occult  infection  being  perfectly 
obvious  at  post-mortem.  However,  the  bulk  of 
these  cases  fall  into  an  “unknown”  etiologic 
category  and  it  is  this  group  which  is  receiving 
great  attention.  In  the  January,  1976  issue  of 
Circulation  there  is  both  an  editorial  and  an 
article  on  sudden  infant  death  syndrome. 

The  editorial  by  Thomas  N.  James,  himself  an 
investigator  in  this  field,  discusses  several  [xrints. 
The  most  im|X)rtant  is  the  developing  anatomy 
of  the  conduction  system  of  the  human  infant 
heart.  Thomas  and  others  have  described  that 
the  artrio-ventricular  node  and  the  Bundle  of 
His  undergo  a molding  phase,  which  term  and 
implication  seems  to  l>e  a disputed  area,  d homas 
says  that  to  him  molding  means  “that  cells  are 
gradually  replaced  in  an  oixlerly,  programmed 
way”;  he  does  not  imply  massive  cell  death  or 
extensive  necrosis.  At  question  is  whether  this 
molding  is  pathological  or  normal  developmental 
change,  d'he  importance  of  this  debate  is  over- 
shadowed by  the  significance  of  what  occurs  in 
its  presence,  regardless  of  the  cause  being  de- 
velopmental or  pathological:  namely,  electric 
instability  of  the  heart  which  could  lead  to  a 
fatal  arrhythmia. 

In  the  same  issue.  Lie,  Rosenberg,  and  Erick- 
son present  a paper  on  the  examination  of  50 
infant  hearts,  26  were  sudden  unexplaijied 
deaths,  and  24  were  explained  deaths.  The  hearts 


were  studied  histologically.  A careful  review  of 
the  abnormalities  described  by  Lie,  et  al,  indicates 
that  in  his  experience,  there  is  no  distinctive 
pathologic  finding  in  the  heart  of  infants  with 
the  sudden  death  syndrome.  Abnonnalities  were 
found  in  equal  numbers  of  the  hearts  of  infants 
with  explained  and  unexplained  deaths. 

The  diagnosis  of  disease  can  be  said  to  be  in 
three  stages:  speculative,  presumptive,  and  es- 
tablished. The  diagnosis  of  coronary  artery 
disea,se  in  many  instances  is  presumptive  and  not 
established  unless  a coronary  catheterization  is 
perfonned.  Many  cases  of  chest  pain  are  mis- 
diagnosed until  catheterization  is  [jerformed. 
However,  coronary  artery  catheterization  is  not 
an  innocuous  procedure.  Bourassa  and  Noble 
have  reviewed  5,250  cases  of  percutaineous 
femoral  catheterization  to  determine  the  compli- 
cation rate  {Circulation,  Volume  53,  page  106, 
January,  1976).  The  authors  had  a mortality 
rate  of  0.23%.  They  do  not  feel  that  they  can 
get  the  rate  to  0.1%  as  suggested  by  some  in- 
vestigators. The  patients  who  had  relatively 
normal  left  coronary  arteries  had  no  serious 
complications.  .Some  of  the  complications  en- 
countered include  myocardial  infarction,  coro- 
nary artery  dissection,  coronai7  artery  embolism, 
pulmonary  edema,  ventricular  fibrillation  and 
other  arrhythmias,  femoral  thrombosis,  cerebral 
ischemia,  and  reaction  to  dye  stuff.  Unfortunate- 
ly, these  complications  are  more  prone  to  occur 
in  the  sicker  patients. 

One  class  of  cardiac  disease  that  is  often  un- 
diagnosed is  that  of  myocarditis.  .Some  ty|x:s  of 
myocarditis  are  viral,  some  rheumatic,  some  even 
bacterial— and  there  remain  some  cases  that  have 
to  be  classified  as  idiopathic.  Ailesanya,  Gold- 
berg, Thorp,  Young,  and  Aljelmann  of  Boston 
have  studied  “Heart  Muscle  Performance  After 
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Experimental  \^iral  Myocarditis”  (Journal  of 
Clinical  Iiwestigalion,  Volume  57,  page  569, 
March,  1976).  This  study  was  stimulated  by  the 
thought  that  perhaps  idiopathic  cardiomyopathy 
was  in  some  instances  anteceded  by  a viral  myo- 
carditis. To  this  possiitility  Adesanya  et  al  in- 
fected 12  day  and  22  day  old  hamsters  with 
coxackie  virus.  Viremia  occurred.  The  animals 
were  later  sacrificed.  The  myocardial  mnscle 
from  these  animals  showed  evidences  of  acute 
infection  with  signs  of  inflammation  and  focal 
necTosis;  later  the  acute  myocardial  changes  as 
inflammatory  exudate  subsided.  Physiologically, 
the  myocardial  contractility  remained  depressed 
for  90-180  days  or  more.  Compliance  was  de- 
creased. The  authors  concluded  that  the  damage 
from  viral  myocarditis  lasts  well  beyond  the 
inflammatory  phase  and  might  play  a role  in 
subsetpient  heart  failure. 

Injtired  myocardial  muscle  does  not  hind 
digitalis  preparations  well.  Beller,  Conroy,  and 
Smith  induced  ischemic  myocardial  injuries  and 
studied  the  alterations  in  myocardial  .sodium  and 


potassium  activated  ATP  phosphohydrolase  en- 
zymes known  as  (Na-| — |- K-(-)-ATPase.  They 
produced  anterior  infarctions  in  34  dogs  by 
snaring  and  then  reperfused  the  injured  area. 
I’he  (Na  -|-  K)-.-VTPase  was  of  particular  value  as 
it  figures  in  two  important  functions:  it  is  re- 
sponsible for  the  active  transport  of  Na-|-  and 
K-)-;  after  injury  K-j-  is  lost  from  the  heart 
muscle  cells  and  Na-j-  enters.  Furthermore, 
(Na  4-  K)-ATPase  binds  digitalis  preparations. 
After  injury,  the  authors  showed  that  (Na  K)- 
Al'Pase  did  not  bind  radioactive  ovabain  well. 
It  was  due  to  three  factors.  Firstly,  there  was 
decreased  regional  blood  flow.  Secondly,  they 
posttilated  that  ischemia  changed  the  heart 
muscle  milieu.  Lastly,  there  was  reduced  ovabain 
binding  Ity  (Na  -|-  K)-ATPase.  If  there  is  re- 
duced (Na  -|-  K)-ATPa.se  activity,  then  it  stands 
to  reason  that  there  will  be  altered  K-| — f-  Na-(- 
ion  transport  in  the  myocardial  cell  and  ulti- 
mately faulty  energy  release.  This  paper  is  im- 
portant in  that  it  relates  basic  cellular  chemistry 
to  myocardial  ftmction. 
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THE  MONTH  IN  WASHINGTON 

I'he  Medicare-Medicaid  cost  containment  bill 
proposed  by  Sen.  Herman  Tahnadge  (D-Ga.) 
coidd  have  harmful  consetpiences  on  patients, 
the  .American  Medical  As.sociation  has  told  the 
Senate  Finance  Health  Subcommittee. 

'I'he  measure,  introduced  a year  ago  by  Tal- 
madge,  was  considered  at  a one-week  hearing  by 
the  Subcommittee  which  the  lawmaker  heads. 
Fhe  wide-ranging  liill  contains  .scores  of  pro- 
jrosed  changes  in  Medicare  and  Medicaid  and 
calls  for  a major  reorganization  of  the  Govern- 
ment's health  programs. 

“In  view  of  the  continuing  inflationary  pres- 
sures in  our  economy,  we  are  indeed  .sympathetic 
with  the  intent  of  this  legislation  to  seek  limita- 
tions upon  the  increasing  costs  of  these  health 
programs,”  testified  Edgar  T.  Beddingfield,  Jr., 


M.D.,  Chairman  of  the  AMA’s  Council  on 
legislation.  He  added,  however,  that  “arbitrary 
curtailments  of  increases  in  costs  will  have 
natural  consetpiences  with  respect  to  maintaining 
tpiality  and  availability  of  care.  Each  element 
cannot  be  treated  separately  without  expectation 
of  impact  on  the  others.” 

“Taken  as  a whole,  the  bill  should  not  be 
enacted  as  it  would  not  Ite  in  the  best  interests  of 
Medicare-Medicaid  patients,”  said  Dr.  Bedding- 
field. 

HEW  .Secretary  David  Mathews,  testifying 
earlier,  had  said  he  was  not  confident  the  overall 
hill  wotild  he  as  effective  as  its  backer  hoj^ed. 
He  said  he  had  “preliminary  reservations.” 
HEW’s  formal  position  on  the  bill  will  not  be 
made  “until  the  next  budget-legislative  cycle,” 
Mathews  said,  adding  there  isn’t  time  this  year 
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lor  Cloiigress  to  complele  coiisidei  atioii  ol  the 
measure. 

While  there  is  little  ehanee  ol  the  hill  acl- 
vaiuiii”  in  this  Congress,  rahnadge  declaied  in 
an  opening  stateinenl  he  hoped  die  hearings 
ivould  provide  the  basis  “lor  liniely  (^ongression- 
;d  aetion." 

\'arious  restrictions,  liniitations  and  changes  in 
reimbursement  lor  hospital  and  physician  serv- 
ices are  among  the  controversial  leatures  of  the 
bill. 

One  provision  calls  lor  creation  of  a “par- 
ticipating physicians”  category  under  Medicare 
which  physicians  wotdd  either  accept  on  assign- 
ment all  Medicare  cases,  or  none.  “Participating” 
physicians  would  be  offered  certain  inducemetits 
such  as  simplified  and  speeded-up  billing  jiro- 
cedtires.  After  asking  why  more  efficient  pay- 
ment procedures  cannot  be  put  into  effect 
regardless.  Dr.  Beddingfield  said  “tlie  fact  that 
inducements  are  necessary  in  order  to  buttress  a 
sagging  assignment  rate  should  cause  an  ex- 
amination” of  the  ctirrent  “insufficient  reim- 
bursement rate  (which)  is  the  major  deterrent  to 
assignments.” 

riie  ptirpose  of  tlie  disputed  provision  would 
be  better  accomplished  by  “making  the  reim- 
btirsement  level  tinder  that  system  more  accept- 
able and  in  accord  with  usual  and  customary 
practices,”  said  the  AMA  official. 

“The  provision  on  ‘hospital  a.ssociated  physi- 
cians' exceed  the  proper  bounds  of  federal 
action,”  Dr.  Beddingfield  said.  “It  is  not  the 
role  of  tlie  federal  government  to  specify  ele- 
ments which  constitute  the  practice  of  medicine 
generally  or  in  any  of  its  specialty  fields.  Nor 
should  federal  legislation,  by  statutory  definition, 
attempt  to  divide  or  specify  the  role  of  the 
jihysician  in  the  practice  of  medicine.  Accord- 
ingly, the  provisions  as  to  anesthesiology  services 
and  pathology  services  should  not  be  adopted.” 

He  added  that  the  section  entitled  “hospital 
associated  physicians”  is  “misleading”  and  would 
apply  to  the  entire  spectrtim  of  physicians’ 
services  in  the  Medicare  program.  “We  strongly 
object  to  any  application  of  any  provision  which 
would  limit  recognition  of  wdiat  constitutes 
physicians'  services  in  the  communities  across 
our  nation,  d his  section  w'ould  disregard  normal 
professional  relationships  and  establish  as  the 
proper  recognition  of  certain  physicians'  income 
only  that  level  which  would  be  received  by  a 


salary.  W'e  find  this  premise  untenable.” 

I he  itill's  ban  on  certain  contractnal  relation- 
shi|)s  Ijetween  hospitals  and  profe.ssionals  was 
o])poseil  by  tlie  AMA.  “While  some  individual 
conlratts  are  not  to  be  condoned,”  Dr.  Bedding- 
liekl  saitl,  “hos|)ital  managemetit  and  physicians 
should  be  bee  to  enter  in  various  arrangements 
in  the  interests  of  patient  care.”  Hospital  man- 
agement and  physicians  must  remain  accountable 
to  the  public,  but  the  action  of  jMohibiting  any 
percentage  arrangement”  should  not  be  connte- 
nanced.” 

I he  AMA  spokesman  said  the  bill  carries  “a 
very  strong  potential  for  a continued  shifting  of 
segments  of  health  care  costs  to  private  patients 
—costs  which  are  properly  the  obligation  of  the 
federal  jirogram  on  behalf  of  its  beneficiaries. 
When  this  shifting  occurs,  it  not  only  lias 
ramifications  relating  to  availability  of  care  for 
Medicare-Medicaid  patients,  but  it  also  affects 
cpiality  of  care  for  all  patients. 

* * # * 

Under  new  procedures  announced  by  the 
Health,  Education  and  Welfare  Secretary,  HEW'^ 
must  now  consult  broad  segments  of  the  public 
before  it  prepares  controversial  regulations  man- 
dated by  Congress  or  for  compelling  administra- 
tive need. 

Ehe  issuance  of  regulations  by  HEW  over  the 
past  few  years  has  become  a subject  of  consider- 
able disjmte,  with  cotnt  challenges  filed  by  the 
American  Medical  A,ssociation  and  others  con- 
teiuling  that  the  government  hatl  gone  beyond 
the  intent  of  Congre.ss  in  carrying  out  the  law. 

“Eor  far  too  long  HE\¥  has  gone  to  the  ptiblic 
in  these  situations  only  to  tell  them  what  it 
intends  to  do.  Erom  now  on  our  first  step  will 
be  to  ask  the  people  of  this  country  what  they 
think  we  should  do,”  HEW  .Secretary  Daviil 
Mathews  said. 

Ehe  Secretary  said  he  believes  strongly  that 
the  regulation  process  is  HEW's  “most  intrusive 
channel  into  people's  lives.” 

HEW  will  notify  tlie  public  through  town 
hall-type  meetings,  advertisements,  public  .service 
announcements,  news  relea.ses,  professional  and 
service  organizations,  mailings,  the  Eederal  Regis- 
ter, and  HEW's  10  regional  offices. 

Eollowing  are  the  steps  to  be  taken  by  HEW 
in  drafting  important  regulations: 

Publication  of  a notice  of  intent  to  propose 
regtdations  which  w'ould  place  issues  and 
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options  before  the  public  and  invites  com- 
ment. 

If  the  Department  has  a preference,  it  will 
be  stated  clearly  at  the  outset— an  innova- 
tion. 

Publication  in  the  Federal  Register  of  a 
notice  of  proposed  rule-making— a proposed 
regulation— which  takes  into  account  the 
requirements  of  the  law,  Congressional 
intent,  the  public’s  views,  and  the  profes- 
sional expertise  of  HEW. 

The  public  normally  will  have  45  days  to 
comment  following  publication  of  both  HEW's 
intent  to  regidate  and  its  proposed  regulations. 
Each  of  these  documents  will  include  the  name 
of  a person  in  HEW  who  can  be  contacted  for 
clarification  or  further  information. 

HEW  also  said  it  plans  training  sessions  for 
department  regulation  writers  so  that  regulations 
are  written  in  clear,  concise  English. 

# # # # 

The  AMA  has  urged  the  House  Commerce 
Committee  to  make  major  changes  in  legislation 
to  bring  the  nation's  clinical  laboratories  under 
tighter  federal  control. 

One  of  the  most  controversial  provisions  of  the 
Clinical  Laboratory  Improvement  Act  (CLIA)  as 
approvetl  by  the  Commerce  Health  Subcommit- 
tee prohibits  Medicare  reimbursement  for  labs 
under  any  rental  or  lease  which  involves  a 
percentage  arrangement.  “We  particularly  ob- 
ject to  this  section  because  it  was  never  discussed 
or  considered  during  public  hearings,”  the  AMA 
said  in  a legislative  alert  to  constituent  bodies. 

“This  section  has  far  reaching  contractual 
considerations  involving  physicians  and  hospi- 
tals,” the  AMA  said.  “In  the  name  of  openness 
and  fairness  the  matters  covered  in  this  section 
should  be  dealt  with  separately  and  we  ask  that 
this  section  l>e  deleted.” 

This  disputed  provision,  which  also  covers 
Medicaid  and  Maternal  and  Child  Health  reim- 
bursement, is  similar  to  a key  section  of  the 
Talmadge  bill  in  the  Senate. 

The  AMA  singled  out  two  other  provisions 
for  special  concern  in  the  CLIA  bill. 

One  allows  an  exemption  for  a laboratory  in 
a physician’s  office  but  only  where  physicians 
actually  perform  all  tests  and  procedures  in 
connection  with  the  treatment  of  their  patients. 
“With  such  a restriction,  laboratories  operated 
in  physicians’  offices  would  be  forced  to  close 


down,”  said  the  AMA.  “Existing  law  exempts 
laboratories  operated  by  physicians  where  tests 
are  done  personally  or  through  employees  solely 
as  an  adjunct  to  the  treatment  of  their  own 
patients.  This  exemption  should  continue.” 

The  other  provision  deals  with  revocation  of 
a license  for  a number  of  activities,  one  of  which 
is  finding  that  the  owner  or  operator  of  a 
laboratory  has  engaged  in  a billing  practice 
which  aeates  a discriminatory  effect  between 
patients  reimbursed,  in  whole  or  in  part,  under 
programs  receiving  federal  funds  and  patients 
who  are  not  so  reimbursed.  “This  provision 
apparently  seeks  a uniformity  of  fees  for  services 
by  the  laboratory,”  said  the  AMA.  “This  pro- 
vision could  in  fact  require  a raising  of  fees 
under  federal  programs  and  thus  would  increase 
federal  program  costs.  Furthermore,  any  pro- 
vision that  would  state  that  the  prohibition 
would  be  against  a charge  higher  for  a federal 
program  than  for  a non-federal  program  would 
still  be  objectionable. 

A dangerous  precedent  is  established  where  the 
licensing  authority  (the  HEW  Secretary)  can 
revoke  a license  based  on  fees  charged  to  pro- 
grams administered  by  him.” 

* * * * 

House  and  Senate  conferees  have  still  not  met 
to  reach  agreement  on  the  crucial  Health  Man- 
power Bill. 

The  major  issue  to  be  resolved  is  federal 

controls  over  residencies.  The  House  Manpower 

Bill  approved  last  fall  was  stripped  of  a residency 

control  feature  on  tlie  floor  of  the  House.  A 

rigid  and  sweeping  Senate  control  plan  over 

allocation  of  residencies  was  watered  down  sub- 

stantiallv  on  the  floor  of  the  Senate  but  the  final 
/ 

.Senate  bill  requires  medical  schools  to  set  aside 
minimum  percentages  of  residency  programs  for 
“primary  care”  slots. 

Also  important  are  the  “payback”  provisions 
for  medical  students.  In  this  respect,  the  House 
bill  is  more  stringent  than  the  Senate  bill.  The 
House  would  require,  starting  in  1985,  that 
medical  students  pay  back,  either  in  money  or 
service  in  shortage  areas,  that  portion  of  the 
individual  student’s  yearly  medical  education 
subsidized  by  the  federal  government  in  the  form 
of  capitation  subsidies  to  the  medical  schools. 
At  present,  this  runs  about  $2,000  a year. 

The  comparable  Senate  provision  requires 
medical  schools  starting  in  1978  to  assure  tliat 
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35  percent  of  their  first-year  places  are  available 
for  students  who,  prior  to  admission,  have  sub- 
mitted applications  for  National  Health  Service 
Corps  scholarships  and  have  agreed  to  accept 
such  scholarships. 

Both  bills  contain  provisions  designed  to  re- 
duce the  inflow  of  foreign  medical  giaduates. 

The  major  new  thrust  in  the  two  bills,  in 
addition  to  the  extension  of  capitation  aid  to 
medical  schools,  is  to  prcxluce  more  physicians 
in  the  “primary  care”  categoi7  and  to  get  more 
j)hysicians  into  shortage  areas. 

The  Administration  has  had  strong  reserva- 
tions about  provisions  in  both  bills,  but  as  they 
stand  now  it  appeared  unlikely  the  legislation 
would  encounter  a Presidential  veto. 

# # # # 

Food  and  Drug  Commissioner  Alexander 
Schmidt,  M.D.,  believes  Congress  must  shoulder 
much  of  the  blame  for  the  controversy  swirling 
around  his  embattled  agency.  Dr.  Schmidt,  who 
is  leaving  the  FDA  in  December  to  become  Vice 
Chancellor  for  Health  Services  at  the  University 
of  Illinois,  made  clear  in  an  interview  witli 
AM  NEWS  that  he  believes  the  persistent  critics 
of  FDA  on  Capitol  Hill,  in  the  press  and  tele- 
vision, and  among  consumer  groups  are  unfair 
and  damage  the  agency’s  morale  and  efficiency. 

He  told  AM  NEWS  the  FDA  has  been  driven 
into  a “conservative”  position  in  approving  new 
drugs  because  of  the  pressures  from  Congressmen 
who  believe  the  agency  isn’t  tough  enough  with 
drug  companies.  Congiess  never  calls  a hearing 
when  a drug  is  rejected,  but  always  calls  one 
when  a drug  is  approved,  he  said,  implying  that 
a climate  of  fear  of  Congressional  retaliation  has 
|)ervaded  FDA. 

Dr.  Schmidt  also  said  he  thinks  the  medical 
profession  could  be  more  supportive  of  FDA’s 
|X)sition  and  verbally  less  critical. 

* * * * 

Students  receiving  federal  scholarships  and 
loans  should  be  given  a tax  break,  the  AMA  has 
told  Congress. 

Failure  of  Congress  to  continue  previous  ex- 
emption of  such  aid  from  taxation  is  proving  a 
financial  hardship  on  students  and  threatening 
to  discourage  service  to  the  pid^lic  in  areas  where 
there  are  shortages  of  medical  manpow'er  and 
facilities,  the  AMA  said. 

The  exemption  lapsed  on  certain  student  loan 
programs  in  addition  to  scholarship  aid  from  the 


Armed  Forces  and  the  Public  Health  Service 
including  the  National  Health  Service  Corjrs. 

In  a letter  to  the  Senate  Finance  Committee, 
AMA  Executive  Vice  President  James  H.  Sam- 
mons, M.D.,  noted  that  with  the  expiration  of 
the  tax  exemption,  about  5,000  students  in  the 
Armed  Forces  Health  Professions  Scholarship 
program  and  about  2,700  students  currently  in 
the  National  Health  Service  Corps  scholarship 
program  are  now  retpiired  to  pay  income  tax  on 
their  scholarship  funds,  which  may  include  tui- 
tion, educational  fees  and  stijrends. 

“The  imposition  of  the  tax  on  such  financial 
assistance  will  impose  a significant  financial 
burden  for  many  students  now  receiving  such 
scholarships  and  act  as  a deterrent  to  acceptance 
of  scholarships  which  carry  a service  commit- 
ment,” Dr.  Sammons  said. 

He  pointed  out  that  the  AMA  “has  long 
advocated  the  use  of  financial  incentives  to 
encourage  the  development  of  an  adequate 
supply  of  physicians  to  provide  needed  health 
care  services.” 

I’o  impose  a tax  on  scholarships  under  such 
circumstances  would  defeat  the  purpose  of  the 
scholarship.  Dr.  Sammons  said.  “Financial  ob- 
stacles should  not  be  placed  in  the  path  of 
assisting  those  who,  being  qualified  for  metlical 
education,  have  accepted  a scholarship  and 
agreed  to  a service  commitment.” 

“This  situation  deserves  the  immediate  atten- 
tion of  Congress,”  Dr.  Sammons  said. 

* # «>  * 

VIETNAMESE  DOCTORS  SEEK 
ARKANSAS  SPONSORS 

University  of  Arkansas  College  of  Medicine 
administrators  have  less  than  a month  to  locate 
communities  wishing  to  sponsor  fully  qualified 
Vietnamese  physicians  for  one  year  of  postgrad- 
uate training  in  the  State  of  Arkanstts.  These 
physicians  are  fairly  fluent  in  English  and  have 
passed  the  Education  Commission  on  Foreign 
Medical  Graduate’s  examination. 

T he  State  of  Arkansas  has  invested  .some  $165,- 
OOO  in  the  training  of  these  physicians.  If  they 
are  not  located  w'ithin  the  State  very  soon,  the 
will  be  forced  to  locate  elsewhere.  There  are 
no  further  State  funds  available  to  support  them 
anti  sponsors  are  needed  to  cover  a $11,000  per 
year  stipend  each.  They  are  requesting  that  they 
be  located  in  pairs  rather  than  imlividually.  In 
return,  they  will  agree  to  practice  in  those  spon- 
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soring  areas  lor  a minimum  sj^ecified  period  of 
time. 

“Many  of  these  physicians  have  been  contacted 
by  other  states  vvitli  tinfilled,  salaried  residency 
|K)sitions,  " said  Dr.  d homas  A.  Bruce,  Dean  of 
the  Medical  Ciollege  at  the  University  of  Arkan- 
sas Medical  .Sciences  in  Little  Rock,  Arkansas, 
“anti  they  feel  a deep  commitment  to  Arkansas 
and  want  to  practice  here.” 

I'liose  interestetl  in  sponsoring  these  physicians 
sliould  contatt  i\[r.  Bill  North,  Assistant  to  the 
Dean  for  Commtinity  Medical  Affairs,  LIAMSU, 
Markham  at  Hooper  Drive,  Little  Rock,  Arkan- 
sas 72201,  or  call  661-5620. 

MEDICAL  AND  MENTAL  HEALTH  CLINIC 
FOR  MOUNT  IDA 

Dr.  fames  Davis  has  pioneered  a new  type  of 
comprehensive  medical  care  for  tlie  patients  in 
Mount  Ida,  .Vrkansas,  and  the  snrrotmding  coun- 
ties. A Medical  Clinic  has  been  built  for  the 
purpose  of  taking  care  of  both  the  physical  and 
the  mental  illnes.ses  of  tlie  residents  in  that  rural 
community.  Dr.  Davis  estimates  that  at  least  10 
jrercent  of  his  patients  in  Montgomery  County 
come  into  his  office  for  treatment  of  complaints 
which  are,  acttially,  emotional  problems  rather 
than  medical.  His  practice  serves  Clark,  Garland, 
Hot  .Spring,  and  Pike  Counties,  and  he  sees 
from  35  to  75  patients  per  day.  Dr.  Verlin  An- 
thony, chief  psychologist  of  the  Ouachita  Re- 
gional Cotinseling  and  Mental  Health  Center,  is 
tlie  staff  psychologist.  Dr.  Anthony  serves  at  the 
clinic  on  Monday  of  every  week. 

d'he  mental  health  center,  ftinded  by  Federal, 
State,  and  local  monies,  charges  varying  fees  for 
its  services,  depending  on  the  patient’s  income 
and  ability  to  pay.  Montgomery  County  has  the 
lowest  median  family  income  and  per  capita  in- 
come with  thirty  percent  of  the  population 
having  less  than  poverty  level.  Almost  25  per- 
cent of  the  popidation  is  60  years  of  age  and 
older,  and  Dr.  Davis  estimates  that  half  of  the 
practice  is  geriatrics.  Mount  Ida  is  34  miles 
east  of  Hot  Springs. 

HOW  LONG  DO  YOU  WAIT 
TO  SEE  THE  DOCTOR? 

The  national  average  of  time  spent  waiting 
to  see  the  doctor  is  20  minute,s,  so  says  the  Ameri- 
can Medical  Association  Journal.  The  longest 


wait  is  to  see  the  general  practitioners,  which 
averages  27  minutes;  internists  22  minutes;  and 
stirgeons  23  minutes.  It  takes  an  average  of  7.3 
days  to  see  a doctor  by  appointment  for  non- 
emergency health  problems. 

PINE  BLUFF'S  ARMY  PHYSICIAN 
RETIRES  WITH  HONORS 

Colonel  Edward  E.  Mays,  LJnited  States  Army 
Medical  Corps,  Medical  Consultant  for  Health 
Services  Command,  the  Army’s  nationwide  med- 
ical command,  headtpiartered  at  Ft.  Sam  Hous- 
ton, was  dotibly  honored  dtiring  his  recent  re- 
tirement ceremony.  He  waas  pre.sented  with  the 
Legion  of  Merit,  citing  him  for  outstanding  sei'v- 
ice  in  positions  of  great  responsibility  during  the 
last  10  years.  Dr.  Mays  was  also  elected  to  the 
Infantry  Hall  of  Fame. 

Dr.  Mays  is  a native  of  Pine  Bluff  and  a 
grachiate  of  the  University  of  Arkansas  School  of 
Medicine.  His  specialty  is  pulmonary  diseases 
and  he  was  Chief  of  the  Pulmonary  and  Infec- 
tious Disea.se  .Services  at  Health  .Services  Com- 
mand lieachpiarters  last  year.  He  has  accepted 
the  position  of  Profe.ssor  of  Internal  Medicine 
and  is  the  chairman  of  the  Department  of  Medi- 
cine at  Meharry  Medical  College  in  Nashville, 
Fennessee. 

GOVERNOR  PRYOR  NAMES  THREE 
TO  INHALATION  THERAPY 
EXAMINING  COMMITTEE 

Governor  Pryor  named  Dr.  James  R.  Rasch  of 
Little  Rock,  Gharles  Miller  of  North  Little  Rock, 
and  Dr.  Wayne  B.  Glenn  of  Little  Rock  to 
tln  ee  year  terms  on  the  State  Inhalation  Therapy 
Examining  Committee.  Dr.  Rasch  and  Dr.  Glenn 
were  reappointed  and  Gharles  Miller  will  replace 
Dr.  Bill  Rowland  of  Little  Rock. 

MEDICAL  PLEDGES  TOTAL  $100,000 

Three  year  pledges  of  more  than  $100,000  were 
announced  liy  the  Southeast  Arkansas  Medical 
Center  Campaign  Committee.  A drive  to  raise 
$500,000  to  build  a 12,000-scjuare-foot  center  in 
Dumas  for  eight  doctors  and  their  staffs,  will  end 
in  mid-October.  There  are  three  doctors  pres- 
ently practicing  in  the  area,  and  four  University 
of  Arkansas  Medical  School  students  have  an- 
nounced that  they  will  practice  at  the  center 
when  they  finish  their  internships. 
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DR.  CITTY  JOINS  HARDING  COLLEGE  STAFF 

Dr.  I ini  (i.  Ciiity  luis  joined  the  Harding  Col- 
lege stall  this  ye;ir  as  adjunct  Prolessor  of  Ntirs- 
ing.  Dr.  Citty  addresseil  the  annual  pre-session 
conference  of  flarding  personnel  at  Camp 
lahkodali. 

DR.  DAVIDSON  RECEIVED  RECOGNITION 

Dr.  Dennis  Davidson  of  Conway  (Faulkner 
County)  has  receivetl  tlie  Physician's  Recognition 
.Vward  for  Continning  Medical  Education  horn 
the  American  Medical  Association. 

ARKANSAS  ACADEMY  OF  FAMILY 
PHYSICIANS  ANNUAL  MEETING 

Fhe  Arkansas  Actidemy  of  Family  Physicians 
held  its  anntial  meeting  in  Aiignst  in  Fort  Smith. 
Ciiest  lecturers  were  Dr.  Denton  Cooley  and  Dr. 
Roliert  Leachman  of  the  Texas  Heart  institute 
at  Houston,  Texas.  Fhe  new  officers  who  were 
installed:  Dr.  Ken  Lilly,  Fort  Smith,  President; 
Dr.  George  Wharren,  Smackover,  President-Elect; 
Dr.  [allies  Weber,  Jacksonville,  Vice  President; 
Dr.  James  Patrick,  F’ayetteville,  Secretary-Treas- 
urer. Dr.  Kemal  Kiitait,  F"ort  Smith,  was  named 
delegate,  and  Dr.  James  Lytle  of  Bate.sville,  al- 
ternate delegate.  Dr.  Jerry  Mann  of  Arkadelphia, 
Dr.  Jack  Patterson  of  Clarksville,  Dr.  Merle  Os- 
borne, Blytheville,  Dr.  R.  E.  Nordling,  Little 
Rock,  and  Dr.  Robert  E.  Holder  of  Little  Rock 
were  elected  to  the  Board  of  Directors.  Dr.  Paid 
\Vallick  is  immediate  past  president. 

DOCTORS  DISCUSS  PROS  AND  CONS 
OF  RIGHT  TO  DIE 

Dr.  Kent  C.  WTstbrook,  Associate  Profe.ssor  of 
Surgery,  and  Dr.  Billy  Lynn  Traiunii,  Assistant 
Professor  of  Medicine,  lioth  members  of  the  fac- 
ulty at  the  Lhiiversity  of  Arkansas  College  of 
^^etlicine,  discussed  the  pros  and  cons  of  the 
“right  to  die’’  at  a Little  Rock  Rotary  Club 
luncheon  in  July. 

HUSBAND  AND  WIFE  DOCTOR  TEAM 
FOR  DES  ARC 

Drs.  Zia  and  Bobbie  Shefa  have  accepted  the 
res[X)nsibilities  of  lieing  the  family  physicians 
for  the  North  Prairie  County  Medical  Center  in 
Des  Arc.  Dr.  Zia  Shefa  is  a native  of  Afghanistan 


and  Ids  wife,  Bolibie,  is  a native  of  Carlisle,  where 
lliey  were  residing. 

DR.  CARL  L.  NELSON  SPEAKS  AT 
HARVARD  MEDICAL  SCHOOL 

Dr.  Cal  l L.  Nelson,  Chairman,  Department  of 
()rthoj)aedits,  LIniversity  of  Arkansas  Medical 
School,  spoke  at  the  Harvard  Medical  School 
De])artment  of  Continuing  Education  course, 
“Frontiers  in  dotal  Hip  Surgery,’’  on  October 
S-9.  Fhe  course  is  designed  to  focus  on  the  cur- 
rent developments  in  total  hip  replacement  snr- 
gery  with  emphasis  on  surgical  management  of 
complex  jrroblems. 

DR.  MASHBURN  APPOINTED  TO 
STATE  POLICE  COMMISSION 

Dr.  James  Mashburn,  Fayetteville  Obstetrician 
and  Gynecologist,  ^vill  finish  the  term  of  the  late 
Joe  Steele  of  Springdale  on  the  State  Police  Com- 
mission. d'he  term  expires  on  January  11,  1!I80. 

PEDIATRICIAN  JOINS  STAFF  AT 
CONWAY  MEDICAL  GROUP 

Dr.  Paul  Meredith,  Pediatrician,  has  joined 
the  Conway  Medical  Group  at  Denison  Street 
and  College  Avenue.  He  is  affiliated  in  the  clinic 
with  Dr.  William  C.  Furlow,  Dr.  Robert  L. 
Clark,  and  Dr.  W.  C.  Roberts. 


THINGS 


TO 

COME 


POST  GRADUATE  COURSE  IN  CYTOPATHOLOGY 

Fhe  Eighteenth  Postgraduate  Institute  for 
Pathologists  in  Clinical  Cytopathology  is  to  be 
given  at  the  Johns  Hopkins  Ihiiversity  School  of 
Medicine  and  the  Johns  Hopkins  Haspital,  Balti- 
more, Maryland,  on  April  11-22,  1977.  The  full 
two-week  program  is  designed  for  the  Pathologists 
who  are  Certified  (or  rpialified)  by  the  .\merican 
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Boaid  of  Pathology,  or  their  international  equiv- 
alents. 

The  course  will  provide  an  intensive  refresher 
in  all  aspects  of  the  field  of  Clinical  Cytopath- 
ology,  witli  time  devoted  to  newer  techniques, 
s|)ecial  problems,  and  recent  applications.  Topics 
will  be  coveretl  in  lectures,  explored  in  small  in- 
formal conferences,  and  discussed  over  the  micro- 
scope with  the  faculty.  Self-instructional  material 
will  be  available  to  augment  at  individual  pace. 
A loan  set  of  slides  with  text  will  be  sent  to  each 
participant  for  home  study  during  March  and 
April,  before  the  Institute.  Credit  hours:  120 
in  AM  A category  1. 

Application  is  to  be  made  before  February  28, 
1977.  For  details,  write:  John  K.  Frost,  M.D., 
610  Pathology  Building,  The  Johns  Hopkins 
Hospital,  Baltimore,  Maryland  21205.  The  entire 
course  is  given  in  English. 

NEW  HORIZONS  IN  THE  TREATMENT  OF 
SOLID  TUMORS  CONFERENCES 

SPONSORS:  The  Oklahoma  Medical  Research 
Foundation  and  The  Oklahoma  Hospitals  Breast 
Cancer  Control  Network. 

LOCATION:  Lincoln  Plaza,  Oklahoma  City, 
Oklahoma. 

DATES:  Wednesday,  November  10,  1976, 
12:00  to  5:00  p.rn.  — “New  Horizons  in  the  Tieat- 
ment  of  Solid  Tumors.”  Thursday,  November 
11,  1976,  8:00  to  5:00  p.m.  — “Controversies  in 
Breast  Cancer.” 

REGISTRATION  INFORMATION:  Con- 
tact A.  F.  Hoge,  M.D.,  Oklahoma  Hospitals 
Breast  Cancer  Control  Network,  Oklahoma  Med- 
ical Research  Foundation,  825  Northeast  13th 
Street,  Oklahoma  City,  Oklahoma  73104;  or  call: 
405  234-8331,  Ext.  460. 

SEMINAR  ON  EMERGENCY  MEDICAL  SERVICES 

On  November  3,  1976,  at  the  Fairmont  Hotel 
in  New  Orleans,  Louisiana,  the  Health  Services 
Advisory  Committee  in  cooperation  with  the 
United  States  Civil  Defense  Council,  Tulane  Uni- 
versity School  of  Medicine,  Louisiana  State  Uni- 
versity School  of  Medicine,  New  Orleans  City 
Health  Department,  Orleans  Parish  Medical  So- 
ciety, and  the  Louisiana  Medical  Association, 
will  sponsor  a continuing  Medical  Education 
offering  of  the  American  Medical  Association. 
This  meets  the  criteria  for  four  liours  of  aedit 


in  Category  1 for  AMA  Physicians  Recognition 
Award. 

Registration  fee  is  $15.00  and  includes  the 
Pfizer  Award  Luncheon.  The  sessions  begin  at 
8:00  a.m.  and  last  until  5.30  p.m.  Reservations 
can  be  made  at  the  Fairmont  Hotel,  University 
Place,  New  Orleans,  Louisiana  70140;  or  call 
504  529-7111. 


DR.  FR.VNK  DeSANDRE  has  been  accepted 
for  membership  in  the  Washington  County  Med- 
ical Society.  Dr.  DeSandre  is  a native  of  Illinois. 
He  attended  the  University  of  Illinois  in  Cham- 
paign and  received  his  M.D.  degree  from  the 
University  of  Illinois  in  Chicago.  He  completed 
his  training  at  St.  Luke’s  Presbyterian  Hospital  in 
1969.  Dr.  DeSandre  served  in  the  Air  Force  from 
1967  to  1971.  He  practiced  medicine  in  Des 
Moines,  Iowa,  from  1971  to  1973,  and  was  in 
practice  in  Madison,  Wisconsin,  from  1973  to 
1974.  Dr.  DeSandre’s  specialty  is  obstetrics  and 
gynecology  and  he  is  Board  Certified  by  the 
American  College  of  Obstetrics  and  Gynecology. 
His  office  is  located  at  606  South  Young,  Spring- 
dale,  Arkansas. 


Pulaski  County  Medical  Society  has  rep>orted 
the  following  physicians  who  are  accepted  to 
its  membership  roll: 

DR.  BRIAN  E.  BARLOW,  a Cardiologist 
whose  office  is  located  in  the  Doctors  Building, 
Suite  608,  Little  Rock,  Arkansas.  Dr.  Barlow,  a 
native  of  Arkansas,  attended  the  University  of 
Arkansas  in  Fayetteville,  receiving  his  B.S.  de- 
gree in  1964.  He  received  his  M.D.  degree  in 
1968  from  the  University  of  Arkansas  School  of 
Medicine  in  Little  Rock,  and  interned  in  King 
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County  Hospital  in  Seattle,  Washington.  He 
completed  his  residency  at  the  University  Metl- 
ical  Center  in  Little  Rock  and  he  is  Board  Certi- 
fied by  the  American  Board  of  Internal  Medicine. 

DR.  ERNES  r C.  “CLIFE”  CLIFTON  is  a 
new  member  of  the  Society.  Dr.  Clifton  attended 
Southwestern  at  Memphis,  Tennessee,  where  he 
received  his  B..A..  in  chemisti^.  He  was  grad- 
uated from  the  University  of  Arkansas  Medical 
School  in  I.ittle  Rock.  He  completed  his  train- 
ing in  Ophthalmology  from  the  University  of 
Arkansas  Medical  Center  in  Little  Rock.  Dr. 
Clifton’s  office  address  is  516  Scott,  Little  Rock, 
Arkansas. 

DR.  ALBERT  ELI  KALDERON  is  a new 
member  of  the  Society.  Dr.  Kalderon  is  a Pa- 
thologist associated  with  the  University  of  Ar- 
kansas Medical  School  in  Little  Rock.  He  is  a 
native  of  Istanbul,  Turkey,  and  attended  school 
there.  Dr.  Kalderon  received  his  medical  train- 
ing in  Istanbul  University  School  of  Medicine 
and  was  an  intern  at  the  Mercy  Hospital  in  Des 
Moines,  Iowa.  He  completed  his  training  at  the 
Albert  Einstein  College  of  Medicine,  Bronx, 
New  York.  He  is  Board  Certified  by  the  Ana- 
tomic and  Clinical  Pathology  Board,  and  has 
professional  society  memberships  in  the  Ameri- 
can College  of  Pathologists;  the  American  Society 
of  Clinical  Pathologists;  International  Academy 
of  Pathology;  and  the  New  York  Academy  of 
Sciences. 

DR.  HERMAN  A.  TAI.LEY  is  a native  of 
this  State.  He  attended  the  University  of  Arkan- 
sas Medical  School  at  Little  Rock  and  received 
his  M.D.  degree  in  1971.  He  received  both  intern 
and  residency  training  at  the  LIniversity  of  Ar- 
kansas in  I.ittle  Rock,  finishing  there  in  1974. 
He  is  Board  Certified  Ijy  the  American  Board 
of  Obstetrics  - Gynecology  and  is  in  private  prac- 
tice in  the  Doctors  Building,  Suite  702,  500  South 
University  in  Little  Rock. 

DR.  4'HOMAS  R.  WALLACE  has  been  ac- 
cepted for  membership  and  his  specialty  is  Oph- 


thalmology. Dr.  Wallace  is  a native  of  Arkanstis 
and  attended  the  University  of  Arkansas  where 
he  received  his  M.D.  degree.  He  is  currently  com- 
pleting his  specialty  training  at  die  Medical  Cen- 
ter. 

DR.  CHARLES  D.  WILLIAMS  has  estab- 
lished his  office  at  500  South  University  Avenue, 
Little  Rock.  Dr.  Williams  was  born  and  raised 
in  Arkansas  and  attended  the  University  of  Ar- 
kansas Medical  College  where  he  received  his 
B.S.  and  M.D.  degrees.  He  interned  in  the  Park- 
land Memorial  Hospital  from  1965  to  1966  in 
Dallas,  Texas,  and  completed  his  residency  in 
the  University  of  Arkansas  Medical  School  in 
Little  Rock  and  Parkland  Memorial  Hospital, 
Dallas,  Texas.  Dr.  Williams  served  a fellowship 
at  the  New  York  University  Medical  Center  in 
New  York  City,  New  York.  He  is  board  certified 
by  the  American  Board  of  General  Surgery  and 
the  American  Board  of  'I’horacic  Surgery. 

The  Craighead-Poinsett  County  Medical  So- 
ciety has  accepted  into  membership  DR.  ROB- 
ERT M.  .STAINTON,  JR.,  of  Jonesboro.  Dr. 
Stainton  is  a pathologist  and  is  presently  associ- 
ated with  the  Doctors  Pathology  Services,  P.A., 
of  Jonesboro.  Dr.  Stainton  received  his  B.S.  de- 
gree from  the  University  of  Arkansas  in  1968.  He 
graduated  with  his  M.D.  degree  in  1972  from  the 
University  of  Arkansas  and  interned  and  com- 
pleted his  residencies  at  the  University  of  Ar- 
kansas in  Little  Rock. 

DR.  ROBERT  VAN  WALLING  has  been  ac- 
ceptcxl  into  membership  by  the  Sebastian  County 
Medical  Society.  He  is  a native  of  Texas  and  is 
associated  with  Drs.  Post,  Floyd,  and  Parker  of 
Fort  Smith,  Arkansas,  as  a pediatrician.  Dr. 
Walling  attended  Baylor  Lbiiversity  and  received 
his  B.A.  in  1964  and  his  M.A.  in  1967.  He  was 
graduated  in  1970  from  the  University  of  Ten- 
nessee with  his  M.D.  degree.  His  internship  and 
residencies  were  completed  with  the  City  of  Mem- 
phis Hospital  from  1970  through  1973.  He  was 
in  the  Army  Re.serve  from  1970  to  1974. 


Volume  73,  Number  5 — October,  1976 


225 


PROCEEDINGS 

OF 

3 SOCIETIES 


MINUTES 

COUNCIL  OF  THE 
ARKANSAS  MEDICAL  SOCIETY 
August  22nd,  1976 

riie  Council  of  the  Arkansas  Medical  Society 
met  at  12:00  noon  on  Sunday,  August  22,  1976, 
in  the  Camelot  Inn,  Little  Rock.  Present  were 
liurge,  Koenig,  Kolb,  Shuffield,  Duzan,  Maris, 
J.  Bell,  P.  Bell,  Irwin,  Jameson,  Moore,  Harris, 
Andrews,  Clark,  Jouett,  Henry,  Williams,  Kutait, 
Wilkins,  Chudy,  Crow,  Watson,  Townsend, 
Verser,  Wood,  Rex  Ramsay,  Edgar  Easley,  Pur- 
cell Smith,  Robert  Benafield,  Ken  Lilly,  W.  P. 
Phillijrs,  Raymond  Biondo,  C.  Thomas  Jansen, 
George  Warren,  Mark  White  of  the  Health  De- 
partment, Malcolm  Todd  of  California,  Mr.  Jim 
House  of  Blue  Cross-Blue  Shield,  Dr.  Long,  Mr. 
Warren,  Miss  Richmond,  Mr.  Schaefer,  and  Mr. 
McIntosh. 

d'he  Council  transacted  business  as  follows: 

1.  Upon  motion  of  Henry,  the  Council  ap- 
proved actions  of  the  Executive  Committee 
in  meetings  of  May  10,  June  7,  July  28,  Au- 
gust 3,  and  August  5,  as  follows: 

A.  On  May  10th,  voted  to  employ  Gene 
Newsom  Associates  to  do  public  opinion 
|x>lling  for  the  malpractice  amendment; 

B.  On  June  7th,  selected  individuals  to  sup 
plement  the  present  Medical  Services  Re- 
view Committee  in  assisting  with  pro- 
cedural coding  for  Medicaid,  and 

Ci.  .\uthorized  the  h e ad ([u al  ters  office  to 
make  .selections  of  trips  for  the  travel 
program  with  International  Travel  Ad- 
visors as  long  as  the  company’s  progiam 
for  the  membership  is  satisfactorily  han- 
dled; 

1).  .\t  a meeting  on  July  28th,  voted  to  call 
a meeting  of  the  House  of  Delegates  for 
August  22nd  and  a special  membership 
meeting  on  September  19th; 

E.  Voted  to  continue  the  Amendment  58 


campaign  without  recommendations  for 
remedial  legislation; 

E.  Voted  to  decline  an  invitation  to  partici- 
pate in  a panel  program  on  Amendment 
58  s|x)nsored  by  the  Pulaski  County  Bar 
Association; 

G.  Approved  fringe  benefits  for  the  new  ex- 
ecutive vice  president  in  accordance  with 
previousy-established  jxilicies; 

H.  Approved  the  production  and  showing 
of  a series  of  television  spots  for  airing 
in  September  and  October  to  promote 
passage  of  Amendment  58. 

I.  On  August  3rd,  the  Executive  Committee 
heard  a report  on  the  public  opinion 
jx)ll  for  Amendment  58  and  approved 
expenditures  for  television  sjx>ts. 

J.  On  August  5th,  the  Committee  agreed  to 
appeal  to  the  Arkansas  Supreme  Court 
the  ruling  by  Judge  Hickman  that 
Amendment  58  could  not  appear  on  the 
ballot  because  of  clerical  errors  made  in 
tlie  Journal  of  the  I.egislattire.  It  was 
agreed  that  the  educational  campaign 
sliould  be  continued  without  interrup- 
tion and  Secretary  Shuffield  was  author- 
ized to  commit  the  Society  to  pay  for 
required  publication  of  the  proposed 
amendment  if  State  funds  cannot  be 
used  to  cover  publication  expenses. 

2.  Paul  Schaefer  discussed  proposed  television 
spots  for  the  Amendment  58  campaign. 
Upon  motion  of  Henry,  the  Council  ap- 
proved the  proposed  scheduling  of  television 
spots  in  early  Septemljer.  There  was  one 
vote  in  opposition. 

3.  President  Koenig  read  a letter  from  the 
president  of  the  Arkansas  Trial  Lawyeis  As- 
sociation asking  for  a joint  meeting.  Upon 
the  motion  of  Wilkins,  the  Council  voted  to 
authorize  legal  counsel  Eugene  Warren  to 
meet  with  representatives  of  the  Trial  Law- 
yers Association. 

4.  Upon  the  motion  of  Wilkins,  Kenneth  R. 
Duzan  was  elected  to  fill  the  vacancy  on  the 
board  of  trustees  of  the  Arkansas  Medical 
■Society  Employees  Pension  Plan. 

5.  Asa  Crow  discussed  the  request  of  the 
Greene-Clay  County  Medical  Society  that 
a special  committee  be  aj>pointed  to  review 
the  services  of  the  county  health  departments 
over  the  State  and  the  projected  goals  of  the 
State  Health  Department.  Upon  the  motion 
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of  Aiulrews,  tlie  Ck)uiKil  voted  to  authori/e 
the  ehaiiman  to  appoint  a sjteeial  eoniinittee 
as  recommended.  It  was  agreed  that  the 
committee  slionld  hold  a meeting  which 
would  be  jniblicized  so  that  all  interested 
parties  coidd  attend. 

().  Dr.  Mark  White  of  the  Communicable  Dis- 
ease Division  of  the  State  Health  Depart- 
ment discussed  the  proposed  program  for 
the  Swine  Fin  vaccine.  He  advised  the  Coun- 
cil that  it  is  anticipated  the  vaccine  will  be 
available  about  mid-September;  that  it  will 
be  made  available  to  physicians  at  no  charge 
for  use  in  their  offices  wdth  high-risk  indi- 
viduals; after  distribution  to  physicians, 
public  clinics  will  follow  to  cover  others. 
Clinics  woidd  be  arranged  county-by-county 
and  could  not  be  simultaneous  becatise  of 
the  limited  number  of  “guns”  for  administer- 
ing vaccine.  Ujxtn  motion  of  Kutait,  the 
Council  endorsed  the  program  proposed  by 
Dr.  White. 

7.  Ujjon  motion  of  Wilkins,  the  Council  voted 
to  approve  the  rate  adjustment  for  the  So- 
ciety’s group  plan  with  Blue  Cross- Blue 
Shield  and  to  approve  an  improved  benefit 
package  recommended  by  Blue  Cross- Blue 
Shield,  d'he  benefit  changes  increased  the 
room  allowance  to  .fbO,  increased  major  med- 
ical to  one  million  with  100%  coverage 
above  $500  and  increased  eligibility  for  de- 
jvendents  to  age  twenty-three. 

8.  Dr.  Long  presented  an  intjuiry  from  the 
John  Hancock  Life  Insurance  Company 
about  the  availability  of  a surgical  consulta- 
tion program  for  elective  surgery.  Upon  the 
motion  of  Wilkins,  the  Council  directed  that 
the  insurance  company  be  advised  the  So- 
ciety considers  such  programs  to  be  ineffec- 
tive. 

9.  The  Council  received  for  information  a re- 
port from  the  Secretary  of  the  State  Medical 
Board  concerning  the  Board’s  action  regard- 
ing temporary  {>ermits. 

10.  Upon  the  motion  of  Henry,  the  Council 
voted  to  pay  fifteen  cents  (15jZ‘)  per  mile 
automobile  mileage  for  authorized  travel  on 
Society  business,  or  the  lesser  of  coach  air 
fare  or  mileage  at  where  applicable. 

11.  Leah  Richmond  reported  to  the  Council  on 
problems  encountered  in  the  hotel  reserva- 


tion for  the  1978  spring  meeting.  The  Coun- 
cil reaffirmed  the  date  of  April  16-19  for  the 
1978  meeting  in  Hot  Springs  and  voted  to 
authorize  the  Executive  Committee  to  ex- 
])lore  dates  other  than  the  usual  third  week 
in  .\pril  for  future  years. 

12.  d'he  Council  voted,  upon  motion  of  An- 
drews, to  hold  the  winter  meeting  on  No- 
vember  14. 

13.  Purcell  Smith  reported  to  the  Council  on 
tlie  Ranch  Party  wdiich  the  Society  co-hosted 
at  the  Dallas  meeting  of  the  AMA  in  June 
1976. 

APPROVED:  John  P.  Burge,  M.D. 

Chaimian  of  the  Council 


LETTERS 

TO  THE  EDITOR 

Arkansas  Metlical  Society 
Eort  Smith,  Arkansas 
Dear  Sir: 

Could  you  plea.se  tell  me  if  there  is  recorded 
in  your  medical  records  a burn  ca.se  attended  by 
Dr.  W.  W.  Morris  of  Denton  (Lawrence  County) 
Arkansas? 

Sometime  during  the  year  of  1909,  Dr.  Morris 
attem|Jted  to  graft  the  skin  of  a bnllfrog  on  the 
ptitient.  I am  that  patient.  I was  born  Jtily  15, 
1906,  son  of  Roltert  A.  East  and  Soula  Q.  East, 
Denton,  Arkansas.  1 have  recently  learned  about 
this  as  explained  in  the  following. 

Soon  after  I w’as  burned,  my  parents  separated. 
We  chiklren  were  put  with  different  families  and 
became  .separated.  I’hrough  search,  I have  lo- 
cated my  oldest  sister  (76  years  old)  in  California. 
She  has  told  me  the  following. 

Oti  March  17,  1909,  we  fotir  children  (I  being 
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the  youngest,  two  years,  eight  months)  were  put 
to  work  out  in  the  fields  burning  piles  of  corn 
stalks.  Our  Mother  had  gone  to  the  country 
store  to  buy  beans  to  plant  in  the  garden.  Our 
father  was  some  distance  away  in  another  field 
sowing  oats.  In  some  manner,  my  clothes  were 
ignited.  My  sisters  and  brother,  being  children, 
began  screaming  to  attract  our  father’s  attention. 
He  had  to  run  some  distance  to  get  to  us.  By 
this  time,  I was  burned  over  much  of  my  body. 
Father  put  out  the  fire  and  my  brother  and 
sisters  went  to  get  Dr.  Morris,  who  lived  about 
one  mile  away.  When  he  aiTived,  he  immediately 
began  treating  me,  but  explained  there  was  no 
hope.  But,  because  of  his  good  and  constant  care, 
I began  to  improve. 

.Sometime  later  — my  sister  was  not  sure  when, 
but  suggested  it  was  several  months  — the  burn 
would  or  coidd  not  heal  itself  because  of  the 
massive  area.  Dr.  MoiTis  began  talking  of  skin 
grafts.  He  first  took  small  sections  from  my  sis- 
ter’s shoulder.  Before  that  had  time  to  heal.  Dr. 
Morris  decided  he  must  have  larger  sections  to 
graft,  and  decided  that  the  great  springs  at  Mam- 
moth .Spring,  Arkansas,  could  supply  a bullfrog 
— thinking  the  fresh  clean  water  would  produce 
a healthy  specimen.  He  rode  his  horse  all  night 
and  part  of  the  next  day,  and  came  back  with 
the  frog.  In  our  farmhouse  kitchen,  he  prepared 
the  white  belly  skin  and  grafted  it  on  me  in  two 
places  on  my  stomach  and  right  leg.  The  scar 
tissue  in  these  areas  are  to  this  day  different 
colors  than  other  scar  tissue.  I’m  sure  the  graft 
itself  was  not  a success,  but  the  constant  attend- 
ance of  Dr.  Morris  (he  lived  at  our  house  for 
several  months)  helped  my  body  to  repair  itself. 
I am  .scarred  on  my  right  hand  and  right  arm, 
right  side  of  my  face,  right  chest,  completely 
acro.ss  my  stomach,  right  side,  and  right  leg 
almost  to  my  knee. 

As  I grew,  this  mass  of  scar  tissue  pulled  me 
to  a stooped  position  and  I was  unable  to  walk. 
My  sister  says  I moved  about  in  almost  a spider 
fashion.  Thanks  to  some  of  the  people  with 
whom  I stayed,  they  heljDed  in  teaching  me  to 
walk.  I wasn’t  much  help  to  a farmer  so  I was 
shifted  around  quite  a bit.  As  I grew  up,  I 
realized  I had  to  make  my  own  living.  With 
determination  and  the  help  of  some  good  jseople, 
I was  able  to  overcome  most  of  my  deformities. 


but  could  never  pass  a physical  for  a gocxi  job, 
but  have  been  able  to  make  a living. 

Dr.  Morris  became  a local  celebrity  and  trav- 
eled about  on  lecture  tours,  that  is  why  I feel 
there  might  be  some  record  of  this  case. 

I will  be  70  years  old  on  July  15,  and  I would 
be  most  happy  to  be  able  to  present  my  family 
with  this  proof  if  it  exists.  If  not  in  your  records, 
maybe  in  the  records  of  the  Lawrence  County 
Medical  Society.  If  you  would  be  so  kind  as  to 
forward  tlris  information  to  them. 

Thank  you  for  your  patience  in  reading 
through  this. 

With  great  hopes,  I remain. 

Respectfully  yours, 
Carrington  R.  East 

EDITORIAL  NOTE:  The  Medical  Society 
has  been  unable  to  find  any  mention  of  this  case 
in  the  Society  records.  We  would  appreciate 
hearing  from  anyone  who  has  information  on 
the  case. 


ANSWER  — Electrocardiogram  of  the  Month 

ECG  #1 
7:55  A.M. 

Sinus  rhythm  75/minute  with  frequent  ventricular  (V^) 
and  rare  supraventricular  (Vo)  extrasystole. 

PR  interval  = 0.14 
QRS  " =0.10 

QT  " = 0.52 

The  QT  interval  is  prolonged  and  the  ST-T  waves  show 
abnormal  inversion.  The  combination  of  slightly  prolonged 
QRS  Intervals,  QT  intervals  and  Quinidine  therapy  suggest 
quinidine  toxicity. 

ECG  #2 
5:45  P.M. 

Sinus  rhythm  90/minute  with  single  supraventricular  beat 

(vp. 

PR  interval  = 0.14 
QRS  " = 0.08  — 0.09 

QT  " = 0.38 

Abnormal  ST-T  wave  inversion  persists  suggesting  L.V. 
ischemia  and  "strain".  However  the  QT  interval  is  normal, 
the  patient  having  been  off  Quinidine  for  10  hours. 

QT  prolongation  with  Quinidine  toxicity  may  promote 
ventricular  arrhythmias.  If  not  recognized  as  such,  the 
physician  may  elect  to  give  increasing  doses  of  the  drug, 
aggravating  the  arrhythmia  and  risking  more  catastrophic 
ventricular  tachycardia. 
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From  Lilly/Dista  Research 


NALPON’ 

fenoprvfen  calcium 


SOO-mg."^  Pulvules® 


IDISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 

Additional  information  available  to  the  profession 
on  request. 


UBRARy 
O.C.  SAN  FRANC 

DECS 


♦Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium; 

(diazepam) 

2-mg,  5-mg,  10-mg  scored  Uiblets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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A KAP  (Knowledge-Attitude-Practice)  Approach  to 
The  Regionalization  of  Perinatal  Health 

Henry  C.  Heins,  Jr.,  M.D.,  M.P.H.* 


KAP  studies  of  ])ul)lic  health  proli- 
lenis  have  been  done.  Tliis  is  an  accepted 
approach  by  public  health  investigators. ^ A 
similar  approach  to  regionalization  of  perinatal 
health  care  in  .South  Carolina  is  proposed. 
Tlieoretically,  as  knowledge  increases,  attittides 
and  practices  will  change.  (Figure  1) 

South  Carolina,  55%  rural  and  45%  tirban,  is 
divided  into  Ih  counties.  In  1970,  it  ranked  40th 
in  land  area  and  2()th  in  population  (2,590,516) 
of  the  50  states. 

.South  Carolina  is,  and  has  Ijeen,  third  from 
the  bottom  in  United  States  perinatal  mortality. 
Only  a few  percentage  points  separate  the  lower 
most  ten  states  in  this  country  in  perinatal 
mortality.  Most  of  these  states  are  in  the  south- 
eastern section  of  our  country  and  share  similar 
problems  of  large  numbers  of  low  socio-economic 
groups.- 

Fetal,  neonatal,  and  perinatal  rates  are  indi- 
cators of  community  healtli.  Although  perinatal 
mortality  is  associated  more  closely  with  the 
events  immediately  surrounding  births,  numer- 
ous other  factors  siicli  as  poor  home  develop- 
ment, lack  of  education,  and  low  socio-economic 
stattis  must  be  considered.  No  report  derived 
solely  from  liirtli  and  death  certificates  can 
bring  to  light  all  factors  affecting  mortality.  In 
evaluating  services,  the  social,  cnltural,  and  eco- 
nomic characteristics  of  the  popnlation  served 
carry  cons  icier  a i)le  weight.  However,  these 
factors  are  disregarded  when  politicians  lay  the 
blame  at  the  door  of  physicians. 


♦Associate  Professor.  Obstetrics  & Gynecologv.  Medical  University 
of  South  Carolina.  Charleston;  Consultant.  Maternal  Child  Care 
Division.  South  Carolina  Department  of  Ffealth  X:  F.in  ironmenial 
(iontrol. 
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Peiinatal  deaths,  both  fetal  and  neonatal,  are 
usually  reported  by  county  of  occtirrence  or 
county  of  residence.  Now,  for  the  first  time  in 
South  Carolina,  these  statistics  have  been  re- 
ported l)y  hospital.  Since  perinatal  programs 
can  Ije  programed  for  computers,  it  is  possil:)le 
to  annually  do  a ranking  of  maternity  services 
by  ]terinatal  mortality.'* 

In  South  Carolina  66  of  the  6<S  Iiospitals 
(97%)  witli  active  maternity  services  in  1972 
responded  to  a perinatal  services  (|tiestionnaire. 
4 he  25  item  ([iiestionnaire  response  revealed 
some  interesting  data  about  the  delivery  of 
perinatal  health  care  in  otir  state.  4 his  study 
was  cross-validated  by  an  analysis  of  the  fetal 
and  neonatal  deaths  from  a review  of  fetal  death 
certificates  and  matched  birth  and  death  certifi- 
cates for  the  year  1972.^ 

Hospitals  were  cla.ssified  in  six  grotijrs  accord- 
ing to  the  size  of  maternity  .service.  More  than 
one-half  of  the  maternity  .services  in  .South 
Carolina  have  less  than  500  deliveries  ])er  year. 
Only  20%  of  South  Carolina's  50,000  births 
occurred  on  these  small  .services,  but,  significant- 
ly, it  is  here  that  more  than  .40%  of  the  fetal 
deaths  and  50%,  of  the  maternal  deaths  occurred. 
(Figures  2,  3,  4) 

A similar  jjicture  of  a nndtitude  of  smaller 
maternity  services  is  seen  also  in  Arkansas.**  '* 
(Figtires  5,  6) 

Utilization  of  delivery  rooms  and  maternity 
beds  does  not  reach  the  Sotnh  Carolina  mean 
until  more  than  500  births  occur  ou  a service. 

SOUTH  CAROLINA  1972 

SI  % OF  OB  SERVICES  DELIVER  LESS  THAN  500/YEAR 

THIS  REPRESENTS  ONLY  20  % OF  S.C.  50,000  BIRTHS  ANNUALLY 

BUT 

30  % OF  FETAL  DEATHS  AND  50  % OF  MATERNAL  DEATHS  OCCUR 

ON  THESE  SMALL  SERVICES 
Figure  2. 
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The  mean  ol  less  ilian  1 (lelivery  (0.9)  per  day 
per  delivery  room  sliows  very  poor  utilization  of 
facilities.  (Figures  7,  8) 

Fhe  proposal  to  regionalize,  not  centralize, 
perinatal  care  is  inteiuled  to  provide  resources 
for  the  practicing  physicians  and  to  make  avail- 
able consultation  services  and  medical  facilities 
for  any  complexity  in  maternity  and  infant  care, 
riie  pro])osal  is  not  intended  to  restrain  or 


UTILIZATION  OF  MATERNITY  BEDS  BY  SIZE  OF 
OBSTETRICAL  SERVICE  SOUTH  CAROLINA  8 
NORTH  CAROLINA 


O SC 

N = Number  of  Hospitols  Reporting 


Figure  3. 

FETAL  DEATH  RATE  PER  1000 
SOUTH  CAROLINA  a NORTH  CAROLINA 


CH  s c Rates  53  N C.  Rates 
N=  Number  of  Hospitals  Reporting 
Figure  4. 


dictate  medical  practice.  The  private  practi- 
tioners must  be  assured  that  the  plan  does  not 
pose  a threat  to  their  practice,  but  will  upgrade 
their  hospital  facility.  The  responsibility  of 
whom  to  hospitalize  and  where  to  hospitalize 
must  remain  within  the  province  of  the  indi- 
vidual physicians.  Any  such  plan  can  not  suc- 
ceed without  the  complete  cooperation  of  the 
physicians  involved.'^ 

Linder  such  a plan,  three  hospital  levels  of 


95  HOSPITALS  73  MATERNITY  SERVICES 

59  OB  SERVICES  LESS  THAN  500/YEAR 
34  OF  THESE  DELIVER  LESS  THAN  2 50/YEAR, 

THIS  46  OF  OB  SERVICES  DELIVER  14  % ARKANSAS  BIRTHS 

MEAN  DEL/YEAR  = 119  (LESS  THAN  lO/MONTH) 

Fi.gure  6. 

ARKANSAS  1972 


8 

HOSPITALS 

( 500 

- 1000 

BIRTHS) 

- 5,474 

3 

HOSPITALS 

(1000 

- 2000 

BIRTHS) 

- 3,612 

3 

HOSPITALS 

( > 

2000 

BIRTHS) 

- 7,724 

14 

HOSPITALS  (19%) 

DELIVERED 

16,810  PATIENTS  (57%) 

Figure  7. 
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(arc  would  he  idcntilicd,  cadi  with  ccitain 
( haractcristics  ot  lacilitx,  c(|uijMnciU,  and  per- 
.soniicl.  riie  tlirec  levels  ot  hospital  recoin- 
ineiuled  are: 

I.EX’EL  1 — Cominunity  hospitals  (20-25) 
would  deliver  normal  obstetrical 
and  neonatal  care. 

EE\'EL  II  —District  hospitals  (10)  would  deal 
with  most  of  the  obstetrical  and 
pediatric  jrrohlems. 

EEVEE  III— Regional  hospitals  (3)  wotdd 
serve  as  centers  for  the  care  of 
the  most  complicated  cases. 
Ehese  centers  (Greenville,  Co- 
lumbia, Charleston)  would  have 
a total  commitment  to  con- 
tinuing perinatal  edtication  in 
their  regions. 

.\fter  some  three  years  of  study,  a national 
task  force  made  up  of  the  American  College 
of  Obstetrics  and  Gynecology,  the  American 
•Academy  of  Family  Practice  and  the  A.M..\. 
with  the  National  Eoundation-March  of  Dimes, 
acting  as  secretariat,  has  evolved  specific  criteria 
which  establish  a certification  mechanism  where- 
by a hospital  is  designated  as  Level  1,  II,  or  III.^ 

Ehe  long  range  plan  in  .South  Carolina  is  to 
have  all  hospitals  in  South  Carolina  eventually 
attain  Level  II  capability,  since  it  is  clear  that 
a significant  percentage  (estimated  -10-50%)  of 
high  risk  patients  can  not  he  identified  prior  to 
the  onset  of  labor.  Nevertheless,  an  important 
facet  of  the  plan  is  the  development  and  im- 
plementation of  a data  collection  system  which 
can  detect  high  risk  patients  while  they  are 
still  at  risk.  (Eignre  9)  Computerized  perinatal 
records  are  being  developed  which  will  recjinre 
less  record  keeping  time  for  the  physician,  there- 
by allowing  more  time  to  he  spent  with  patients.-'^ 

Hospital  administrators  will  take  a dim  view 
of  the  expensive  e(|uipment  needed  in  a perinatal 
center  since  the  obstetrical  service  is  usually  a 
“loss  leader"  in  most  hospitals,  d'his  shoidd  he 
a factor  in  the  consolidation  of  the  multiple 
.small  obstetrical  services  and  in  the  pooling  of 
resources  to  accjtiire  monitoring  equipment. 
(Eignre  10) 

Perinatal  mortality  is  just  the  tip  of  the 
“iceberg".  .Similar  numbers  of  infants  with 
neurologic  deficits  are  important  aspects  of  the 
problem.  It  is  very  diffictih  to  estimate  the  cost 
of  reproductive  casualties  such  as  patients  with 
cerebral  palsy,  and  mental  retardation. 


It  sliould  l)e  emphasized  that  the  perinatal 
center  represents  a great  educational  resource. 
Ehe  regionalized  [jerinatal  concept  is  not  a 
threat  to  the  private  |jractitioner,  who  is  invited 
and  encouraged  to  use  the  premises  for  his  high 
risk  patient,  both  Level  II  and  Level  III  hos- 
pitals will  have  to  have  “open  staff"  privileges 
for  physicians  doing  obstetrics.  (Eignre  11) 
KNOWLEDGE 

•V  concetitrated  attempt  to  involve  physicians 

OBSTETRIC  PATlE^r^S  - HIGH  RISK  SCORE  SHEET 
ASSIGN  HIGH  RISK  IF  +5  OR  GREATER  SCORE: 

I.  Soclo-econotnic  (+1  for  any  factor) 

Age  - less  Chan  18  or  greater  than  34, 

Parity  - 0 or  greater  than  4,  ~ 

Marital  status  - unwed.  ' 

Educational  status  - less  than  12  years. 

II.  Nutritional  (+2  for  any  factor) 

HB  - less  than  10  grams. 

UN/TN  Ratio  - leas  than  60, 

Height  - leaa  than  60  Inches. 

Weight  - less  than  100  lbs.  or  greater  than  200  lbs. 


III,  Past  Pregnancy  Perfomance  (+3  for  any  factor) 
Difficult  labor  - prolonged  labor. 

Damaged  Infant. 

Congenital  major  anomaly. 

Previous  cesarean  section. 


IV,  Past  Pregnancy  (Xtcooe  (+4  for  any  factor) 
Fetal  death. 

Neonatal  death. 

Low  birth  weight  (less  than  5^  lbs.) 

3 4-  consecutive  abortions. 


V.  Medical  or  obstetric  complication,  present  pregnancy 

(+5  for  this  factor). 


HIGH  RISK  SCORE 


Indication  for  high  risk  care  & Ultrasonic  Laalnography : 

plan  for  care  (outline): 

Date  ^ Wka.  BPD  Ceat.  Age 


L/S  & Other  Studies: 


Value 


Figure  9- 

FLOW  OF  HIGH  RISK  PATIENTS 


Perinatal  Health 
Screen 


Figure  10. 


Level  1 1 1 Hospital 


Volume  73,  Number  6 — November,  1976 


231 


A KAP  (Knovvledge-Attitude-Practice)  Approach  to  the  Regionalization  of  Perinatal  Health 


at  locations  of  the  ten  Level  II  (District  hos- 
pitals) high  risk  centers  has  been  made.  It  is 
estimated  that  these  hospitals  will  be  the  location 
of  the  “action”  where  over  90%  of  the  moni- 
toring of  the  high  risk  patient  will  take  place  in 
Sotith  Carolina. 

Each  month,  dnring  the  past  year,  a pedia- 
trician and  an  obstetrician  from  the  same  Level 
II  hospital  staff  were  brought  to  the  Perinatal 
Center  at  the  Medical  LTniversity  of  South 
Carolina.  I’lins  far,  seventeen  such  teams  of 
physicians  liave  been  exposed  to  the  perinatal 
concept.  They  spent  one  week  attending 
symposia  and  gaining  clinical  experience  in  botli 
the  fetal  intensive  care  unit  and  the  neonatal 
intensive  care  unit.  It  is  estimated  that  the 
present  half  life  of  perinatal  knowledge  is  18 
months.  Therefore,  an  intensive  education  pro- 
gram mtist  be  continually  operating  at  all  levels 
of  care.  Current  perinatal  concepts  are  empha- 
sized along  with  the  capability  of  applying  these 
concepts  in  the  Level  II  hospital. 

Nurses  from  the  Level  II  hospitals  were  also 
brought  down  in  gioups  of  10  to  spend  two 
weeks  at  otir  Perinatal  Center.  These  nurses 
then  returned  to  their  I.evel  II  hospitals  and  had 
a re-enforcing  visit  from  the  Level  III  ntirsing 
staff. 

A film  outlining  the  advantages  of  a high  risk 
center  was  prodticcd  under  a Regional  Medical 


ESTRIOLS  (PLASMA  & URINE) 

ULTRASOUND 

OXYTOCIN  CHALLENGE 

UREA  N/TOTAL  N 

AMNIOCENTESIS 

L/S  RATIO.  CREATININE 


NURSING 
SOCIAL  SERVICE 
NUTRITIONIST 
HEALTH  EDUCATION 
OUTREACH  WORKER 


Figure  1 1 . 


Program  (RMP)  gaant.  This  film  is  used  on  a 
closed,  state  wide  hospital  television  network 
with  a talk-back  period  followdiig  the  progiam. 

Combined  olistetrical 'pediatric  conferences 
take  place  twice  monthly  at  the  three  Level  III 
hospitals  and  are  being  encouraged  at  the  Level 
II  institutions.  The  private  practitioners  are 
especially  invited  to  these  conferences. 

Attempts  are  made  to  improve  communica- 
tions between  the  private  physicians  and  the  state 
health  department  personnel  to  overcome  the 
natural  suspicion  between  these  two  professional 
gToups.^ 

Attempts  to  improve  commtuiication  are  also 
made  by  the  use  of  a “hot  line”  type  of  WATS 
telephone  to  the  three  Level  III  Centers.  It  is 
emphasized  that  the  referring  “LMD”  be  given 
recognition  for  having  some  intelligence  and  be 
allowed  to  consult  with  the  Chief  of  the  unit 
and  not  with  just  the  intern  or  resident  on  call. 

Ambtdatory  consultations  for  evaluation  of 
private  high  risk  patients  have  been  of  benefit  to 
both  the  perinatal  center  and  the  private  phy- 
sicians. 

A cooperative  effort  with  the  emergency  medi- 
cal service  (E.M.S.)  and  the  military  air  safety 
traffic  (MAST)  in  training  of  paramedical 
attendants  is  beginning  to  help  alleviate  a com- 
j)lex  problem  of  transportation  of  the  high  risk 
mother  and  neonate  to  the  desired  Level  Hos- 
pital. 

Improved  pregnancy  otitcome  can  be  demon- 
strated by  study  of  the  Medical  University  of 
Sotith  Carolina’s  Perinatal  Center’s  experience 
since  1969.  (Eigures  12,  13,  14) 

ATTITUDES 

Perhaps  the  most  potent  barrier  is  the  re- 
sistance of  the  physicians  themselves.  They  fear 
an  attempt  to  develop  an  elitist  group  from 
which  they  are  excluded.  They  fear  loss  of 
status,  loss  of  medical  challenge,  and  of  being 
limited  to  treating  “normal”  cases. 

Unless  patients,  physicians,  and  hospital  ad- 
ministrators change  their  attitudes,  regionaliza- 
tion will  not  be  accomplished  to  any  significant 
degree  on  a voluntary  basis.  Many  obstetricians 
and  gynecologists  approve  this  concept,  in  prin- 
ciple, as  long  as  it  does  not  involve  the  com- 
munity where  they  practice. These  obstetricians 
have  enjoyed  a successful  practice  in  one  or  two 
hospitals  where  their  patients  have  received 
excellent  care.  The  physicians  have  been  active 
in  sectional  and  hospital  activities  and  have 
developed  a successful  referral  pattern  with  other 
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specialists,  rhey  do  not  tvant  to  <;ive  up  this 
ideal  anangeinent,  yet  they  realize  changes  are 
needed  since  three  or  lour  obstetric  units  in  the 
community  have  many  unoccupied  obstetric  beds. 
Many  conferences  and  detailed  plans  have  been 
proposed  regarding  the  feasibility  of  a consoli- 
dated perinatal  unit,  yet  the  physicians  are 
reluctant  to  consider  a move  to  a strange  hospital 
with  different  nurses  and  unfamiliar  specialists 
and  hospital  administrators.  In  addition,  the 
physicians  are  concerned  that  they  may  lose  con- 
trol of  their  complicated  obstetrical  problems. 

AVhile  hospital  administrators  worry  about  the 
loss  of  revenue  because  of  the  number  of  un- 
occujjied  beds,  they  are  more  concerned  about 
the  loss  of  surgical  gynecology  in  the  family  unit. 
Thus,  they  will  expect  a lucrative  trade  off  in 
lieu  of  obstetrics. 

It  is  surprising,  considering  the  decreased 
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Figure  12. 
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volume  of  deliveries  aiul  general  unprofitable 
nature  of  obstetrics,  to  notice  that  few  hospitals 
plan  to  eliminate  this  service.  The  continued 
maintenance  of  obstetrics,  ilespite  a constant 
effort  to  break  even  financially,  is  justified  in 
terms  of  four  basic  considerations: 

1)  True  Coniuiunity  hospitals  must  provide  a 
full  complement  of  services  in  order  to 
justify  their  existence. 

2)  Pressure  from  the  affiliated  physicians  who 
require  obstetric  facilities  near  their  re- 
spective offices  as  a matter  of  jjersonal 
convenience. 

3)  Fear  that  closure  of  obstetrics  would  ad- 
versely affect  the  total  volume  of  hospital 
business.  Private  practitioners  may  move 
their  entire  practice  to  another  facility 
which  also  provides  obstetric  services. 

4)  Underestii7iation  of  the  number  of  high 
risk  private  patients  by  hospital  adminis- 
trators. T hey  estimate  the  total  high  risk 
group  at  approximately  1-2%  of  the  total 
births.  The  actual  figure  is  nearer  10-15%. 

On  occasion  when  the  public  is  informed  of 
such  plans,  the  communication  media  may  take 
sides  by  providing  elaborate  testimonials  con- 
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cerning  the  excellent  care  received  in  the  past, 
and  how,  in  the  future,  the  patient  will  be  denied 
the  choice  of  hospitals.  The  physicians  who  have 
been  leaders  in  stich  reorganization  attempts 
may  receive  anonymous  threats  and  hate  mail. 
W'hen  the  variotis  grotips  realize  the  extent  of 
the  ojrposition,  progress  stops  or,  at  best,  pro- 
ceeds very  slowly.  \Vith  so  many  cross  currents 
and  opposing  points  of  view,  it  is  going  to  take 
superb  negotiation  and  a concentrated  educa- 
tional effort  by  obstetricians,  pediatricians,  and 
hospital  administrators  to  change  these  attitudes 
before  there  can  be  any  material  benefit  from 
the  advantages  of  regionalization.  Hopefully, 
witli  persistent,  unselfish  educational  effort  this 
concept  can  still  be  accomplished  on  a voluntary 
Irasis. 

COST 

riie  high  cost  of  medical  care  is  one  of  the 
main  issues  exerting  presstires  for  consolidation 
of  obstetric  care.  A well-thotight-out  and  rea- 
sonable plan  will  work  only  if  the  practicing 
obstetricians  are  willing  to  change  methods  and 
place  of  practice  for  the  overall  benefit  of  j^atient 
care,  even  if  it  means  some  personal  sacrifice  on 
their  part.^- 

■Another  factor  to  be  considered  is  the  in- 
creasing threat  of  malpractice  or  increasing  lia- 
bility insurance  premiums.  Many  groups,  but 
]xutictdarly  the  legal  profession,  are  showing 
increa.sed  interest  in  the  "right  to  be  well  born". 

I he  expectations  of  many  who  start  this  type 
of  planning  ha\e  far  exceedeil  that  which  is  likely 
to  be  accomplished  within  a matter  of  three  or 
four  years.  This  is  not  to  say  that  it  cannot  be 
accomplished.  While  health  planning  councils 
and  agencies  do  not  really  have  teeth  as  yet,  the 
teeth  are  coming.  Communities  will  look  twice 
at  the  high  cost  of  providing  multiple  facility 
care. 

Hospitals  generally  view  the  physician,  not  the 
patient,  as  the  client  or  potential  client  utilizing 
their  services.  For  the  patient,  hospital  service 
is  seen  as  an  interruption  in  the  normal  pattern 
of  living.  When  hospitalization  is  required,  the 
patient  tends  to  identify  not  with  a given  hos- 
pital, but  rather  with  her  physician,  who.se 
decision  will,  in  most  cases,  determine  the  facility 
in  which  the  patient  is  to  be  treated.  A physician 
on  the  other  hand,  views  a hospital  as  an  integral 
aspect  of  one’s  professional  life.  It  is  only  natural 
that  the  physician  prefers  to  patronize  a hospital 
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located  in  close  geographic  proximity  to  his 
office. 

I’he  entire  issue  of  consolidation  as  a vehicle 
for  implementing  more  uniform  and  sophisti- 
cated obstetric  neonatal  care  would  never  have 
arisen  if  it  were  not  for  recent  medical  and 
technological  advances.  An  etjual  degree  of  ad- 
ministrative, political,  and  fiscal  ingenuity  is 
now  required  to  develop  and  maintain  a service 
delivery  system  which  will  facilitate  the  most 
fruitful  application  of  this  ever  increasing  body 
of  technical  knowledge.  (Figure  15) 
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INTRODUCTION 

Jii  the  sliort  jtcriocl  of  time  since  19()8,  when 
this  procetlnre  was  introduced  into  the  United 
States  following  two  tlecades  of  use  in  Europe,’ 
gynecologic  laparoscopy  has  revolutionized  the 
practice  of  gynecology.  It  is  now  one  of  the  most 
commonly  performed  gynecologic  procedures. - 
It  has  provitled  every  gynecologist  a picture 
window  into  the  lower  abdomen  and  pelvis,  yet 
avoids  major  abdominal  explorations  with  tlieir 
large  incisions,  pain,  slow  recovery,  and  signifi- 
cant risks.  Laparo-scopy  offers  rapid  diagnosis, 
rapid  recovery  time,  minimal  cosmetic  injury, 
much  reduced  cost,  no  post-operative  sexual 
restriction,  and  reduced  risks.  Most  simply 
stated,  the  laparoscope  can  do  three  tilings: 
1)  diagnose  unknown  problems;  2)  evaluate 
known  prolilems;  and  3)  be  a surgical  tool.  This 
ji.'iper  will  deal  primarily  with  the  first  two  of 
these. 

MATERIALS  AND  METHODS 

Our  six  man  private  gynecological  group 
began  performing  lajxiroscopy  in  March  1972. 
I he  records  of  1,57.7  patients  w'ho  had  a laparo- 
scopic procedure  done  by  a member  of  our  group 
in  the  48  months  between  March  1972  and 
March  197()  were  reviewed.  Out  of  this  group 
the  316  cases  in  which  laparoscopy  was  per- 
formed for  gynecologic  diagnosis  and  evaluation 
only  were  studied. 

.Ml  of  the  316  cases  were  done  under  general 
anesthesia,  usually  with  endotracheal  intubation 
depending  on  the  preference  of  the  anesthesiolo- 
gist. 'I’he  age  varied  from  12  to  67  years  with  a 
median  of  26  years.  Obesity  was  not  a contra- 
indication. Eight  patients  weighed  over  200 
pounds.  The  average  patient  weighed  132 
pounds  with  a range  of  89  to  230  pounds. 

Eifty-one  percent  of  the  patients  were  done  as 
outpatients.  Having  had  nothing  by  mouth 
since  the  previous  midnight,  they  arrived  at  the 
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special  "in  aiul  out"  unit  of  our  hospital  early 
in  the  morning  and  were  di.scharged  the  same 
afternoon. 


■Sixty-six  (21%)  had  had  previous 

abdominal 

surgery.  Forty-six  had  had 

one  pr 

evions  pro- 

cedure,  nineteen  had  had  two  previous  pro- 

cedures,  and  one  |xuient  had 

had  three  previous 

procedures. 

TABLE  1.  Indications  for  Laparoscopy 

Xiiinher  of 

Coses 

Percentage 

Pelvic  Pain 

175 

55.4 

Infertility 

1 16 

36.7 

Endocrine  Disorder 

13 

4.1 

Peh  ic  Mass 

10 

3.2 

Anatomic  Delect 

1 

0.3 

Lost  lUCD 

1 

0.3 

Eolal 

316 

100.0 

.\s  indicated  in  Table  I,  |)el\ic  pain  and  inter- 

lililv  were  the  most  common 

indications  for  cliag- 

nostic  laparoscopy.  Over  half  ol  the 

pi  ocedurcs 

were  done  in  an  elfort  to  cl 

licit  the 

etiology  ol 

])elvic  pain. 

RESULTS 

1.  Pelvic  Pain 

One  hundred  seventy-five 

patients  with  the 

complaint  of  pelvic  pain  were  evaluated  by  lap- 
aroscopy. Eifiy-six  percent  of  these  (98  patients) 

had  noiinal  findings  ( Table 

11).  Of 

those  with 

abnoiinal  findings:  (.\)  twenty  lour  | 

Kitients  had 

TABLE  II. 

Findings  at  Laparoscopy 

for  Pelvic  Pain 

Xu  III  her  of 

Ctises 

Percentage 

Normal  findings 

98 

56 

.\clhesions 

24 

14 

Endometriosis 

17 

10 

PID 

15 

8 

Ectopic  pi  egnancy 

8 

4 

Func  tional  ovarian  cysts 

5 

3 

Alien-Masters  syndrome 
Bleeding  corjjus  luteum  with 

4 

2 

hematci  peritoneum 

3 

2 

Acute  appeuclicitis 

1 

1 

Total 

175 

100 
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pelvic  adhesions  present.  Some  of  these  could  he 
lysecl  throngli  the  laparoscope,  but  two  were  so 
extensive  that  celiotomy  was  required.  (B)  Seven- 
teen patients  had  endometriosis,  four  of  whom  re- 
quired hysterectomy  and  bilateral  salpingo- 
oophorectomy.  Five  of  these  patients  required 
celiotomy  at  a later  date.  (C)  Fifteen  patients  had 
pelvic  inflammatory  disease.  Two  of  these  had 
total  abdominal  hysterectomy  and  bilateral  sal- 
pingo-oophorectomy  immediately  following  lap- 
aroscopy while  three  liad  the  same  procedure 
done  at  a later  date.  (D)  Eight  patients  with  pel- 
vic pain  had  an  ectopic  pregnancy,  one  of  which 
was  discovered  before  it  had  ruptured.  (E)  One 
patient  with  suspected  ectopic  pregnancy  was 
found  instead  to  have  acute  appendicitis.  (F) 
d hree  other  patients  required  immediate  celi- 
otomy because  the  laparoscope  revealed  hemato- 
peritoneum  secondary  to  a bleeding  corpus  lute- 
urn.  (G)  Functional  ovarian  cysts  not  requiring 
celiotomy  were  found  in  five  patients  with  pelvic 
pain.  The  fluid  from  one  functional  cyst  was 
aspirated  through  the  laparoscope.  (H)  Fifteen 
patients  with  pelvic  pain  thought  to  be  related 
to  uterine  retroversion  had  a uterine  suspension 
performed  with  the  aid  of  tlie  laparoscope. 

TABLE  III. 

Findings  at  Laparoscopy  for  Infertility 


Normal  findings 

Number  of 
Cases 

73 

Percentage 

63 

Endometriosis 

18 

16 

Adhesions 

8 

7 

PID 

6 

5 

Polycystic  ovaries 

6 

,5 

d’ubal  blockage 

4 

3 

Unsuspected  ovarian 

fibroma  1 

1 

Total 

116 

100 

II.  Infertility 

Of  the  IIG  patients  with  infertility,  73  patients 
(63%)  had  normal  findings  (Table  111).  Twenty- 
two  (9%)  subsecjuently  liecame  pregnant.  Of  those 
with  abnormal  findings:  (A)  eighteen  had  endo- 
metriosis. One  of  these  required  definitive  sur- 
gery at  the  time  of  laparoscopy  and  two  at  a later 
date.  (B)  Eight  infertile  patients  had  pelvic  ad- 
hesions. (C)  Six  had  pelvic  inflammatory  disease. 
(D)  Four  had  bilateral  tubal  occlusion.  (E)  In  six 
infertile  patients  the  ovaries  had  the  enlarged 
glistening  appearance  of  polycystic  ovaries.  (F) 
One  patient  had  an  unsuspected  fibroma  of  the 


ovary  which  reejuired  celiotomy  for  removal  at  the 
time  of  laparoscopy. 

Prior  to  endometrial  liiopsy  to  detect  recent 
ovulation,  each  infertility  patient  had  tubal  eval- 
uation by  instilling  indigo  carmine  dye  into  the 
uterine  cavity  through  the  Semin’s  cannula.  Spill- 
age from  the  fimbriated  end  of  the  tube  was  vis- 
ualized through  the  laparoscope. 

III.  Endoctrine  Evaluation 

Thirteen  patients  had  diagnostic  laparoscopy 
for  endoctrine  evaluation.  Seven  of  these  had  hir- 
sutism. Six  had  amenorrhea.  The  former  seven 
were  nonmenopausal  women  with  abnormal  hair 
growth.  Laparoscopy  revealed  nomial  findings  in 
four  and  polycystic  ovaries  in  the  other  three.  Of 
the  six  witli  amenorrhea,  three  had  polycystic 
ovaries,  one  had  streak  ovaries,  one  had  tiny  ova- 
ries and  Turner's  mosaicism,  and  one  had  imma- 
ture ovaries  and  absence  of  the  vagina. 

IV.  Suspected  Pelvic  Mass 

The  laparoscope  was  used  to  evaluate  ten  pa- 
tients with  a suspected  pelvic  mass.  Two  of  these 
had  ovarian  serous  cysts.  One  had  a dermoid 
cyst.  Each  was  removed  by  celiotomy  at  the  com- 
pletion of  the  laparoscopy.  The  suspected  mass 
was  discovered  to  be  polycystic  ovaries  in  two  pa- 
tients, functional  cysts  in  two,  and  pelvic  inflam- 
matory disease  in  another.  Laparoscopy  showed  a 
normal  pelvis  in  one  patient  susjrected  of  having 
a pelvic  mass.  Carcinoma  of  the  right  ovary  was 
discovered  in  one  patient  with  a suspected  pelvic 
mass.  Malignant  cells  were  also  found  in  the  peri- 
toneal fluid  aspirated  through  the  laparoscope. 

V.  lUCD  Removal 

One  patient  was  spared  celiotomy  by  having  an 
intraperitoneal  lUCD  removed  using  the  laparo- 
scope. This  was  done  on  an  outpatient  basis.  (Since 
the  original  compilation  of  this  series  we  have  re- 
moved another  lUCD  from  the  broad  ligament 
by  this  same  method). 

Complications  from  diagnostic  laparoscopy  were 
rare.  In  two  obese  patients  laparoscopy  failed  be- 
cause of  the  inalhlity  to  establish  a pneumoperi- 
toneum (one  patient  weighed  206  pounds  and  the 
other  weighed  182  pounds).  Both  of  these  oc- 
curred early  in  the  series.  One  patient  developed 
herniation  of  the  omentum  through  the  umbilical 
trocar  site  three  days  following  diagnostic  laparos- 
copy. 

DISCUSSION 

General  anesthesia  is  the  most  frequently 
utilized  type  of  anesthesia  for  laparoscopy,  with 
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endotracheal  intubation  being  lavored  in  most  re- 
j)orts.3.  4 However,  many  do  not  feel  intubation 
is  an  absolute  necessity.®-  ® ^Ve  have  left  the  deci- 
sion on  intidiation  np  to  the  individual  anesthesi- 
ologist. Although  there  are  avid  proponents  of 
local  anesthesia,"- s we  have  never  employed  it. 

AVhile  the  mean  age  of  our  patients  was  26,  we 
had  four  patients  under  16.  One  M-year-old  had 
almost  intractable  pelvic  pain,  but  laparoscopy  re- 
vealed a normal  pelvis  and  appendix.  One  15-year- 
old  with  hirsutism  and  secondary  amenorrhea  had 
polycystic  ovaries.  One  adolescent  aged  14  was 
diagnosed  as  having  an  atypical  Turner’s  syn- 
drome. Buccal  smear  revealed  only  5%  Barr  bod- 
ies. Chromosomal  analysis  of  peripheral  blood 
leukocytes  revealed  a sex  chromosome  mosaicism 
of  the  type  45 /XO  (30%),  46/XX(70%).  At  lap- 
aroscopy she  had  two  very  small  ovaries  of  noimal 
macroscopic  appearance  instead  of  the  usual 
streak  ovaries  seen  in  the  classical  T.  in  net  s syn- 
drome. It  has  been  demonstrated  that  even  in  a 
certain  percentage  of  individuals  with  typical 
Turner’s  syndrome,  some  ovarian  function  exists, 
as  manifested  by  menstruation  or,  very  exception- 
ally, by  pregnancy. 9 Furthermore,  in  atypical 
Turner’s  syndrome  with  chromosomal  mosaicism, 
a certain  degiee  of  ovarian  development  in  the 
form  of  small  ovaries  is  often  encountered.^*  It 
is  evident  that  laparoscopy  is  not  required  in  the 
diagnosis  of  Turner’s  syndrome,  but  it  is  essential 
in  evaluating  the  status  of  the  ovaries  in  order  to 
know  whether  estrogenic  therapy  is  to  be  admin- 
istered or  not,  and  also  to  give  a mote  adequate 
prognosis  of  future  secondary  sexual  development 
and  fertility. 

Our  youngest  patient  was  a 12-year-old  referred 
by  a urologist  because  of  absence  of  the  vagina 
discovered  at  the  time  of  a urological  workup 
which  revealed  congenital  absence  of  one  kidney. 
Endocrine  studies  were  normal.  Buccal  smears 
were  chromatin  positive  and  she  had  a 46/XX 
karyotvpe.  Diagnostic  laparoscopy  revealed  com- 
plete absence  of  the  uterus  and  cervix  with  tiny 
ovaries  on  each  pelvic  sidewall.  Ovarian  biopsy 
revealed  immature  ovarian  tissue.  This  syn- 
drome has  been  called  by  some  the  Rokitansky- 
Kuster  syndrome.ii-^--^^ 

Oljesity  can  occasionally  be  a problem  in  lap- 
aroscopy, not  only  l)ecatise  of  the  caidioiespiia- 
tory  problems,  but  also  because  the  lapatoscopic 
equipment  is  of  limited  length.  * Obesity  was  pres- 
ent in  both  of  our  patients  in  which  the  pneumo- 


peritoneum could  not  Ite  established,  tints  causing 
abandonment  of  the  procedure. 

Most  of  the  patients  early  in  this  series  were  ad- 
mitted to  the  hospital.  However,  as  otir  ex  pet  ience 
has  increased  the  trend  has  reversed  so  that  most 
patients  are  now  treated  as  outpatients.  We  have 
discovered  that  from  the  standpoint  of  ease,  salety, 
and  economy  the  outpatient  concept  is  fai  supe- 
rior. Others  also  have  found  this  to  be  true.^^- 

The  frequency  of  previotis  abdominal  surgery 
ill  laparoscopy  varies  between  11.6%  and  33.2% 
in  various  studies.^-  In  the  21%,  of  out  patients 
in  this  category',  we  have  found  this  to  be  a negligi- 
ble problem.  .Sometimes  we  employ  the  “syringe 
test”  as  a precautionary  measure  in  patients  who 
have  a lower  abdominal  incision  scar. 

Our  most  common  indication  for  diagnostic 
laparoscopy  was  to  elicit  the  etiology  of  obscure 
pelvic  pain.  This  has  also  been  true  in  other 
series.^-  Obscure  chronically  recurring  pain  in 
the  lower  abdomen  is  among  the  most  common 
complaint  presented  to  us.  Now  with  the  aid  of 
the  laparoscope  a proper  diagnosis  usually  can  be 
established.  If  significant  pathology  is  found, 
definitive  treatment  can  be  offered.  If  a normal 
pelvis  is  found,  re-evahiation  of  the  problem  is 
mandatory  and  freqtiently  negates  the  demand 
for  further  surgery,  as  was  the  case  in  98  patients. 

Eotirteen  percent  of  the  patients  with  pelvic 
pain  had  pelvic  adhesions  previously  undiagnosed. 
Frangenheim  noted  adhesions  in  10%  of  lus  pa- 
tients laparoscoped  for  pelvic  pain.i' 

Endometriosis  was  discovered  in  10%,  of  our  pa- 
tients with  pelvic  pain  and  in  16%,  with  infertility. 
Often  the  disease  is  discovered  in  an  early  state 
not  yet  accessilile  by  palpation,  thus  allovv’ing  foi 
treatment  before  tlie  disease  causes  extensive  dam- 
age. In  addition  many  patients  thought  to  have 
endometriosis  have  been  found  to  have  a normal 
pelvis  or  pelvic  inflammatory  disease. 

q’he  usual  clinical  criteria  for  the  diagnosis  of 
pelvic  inflammatory  disease  are  correct  only  65%p 
of  the  time.i*  By  Laparoscopy  many  of  the.se  pa- 
tients are  found  to  have  a normal  pelvis  or  endo- 
metriosis. Diagnostic  laparoscopy  resulted  in  an 
end  to  improper  or  unnecessary  treatment.  C.hron- 
ic  pelvic  inflammatory  disease  was  found  in  8%^  of 
our  patients  investigated  for  pelvic  pain  and  5% 
for  infertility. 

A rather  rare  cause  of  pelvic  pain  is  the  Alien- 
Masters  syndrome  (sometimes  called  the  uni- 
versal joint  syndrome  or  pelvic  congestion  syn- 
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cironie).’^'  ’"  -i  The  anatomic  iindings  are  lacera- 
tions in  the  broad  ligaments  often  accompanied 
hv  retroflexion  of  the  nteriis  and  pelvic  varicos- 
ities. rids  syndrome  was  discovered  in  2%  of 
onr  cases  of  pelvic  pain.  Frangenheim  found  it  in 
5%  of  his.'"  The  laparoscojje  is  almost  essential 
in  making  this  diagnosis. 

We  have  found,  as  have  others, --  that  lap- 
aroscopy is  particularly  useful  for  diagnosis  early 
in  the  course  of  ectopic  pregnancy.  We  have  not 
used  it  in  patients  with  massive  hematoperitone- 
um  where  the  diagnosis  was  obvious  or  celiotomy 
urgent. 

We  have  also  tised  the  laparoscope  for  ancillary 
surgery  at  the  time  of  diagnostic  laparoscopy.  We 
have  performed  lysis  of  pelvic  or  omental  adhe- 
sions, ovarian  biopsy,  aspiration  of  peritoneal 
fluid  for  either  culture  or  cytologic  analysis,  aspi- 
ration of  functional  cysts,  removal  of  an  intra- 
peritoneal  lUCD,  and  uterine  suspensions.  We 
have  repm  ted  our  success  with  laparoscopic  uter- 
ine suspensions  in  15  patients  with  symptomatic 
uterine  retroversion  who  were  already  scheduled 
for  laparoscopy  for  another  reason.  All  15  pa- 
tients Iiad  complete  relief  of  symptoms.-'^ 

Laparoscopy  lias  greatly  increa,sed  the  produc- 
tivity of  diagnostic  efforts  in  female  infertility.-^ 
In  these  patients  unsuspected  pelvic  pathology  is 
freipiently  found.--'’  Short  of  celiotomy,  laparos- 
copy and  culdoscopy  are  the  only  procedures 
winch  allow  the  diagnosis  of  fimbrial  phimosis, 
])elvic  adhesions,  anatomic  altnormalities  of  the 
ovaries,  endometriosis,  and  .some  types  of  uterine 
malformations.  We  agree  with  Israel-”  that  en- 
doscopy must  Ite  performed  before  the  chart  of  a 
couple  can  be  lalteled  “unexplained  infertility." 
We  have  performed  both  culdoscopy  and  laparos- 
co])y  through  the  years,  and  Iiave  found  tlie  latter 
more  convenient  and  easier  to  use,  especially  in  so 
far  as  allowing  celiotomy  without  changing  the 
patient's  position  and  more  complete  investiga- 
tion of  tlie  internal  pelvic  organs. 

Laparoscopy  has  jdayecl  an  important  part  in 
our  investigation  of  some  patients  with  hirsutism 
and  amenorrhea.  At  times  the  cause  is  polycystic 
ovarie.s  without  detectable  enlargement,  even 
when  pelvic  examination  is  |>erformetl  by  experi- 
enced gynecologists.-^  We  have  found,  as  has 
Frangenheim, 1''  that  an  eye  in  the  pelvis  is  much 
more  accurate  than  two  fingers  in  the  vagina. 

In  most  series  the  use  of  the  laparoscope  for  di- 
agnosis of  a suspected  pelvic  mass  is  infrecpient,^ 


as  it  was  in  3%  of  otir  cases.  However,  one  pa- 
tient with  a cjuestionai)le  pelvic  mass  was  spared 
celiotomy  Irecause  laparoscopy  revealed  normal 
findings. 

Another  patient  was  saved  an  exploratory  celi- 
otomy because  we  were  able  to  remove  her  intra- 
peritoneal  lUCD  employing  the  laparoscope. 
Uterine  perforation  is  a well-known  complication 
of  intrauterine  contraceptive  devices.  Depending 
on~tIie  type  of  lUCD  employed,  the  uterine  per- 
foration rate  has  been  reported  as  ranging  from 
1 per  150  to  1 per  2,000  insertions.^^  Peritonitis 
and/or  intestinal  obstruction  may  result  from  in- 
traperitoneal  lUCDs.-**  Thus,  upon  discovery, 
even  asymptomatic  intraperitoneal  lUCDs  should 
be  removed  electively. 

There  were  three  significant  complications 
(0.9%).  Two  were  cases  of  failed  laparoscopy  due 
to  inability  to  estaljlish  a successful  pneumoperi- 
toneum becatise  of  extraperitoneal  injection  of 
carbon  dioxide.  In  eacli  instance  the  patient  re- 
covered without  incident.  These  failures  likely 
were  related  to  operator  inexperience  and  patient 
obesity.  Each  occurred  soon  after  we  began  doing 
lajjaroscopy,  and  has  not  occurred  since.  Studies 
have  shown  that  this  complication  is  five  times 
more  frequent  in  stirgeons  with  experience  of 
fewer  than  lOh  cases  as  compared  to  those  with 
greater  experience.^! 

The  third  significant  complication  was  hernia- 
tion of  the  omentum  through  the  umijilical  trocar 
site.  I'll  is  occurred  three  days  following  laparos- 
copy for  a suspected  pelvic  mass  which  was  dis- 
covered to  be  a functional  ovarian  cyst.  The  pro- 
truding omentum  was  excised  and  the  remaining 
omentum  pulletl  through  the  fascial  defect  which 
was  then  repaired  through  a lower  midline  in- 
cision beneath  the  defect.  The  postoperative 
course  was  uneventful.  I’his  complication  has 
only  been  reported  six  times.!-'!” 

CONCLUSIONS 

d hree  hundred  and  sixteen  gynecologic  patients 
in  which  laparoscopy  was  used  for  diagnosis  and 
evaluation  were  studied.  I'he  incidence  of  com- 
plications was  low  and  has  become  even  lower  as 
our  experience  has  increased.  The  instrument 
was  invaluable  in  the  rapid,  efficient  work-up  of 
patients  with  pelvic  pain,  infertility,  endocrine 
disortlers,  and  suspected  pelvic  masses,  providing 
a panoramic  view  of  the  female  pelvis  while  fre- 
quently obviating  the  need  for  major  abdominal 
exploratory  surgery. 
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The  Evaluation  of  Male  Infertility 
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the  increasing  availability  of  contra- 
cepti^'e  measures  and  abortions,  the  number  of 
children  availal)le  for  adoption  has  decreased  con- 
siderably. Thus,  for  the  relatively  infertile  cou- 
ple who  desires  children,  an  important  alternative 
has  been  removed.  The  primary  avenue  remain- 
ing is  the  procreation  of  their  own  child.  A cur- 
sory evaluation  of  the  infertile  couple  and  a short 
treatment  plan  prior  to  the  recommendation  of 
adoption  or  the  use  of  donor  semen  for  insemina- 
tion (AID)  has  too  often  been  the  rule. 

The  purpose  of  this  communication  is  to  out- 
line briefly  for  the  physician  in  family  practice  the 
evaluation  of  the  male  required  when  presented 
with  a relatively  infertile  couple.  The  merits  of 
a couple-oriented,  professional  team-effort  are  in- 
dicated. 

Definition 

A couple  is  considered  to  be  relatively  infertile 
if  a pregnancy  has  not  residted  following  one  year 
of  unprotected  coitus.  The  term  relatively  infer- 
tile is  used  to  indicate  the  theoretical  considera- 
tion that  if  an  ovum  and  any  sperm  are  present 
conception  is  possible. 

Incidence 

Approximately  30  percent  of  couples  are  af- 
fected by  problems  of  relative  or  absolute  infer- 
tility .sometime  during  their  reproductive  life. 
Idle  male  may  be  primarily  inplica  ted  in  approxi- 
mately 40-50  percent  of  infertility  problems.  Fail- 
ure of  ovulation  may  account  for  10-15  percent. 
An  estimated  20-30  percent  are  caused  by  tubal 
pathology,  while  in  5 percent  a cervical  factor 
may  be  associated  with  the  infertility.  As  many 
as  10-20%  of  couples  may  have  no  detectable 
cause  for  their  infertility.  In  many  instances  fac- 
tors related  to  infertility  are  multiple  and  reside 
in  both  husliand  and  wife.  This  stresses  the  need 
for  greater  accuracy  and  efficiency  of  simultane- 
ous coordinated  studies  in  both  husband  and  wife. 

The  Couple-Oriented  Evaluation 

The  wife  usually  presents  herself  alone  to  be 
evaluated  for  infertility.  Frecjuently,  the  evalu- 
ation of  tlie  wife  proceeds  to  an  operative  pro- 
cedure prior  to  the  evaluation  of  the  husband 
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who  may  have  reproductive  deficiencies.  It  is  im- 
portant that  both  be  present  initially.  This  allows 
the  physician  to  assess  the  couple's  attitudes 
regarding  a child  and  towards  each  other  and  to 
orient  the  couple  as  to  efficiency  in  time,  effort 
and  expense  of  parallel  analysis  of  both  partners. 
Enlistment  of  their  complete  cooperation  is  a 
requisite  for  a successful  program.  Infertility  in 
a marriage  often  creates  an  emotional,  trying  pe- 
riod of  adjustment  or  attempted  solution.  The 
early  involvement  with  a sympathetic,  under- 
standing physician  can  provide  much  needed  sup- 
port for  the  couple’s  success  in  handling  and  per- 
haps remedying  their  distressful  situation.  The 
requirements  and  significance  of  steps  in  the 
evaluation  should  be  explained  in  lay  terms.  It 
should  be  made  clear  that  consistent  participation 
of  the  couple  will  be  required  for  six  to  eighteen 
months.  Patients  easily  become  discouraged  if  the 
physician  does  not  present  a goal-oriented,  se- 
quential plan  that  will  give  them  confidence. 

The  couple’s  presence  together  for  initial  orien- 
tation and  examination  lessens  the  anxieties,  feel- 
ings of  guilt  and  the  embarrassment,  particularly 
for  men,  which  often  accompanies  infertility  eval- 
uations. Historical  information  usually  is  more 
accurate  with  both  partners  present.  The  evalu- 
ation and  requirements  of  each  member  in  the 
program  may  be  derived  without  the  risk  of  mis- 
understanding which  often  occurs  when  informa- 
tion is  conveyed  home  only  by  the  wife.  The  team 
concept  should  be  established  early,  to  emphasize 
not  only  the  cooperation  and  importance  of  both 
husband's  and  wife's  efforts  in  achieving  a preg- 
nancy, but  also  that  of  the  professionals  involved 
in  diagnosis  and  therapy. 

The  Basic  Evaluation 

The  basic  evaluation  consists  of  eight  categories 
of  investigation. 

1)  History  and  physical  examination  of  the 
wife,  including  basic  laboratory  studies. 

2)  History  and  physical  examination  of  the 
husband,  including  basic  laboratory  studies. 

3)  Evaluation  of  seminal  factor. 

4)  Evaluation  of  cervical  factor. 

5)  Evaluation  of  uterine  factor. 

6)  Evaluation  of  tubal  factor. 

7)  Evaluation  of  peritoneal  factor. 

8)  Evaluation  of  ovarian  activity. 
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Evaluation  of  Male  Infertility 

The  initial  evaluation  of  the  husband  is  con- 
cerned with  obtainint^  a oeneral  and  sexual  his- 
tory. A general  medical  history  shoidd  be  ob- 
tained including  a history  of  venereal  infection, 
mumps  orchitis,  history  of  chronic  diseases,  or 
recent  high  lever.  A history  of  previous  heinioi- 
rhaphy,  orcliiopexy,  hydrocelectomy,  or  geuital 
injury  also  is  needed.  history  of  abnormal  sex- 
ual development,  delayed  pul)erty,  or  use  of  hor- 
monal agents  during  childhood  or  adolescence 
should  be  obtained.  The  nature  of  the  patient's 
work,  his  exposure  to  chemicals,  irradiation,  or 
extreme  temjx'rature,  and  his  "work  habits  should 
be  kno\vn.  The  type  of  underclothing,  either 
close  litting  or  loose,  shoidd  be  known.  Peitinent 
inquiries  should  be  made  regarding  his  fertility 
Avith  his  present  spouse,  previous  spouses  or 
others.  The  husband  shoidd  lie  asked  if  he  has 
had  any  previous  evaluation  or  therapy  for  in- 
fertility. He  should  lx  asked  about  the  adequacy 
and  shajx  of  his  erection,  actual  coital  techniques, 
frequency  of  intercourse,  and  his  ejaculation.  Pie- 
vious  history  of  loiver  urinary  tract  infections, 
prostatitis,  urethritis,  or  urethral  discharge  should 
be  obtained.  A history  should  be  obtained  of 
chronic  medication  or  drug  use. 

The  physical  examination  should  include  an 
assessment  of  the  general  body  habitus  noting  fat 
distribution  and  hair  distriliution.  The  physical 
status  of  other  organ  systems  should  be  assessed. 
The  physical  examination  of  the  genitalia  should 
include  the  size  and  shape  of  the  penis,  including 
the  position  and  size  of  the  urethral  meatus,  the 
size  and  consistency  of  the  testes,  epididymis  and 
vas.  A careful  search  for  varicoceles  should  be 
done,  particularly  on  the  left  side,  and  with  the 
patient  standing  and  straining.  The  size  and  con- 
sistency of  the  prostate  should  be  noted. 

Each  of  the  stated  aspects  of  the  history  and 
physical  examination  have  some  significance  in 
regard  to  fertility.  Generally,  increased  testicular 
temperatures  have  a deleterious  effect  on  sperm- 
atogenesis, hence,  the  inquiries  of  the  patient  re- 
garding recent  high  fever,  exposure  to  high  tem- 
perature, such  as  at  work  or  in  the  bath  or  sauna, 
and  tight  clothing  or  underwear  ivhich  holds  the 
testicles  close  to  the  body.  Varicoceles  have  been 
noted  to  be  associated  with  poor  semen  quality 
which  resolve  frequently  following  varicocelec- 
tomy. Loss  of  testicular  parenchyma,  damage  to 
the  testicular  vasculature  or  olistruction  of  the 


seminal  ducts  (ejiididymis  or  vas)  may  result  from 
previous  trauma,  surgical  piocedmes,  or  inlec- 
tions involving  the  genitalia,  groin  or  lower  uri- 
nary tract.  A history  of  prolonged  cryptorchidism 
even  unilateral  may  give  indication  ol  a testicle 
witli  decrea.sed  capabilities  of  spermatogenesis, 
d he  history  related  to  coitus  may  disclose  infor- 
matioti  regarding  premature  ejaculation,  prefer- 
ence for  a coital  position  which  allows  oidy  jiai- 
tial  deposition  of  semen  within  the  depths  of 
the  vagina,  infrequent  coitus  or  ejaculation 
(>  every  seven  days)  or  frequent  intercourse  (once 
a (hiy  or  more).  Frequent  ejaculation  often  pro- 
gressively dimitiishes  the  number  of  sperm  cells 
in  the  ejacidate.  Infreipient  ejaculation  may  re- 
sult in  a decreased  ejacidate  (]uality. 

Obesity  may  be  an  important  factor  as  regards 
general  health  and  specifically  as  regards  testicu- 
lar temperature.  Endocrinologic  almormalities 
may  be  suggested  both  l)y  fat  and  hair  distribu- 
tion. A small  or  improperly  undescended  testicle, 
an  irregular  fibrotic  vas  or  epididymis  may  be 
noted  signaling  inadequate  testicular  substance  or 
indicating  evidence  of  vasal  or  epididymal  ob- 
struction. 

A hypospadiac  meatus  or  meatal  stenosis  may 
be  noted  which  would  contribute  to  poor  deposi- 
tion of  semen  within  the  depth  of  the  vagina. 

Laboratory  data  should  include  a urinalysis, 
complete  blood  count  and  serologic  test  for  syphil- 
is. 

Semen  Analysis 

The  analysis  of  semen  is  the  most  important 
diagnostic  test  in  the  evaluation  of  male  infer- 
tility and  its  proposed  therapy.  It  is  unfortunate, 
therefore,  that  it  is  too  frequently  a neglected  as- 
pect of  the  couple’s  infertility  evaluation.  It  often 
is  })erformed  without  the  care,  expertise  and  thor- 
oughness reipiired.  The  “sperm  count  or  den- 
sity of  spermatozoa  is  not  really  a semen  analysis, 
even  if  accompanied  by  observations  on  the  num- 
ber of  normal  motile  cells.  Very  few  laboratories 
or  infertility  centers  perform  a complete  or  even 
adc([uate  semen  analysis. 

Observations  and  tests  in  a semen  analysis 
should  include:  color,  odor,  obvious  inclusions, 
coagulation,  liquefaction,  viscosity,  volume,  cell 
count  (density),  percent  motility,  movement  (kind, 
activity,  speed  and  duration),  jiercent  vialiility 
(memijrane  integrity),  almormal  cells  (kind  and 
percent),  foreign  cells,  glvcerol  (osmotic)  sensitiv- 
ity. cryosensitivity  (percent  survival  during  freeze- 
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lhawing)  and  detection  ol  gonococci  or  other  inic- 
I'oorganisins. 

A period  ol  tliree  to  live  days  aijstinence,  to  al- 
low lor  the  peak  in  semen  tpiality,  shoidd  precetle 
each  collection  lor  analysis.  A semen  evaluation 
recpiires  three  complete  .semen  analyses,  not  just 
one,  because  ol  possible  variations  Irom  ejacidate 
to  ejacidate. 

Rationale  for  Aspects  of  the 
Semen  Analysis 

1)  Color  and  odor  sometimes  suggest  use  ol 
drugs  by  the  patient  or  accessory  gland  irregu- 
larities. Gel  casts,  and  the  like,  represent  a semen 
volume  which  most  olten  are  s[>emtotozoa-lree 
and  should  be  subtracted  in  the  calculation  of 
total  volume  lor  total  cell  count  measurements. 

2)  Coagidation,  liquelaction  and  viscosity  are 
related  but  may  have  a different  basis  and  signifi- 
cance. (ioagidation  and  licjuefaction  are  enzyme 
lelated  while  the  nature  ol  viscosity  alterations 
are  unknown.  I'he  inability  ol  semen  to  coagu- 
late is  a diagnostic  sign  that  there  is  azoospermia 
and  attendant  sterility  due  to  the  congenital  ab- 
sence ol  the  vas  deferens  and  the  seminal  vesicles. 
The  secretion  ol  tliese  structures  is  necessary  for 
coagulation. 

Inability  to  licpiely  alter  coagulation  or  main- 
tenance ol  high  viscosity  ;dter  licjuelaction  may 
tetlucc  fertility,  especially  in  oligospermia.  I'lie 
spermatozoa  may  become  trapped  or  slowed  in 
the  gel  or  glue-like  medium. 

Coagulated  semen  c;ui  be  licpielied  by  proteoly- 
sins  or  alplia-amylase.  Higli  ^'iscosity  can  Ite  re- 
duced by  mechanical  disruption  through  a small 
orifice  (syringe  and  needle)  or  by  the  addition  ol 
.\levaire,  witliout  apparent  damage  ol  sperma- 
tozoa. 

3)  Count  (density  ol  spermatozoa  in  millions 
per  milliliter)  provides  an  index  lor  oligospermia, 
a clelinite  correlate  lor  itilertility.  I’he  figure 
varies  but  less  than  !)()  million  motile  cells  per 
ejaculate  is  considered  by  many  to  be  oligo- 
spermia. I he  count  is  rarely  of  sole  significance, 
as  other  characteristics  ol  cell  cpiality,  some  un- 
detected, are  of  contributory  importance  to  in- 
fertility. True  oligospermia  is  almost  always 
designated  in  counts  ol  less  than  20  million/ml. 

4)  Motility  is  of  more  importance  than  cell 
density  ol  spermatozoa  in  fertility.  A low  percent- 
age (less  than  40%)  of  cells  and/or  a high  per- 
centage ol  cells  with  irregidar,  circular,  oscillatory 
and  sluggish  activity  is  olten  associated  with  in- 


fertility. It  is  the  reduced  number  of  motile  cells 
with  normal  activity  and  structure  which  appears 
to  be  critical.  Motility  should  remain  fairly  con- 
stant during  a stay  of  three  hours  at  room  temper- 
ature. A rapid  fall  indicates  abnormal  reaction 
to  in  vitro  stress  and  possible  difficulties  in  situ, 
which  should  be  tested  in  cervical  mucus. 

5)  Viability  or  “live-dead”  staining  terhnique 
is  based  upon  membrane  permeability  of  the  cell 
to  eosin.  An  intact  cell  membrane  is  impermeable 
to  the  stain,  while  injury  or  “death”  of  the  cell 
will  permit  intracellular  staining  by  eosin.  The 
live-dead  designation  is  questionable,  but  the  in- 
dication of  membrane  integrity  is  valid.  The 
eosin-nigrosin  staining  favors  this  latter  applica- 
tion, plus  the  ob,servations  and  measurements  for 
morphology,  on  the  same  slide.  The  technitpie  has 
merit,  also,  in  detection  of  intact  cells  which  are 
immotile,  when  compared  with  a higher  percent 
motility  rating.  This  pin-points  the  motility 
mechanism,  itself,  rather  than  injured  or  dead 
cells  as  the  cause  of  low  % motility. 

6)  Glycerol  or  osmotic  sensitivity  (or  toxicity) 
is  another  stress  test  along  with  that  of  cryosensi- 
livity.  In  atklition  to  detecting  such  qualitative 
weaknesses  in  spermatozoa,  both  observations  aid 
in  predicting  the  cryosurvival  jtotential  of  such 
semen  in  cryobanking. 

7)  Mor])Iiology  is  of  consideral)lc  importance, 
along  with  cell  count  and  motility.  It  represents 
an  aspect  ol  testicidar  integrity  in  functional 
spermatogenesis,  d'here  is  good  correlation  Ite- 
tween  a high  percentage  of  head  and  midpiece 
almormalities  and  retluced  fertility.  Stained  prep- 
arations are  Itest  for  ob.servations  which  will  sug- 
gest a possible  cause  for  reduced  fertility  if  over  25 
percent  of  the  cells  are  abnormal  in  structure.  Im- 
mature forms  (early  stages  in  spei  matogenesis 
which  appear  in  semen  as  a consequence  of  de- 
velopmental disturbances  in  the  tubular  epithe- 
lium) are  fairly  common  in  oligospermic  indi- 
viduals. 

8)  Foreign  cells  often  are  part  of  the  semen 
population.  Epithelial  cells  from  the  tract  lining 
are  of  little  consequence  unless  in  great  numbers 
which  may  indicate  damage.  Leukocytes  indicate 
infection  if  numbers  are  abnormally  high  and 
.shoidd  prompt  evaluation.  Erythrocytes,  leuko- 
cytes and  epithelial  cells  together  in  significant 
numbers  may  signal  lesions  and/or  infection  of 
the  seminal  tract  which  deserve  attention. 

Testicidar  biop.sy  is  not  a routine  jrrocedure.  It 


242 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


}()ii.\  F.  Kidman,  M.l).,  and  | k.  Siiikman,  Pii.l). 


-should  l)e  pursued  oidy  il  it  is  uccessaiy  lor  lestie- 
ular  analysis  and  in-depth  studies  ot  spennato- 
geuesis. 

Discussion 

• Vlthotigh  little  is  known  of  male  infertility, 
that  which  is  known  may  he  cpute  beneficial  to 
selected  patients.  As  stated  jjreviously,  wearing 
of  loo.se  clothing,  incltiding  undei  wear,  the  avoid- 
ance of  hot  baths,  and  decreasing  the  Iretjtiency 
of  ejaculation  to  once  every  three  to  five  days  may 
be  helpftil.  The  cessation  of  a medication  may  be 
of  benefit.  The  tliscovery  of  a varicocele  merits 
consideration  of  a varicocelectomy.  The  tletection 
of  a large  volume  (>  1.5  ml.)  in  .semen  analysis 
may  suggest  that  the  patient  split  his  ejaculate 
and  thus  relatively  increase  his  sperm  count  by 
withdrawing  during  intercotirse  generally  follow- 
ing the  ejaculation  of  about  the  first  2 cc.  of  sperm 
containing  semen.  Fhe  discovery  that  there  is  ag- 
glutination of  sperm  or  nonliqttefaction  of  the 
semen  indicates  potentially  correctable  abnormal- 
ities. Treatment  of  infections  of  the  prostate  and/ 
or  seminal  collecting  structures  may  enhance  fer- 

tilitv. 

/ 

.Semen  cryobanking  permits  the  storage,  con- 
centration and  in.semination  of  the  subfertile  hus- 
band's semen  (.\1H)  which  may  serve  to  favor  fer- 
tilization by  delivering  many  more  spermotozoa 
than  normally  possible  and  by  coinciding  better 
with  the  wife's  time  of  ovulation.  Insemination 
of  donor  semen  (.\11))  is  also  improved  by  storage 
of  donor  .semen  with  a variety  of  desired  character- 
istics which  are  readily  available. 

] he  medical  management  of  male  infertility  is 
limited  to  only  a few'  drugs  which  should  be  used 
judiciously  following  proper  chemical  evalua- 
tions. I'he  physician  who  is  undertaking  the  med- 
ical treatment  of  male  infertility  should  familiar- 
ize him.self  with  the  recent  and  changing  literature 
on  the  subject. 


.\t  the  Ciollege  of  Meilicine  (Tniversity  ol  ,\i- 
kansas  Medical  .Sciences  (iampus)  we  have  devel- 
opetl  a couple-oi  iented  iidertility  program  tot  om- 
bine  the  infertility  interests  and  skills  of  members 
of  the  Departments  of  Obstetrics  and  (iynecology. 
Urology  and  .\natomy.  Oti  physician  referial,  a 
detailed  evaluation  of  the  man  and  woman  as  a 
couple  is  imtlertaken,  and  a tietailed  semen  analy- 
sis is  accomplished.  Fhe  U.\MS  has  a functional 
semen  bank  for  the  clinical  use  of  frozen-storetl 
semen  which  functions  as  part  of  the  couple-ori- 
ented iidertility  program  in  cases  which  retjuire 
thei  apeutic  insemination.  Apart  from  the  couple- 
oriented  program,  complete  semen  analysis  anti 
or  urologic  evaluation  of  the  male  patient  is  avail- 
able also  tin  physician  referral. 

Summary 

.\n  introtluction  to  the  imjjortance  of  the  eval- 
uation of  male  infertility  in  a couple-orientetl 
program  of  infertility  evaluation  is  presentetl. 
ft  is  tlesigned  to  stimulate  a more  thoughtfid  ap- 
proach to  the  analy.ses  anti  treatment  of  infertility 
and  to  favor  the  appreciation  of  new  itleas  anti 
technitjues  in  its  treatment. 
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a rule,  the  fiequently  encountered  frac- 
ture described  by  Colles  in  18 14^  (an  extra-articu- 
lar fracture  located  “about  an  inch  and  a half 
above  the  carpal  extremity  of  the  radius”)  can  be 
reduced  easily  under  a local  anesthetic  such  as  1% 
lidocaine  without  adrenalin  introduced  into  the 
fracture  site.  Though  once  redticed  and  properly 
immobilized,  it  constitutes  an  inherently  stable 
fracttire;  too  often  as  a conseqtience  of  improper 
immobilization,  recurrence  of  the  original  angula- 
tory  deformity  develops  dtiring  healing.  The  chal- 
lenge is  not  reduction  of  the  fracture  but  is  main- 
tenance of  the  reduction  throughout  the  healing 
period  while  avoiding  undesirable  sequelae.  The 
reader  is  cautioned  that  when  the  author  suggests 
the  reduced  fracttire  is  inherently  stable  he  is  re- 
ferring specifically  to  the  simple  transverse  frac- 
ture of  the  distal  metaphysis  of  the  radius.  He  is 
not  referring  to  those  fractures  which,  as  a conse- 
quence of  comminution  and /or  extension  into  the 
wrist  joint,  are  inherently  unstable.  Barton’s  frac- 
ture, and  extremely  comminuted  fractures  of  the 
distal  end  of  the  radius  present  themselves  as  en- 
tirely different  surgical  challenges  and,  not  infre- 
cpiently,  need  to  be  treated  by  methods  other  than 
those  to  be  considered.-'^ 

The  functional  result  in  simple  Codes’  fractures 
is  frequently  comprised  by  recurrence  of  the  orig- 
inal “silver  fork”  deformity,  atrophy  of  the  in- 
trinsic muscles  of  the  hand  and  subcutaneous  tis- 
sue, the  development  of  circulatory  deficiencies, 
limitation  of  motion  in  all  articulations  below 
the  elbow  joint,  hyperesthesia  or  hypesthesia  in 
the  fingers  and  thumb,  causalgia,  Sudeck’s  atrophy 
and  even  soft  tisstie  sloughs.  If  the  surgeon  is  to 
avoid  undesirable  complications,  the  fracture 

*Little  Rock  Orthopedic  Clinic,  Post  Office  Box  5270,  Little 
Rock,  Arkansas  72205. 


mtist  be  reduced  and  adequately  immobilized 
from  the  outset.  Too,  the  surgeon  must  remain 
alert  to  potential  complications.  Greater  than 
usual  discomfort  of  a patient  who  initially  pre- 
sented himself  with  a marked  deformity  should 
alert  the  surgeon  to  the  possibility  of  damage  to 
the  median  nerve— a traumatic  carpal  tunnel  syn- 
drome. In  these  instances,  cervical  sympathetic 
blocks  and/or  a carpal  tunnel  release  of  the  wrist 
may  be  indicated.  In  that  event,  extra-skeletal 
stabilization  of  the  fracture  will  be  required  to 
maintain  the  reduction  while  treating  the  compli- 
cation. Extreme  volar  flexion,  the  so-called  Cot- 
ton-Loder®  position,  shoidd  be  avoided  as  it  may 
precipitate  this  complication  or  produce  a slough 
of  soft  tissues  opposite  the  volar  aspect  of  the  wrist 
joint.  Wrist  flexion  should  never  be  resorted  to, 
to  maintain  reduction  of  this  fracture.  Circular 
plaster  molds,  because  of  their  lack  of  accommoda- 
tion of  swelling  and  regression  of  swelling  have 
no  place  in  the  initial  management  of  this  frac- 
ture. Following  manipulation,  as  a ride,  the  re- 
duced position  obtained  can  be  maintained 
throughout  the  healing  period  by  the  correct  ap- 
plication of  the  principle  of  the  three  points  of 
pressure  described  by  Charnley®  which  construct  a 
simple  force  vector.  Immobilization  of  the  frac- 
ture by  this  means  can  be  depended  upon  to  ac- 
complish the  end  desired.  But,  once  again,  the 
reader  is  cautioned  that  the  author  at  present  is 
considering  only  one  specific  type  of  fracture  of 
the  distal  metaphysis  of  the  radius  which  is  wholly 
extra-articular  and  is  not  comminuted.  It  must 
be  evident  that  the  principle  of  three  points  of 
pressure,  when  applied  in  reverse,  would  be  equal- 
ly applicable  to  Smith’s  fracture— the  reverse  in- 
jury of  the  Colles’  fracture. 
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A IVacluie  of  the  distal  radius  may  or  may  not 
be  accompanied  by  a fracture  of  the  base  of  the 
ulnar  styloid  process.  If  present,  this  injury,  for 
purposes  of  management,  may  be  regarded  to  be 
self-correcting.  It  is  the  dorsal  angulation  and 
the  radial  det  iation  of  the  hand  and  the  tlisrup- 
tion  of  the  distal  radio-ulnar  joint,  when  present, 
that  must  be  corrected  and  maintained  through- 
out the  healing  period  if  the  patient  is  to  obtain  a 
satisfactory  anatomical  and  functional  result.  It 
has  been  observed  that  uncorrected  or  recurrent 
radial  shortening  of  the  forearm  is  often  more  dis- 
abling than  uncorrected  or  recurrent  dorsal  tilt  of 
the  radius. ■'  As  Codes  and  others  have  ob- 
served, the  patient  whose  fracture  has  healed  with 
some  residual  deformity  may  find  solace  in  the 
fact  that  after  a year  or  so  many  of  that  group  do 
attain  a plateau  of  satisfactory  function  even 
though  they  continue  to  display  the  anatomical 
deviation  throughout  the  remainder  of  their  lives. 
This  is  especially  true  in  older  patients  where  only 
limited  function  is  e.sscntial.  Even  so,  best  results 
can  be  anticipated  when  an  anatomical  reduction 
has  been  obtained  by  closed  manipulation  and 
maintained  by  plaster  immobilization  until  the 
fracture  is  stable.  This  shoidd  never  reqidre  more 
than  three  to  four  w’eeks;  after  which  time,  the  use 
of  plaster  is  discontinued  and  vigorous  physical 
therapy  is  instituted.  Though  not  generally  ap- 
preciated, recurrence  of  a once  conected  “silver 
fork”  deformity  is  often  the  result  of  the  dynamic 
bowstringing  effect  of  the  extrinsic  extensors 
which  traverse  the  concave  side  of  the  fracture  in 
a loose  plaster  environment.  For  this  reason,  in 
addition  to  those  mentioned  earlier,  the  flexed 
wrist  position  so  frequently  used  should  not  be 
resorted  to.  It  is  obvious,  when  considered,  that 
wrist  flexion  will  increase  the  dynamic  tension 
across  the  fracture  site  and  will  thereby  introduce 
a force  conducive  to  reproduction  of  the  original 
“silver  fork”  deformity.  It  is  the  author’s  belief 
that  following  reduction  immobilization  with  the 
wrist  in  flexion  is  the  most  frequently  encoun- 
tered factor  which  contributes  to  recurrence  of 
the  original  deformity.  The  surgeon  who  has  seen 
sloughs  of  the  soft  tissues,  including  tendons  and 
nerves,  on  the  volar  aspect  of  the  wrist  following 
immobilization  of  the  fracture  with  the  wrist  in 
extreme  flexion  will  not  resort  to  that  position. 
On  the  contrary,  the  fracture  should  be  immobi- 
lized wuth  the  flexor  and  extensor  mechanisms 
wdiich  traverse  the  fracture  site  in  a neutral  posi- 
tion as  regards  flexion  and  extension  at  the  wrist 


but  witli  the  hand  fully  deviated  at  the  wrist  to 
the  ulnar  side  of  the  forearm,  d’he  distal  end  of 
the  ulna,  wliich  is  stable,  is  used  as  a fidcrum 
over  which  the  proximal  row  of  tlie  carpal  l)ones 
is  levered  in  order  to  place  traction  on  the  distal 
fragment  of  the  fractured  radius  through  the  soft 
tissues  which  are  attached  to  it.  The  forearm 
shoidd  be  immobilized  in  a mid-position.  Com- 
pression and  angidatory  forces  across  the  fracture 
site  are  reduced  to  a minimum  thereby.  However, 
even  this  position  which  is  as  dynamically  neutral 
as  one  can  attain  cannot,  by  itself,  be  depended 
upon  to  prevent  recurrence  of  the  deformity.  A 
proper  splint  must  be  applied  and  worn  by  the 
patient  until  the  fracture  is  stable.  The  position 
de.scribed  wdll  provide  the  most  functional  {X)si- 
tion  from  which  to  begin  mobilization  of  the 
forearm  and  hand  after  discontinuance  of  plas- 
ter. Immobilization  can  best  be  accomplished  by 
means  of  a sugar  tong  plaster  splint"  which  is  ap- 
plied from  the  distal  pahnal  crease  proximalward 
along  the  volar  aspect  of  the  forearm,  around 
the  elbow  joint  and  back  down  along  the  dorsal 
aspect  of  the  forearm,  to  a point  just  proximal  to 
the  metacarpal  heads  incorporating  the  prin- 
ciples of  three  points  of  pressure.^  The  splint  it- 
self is  made  of  12  to  14  thicknesses  of  plaster  after 
determining  the  required  length  by  measurement 
on  the  normal  extremity.  It  is  prepared  by  unroll- 
ing rolls  of  plaster  onto  a flat  surface  to  construct 
a splint  of  the  proper  thickne.ss  and  required 
length. 

After  the  anesthetic  is  effective  and  prior  to 
application  of  the  splint,  the  fracture  is  manipu- 
lated and  reduced.  Force  is  applied  in  reverse  to 
tlie  force  that  produced  the  deformity.  This  can 
ire  accomplished  most  easily  by  the  surgeon  plac- 
ing his  back  to  the  patient  while  holding  the  distal 
forearm  in  both  his  hands  with  all  fingers  beneath 
tlie  proximal  fragment  of  the  radius  and  both 
thumbs  over  the  doisal  aspect  of  the  distal  frag- 
ment. Application  of  pressure  in  this  manner  will 
effectively  produce  a reverse  arc  of  motion  to  that 
which  precipitated  the  fracture.  Reduction  is  usu- 
ally accomplished  easily.  Prior  to  applying  a soft 
padding,  such  as  WTbril,  over  which  plaster  will 
be  applied,  two  felt  jrads  are  secured  to  the  skin 
bv  tincture  of  benzoin  or  any  other  tacky  sub- 
stance. (Figure  1)  One  pad  is  applied  over  the  dor- 
sal aspect  of  the  distal  fracture  fragment  while  a 
second  pad  is  applied  on  the  volar  aspect  of  the 
forearm  just  proximal  to  the  fracture  site.  A third 
point  of  pressure  is  obtained  without  any  special 
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Figure  1 

ettort  on  the  part  ot  tlie  surgeon.  It  will  Ite  located 
o\er  the  lateral  epicondyle  of  the  elbow  joint 
when  the  toreann  is  in  a mid-position.  The  volar 
pad  constitutes  the  fnlcrnm  of  the  three  point 
force  vector.  A soft  roll-type  of  padding  is  applied 
over  the  palm  of  the  hand,  the  two  felt  pads,  and 
continnetl  np  the  forearm  and  aliont  the  elbow, 
d he  pre-prepared  splint  is  then  applied  from  the 
jtahnar  surface  of  the  liand  along  the  volar  surface 
of  the  forearm  around  the  elltow  and  down  along 
the  dorsal  aspect  of  the  forearm  and  hand  while 
the  forearm  is  held  in  a vertical  plane  by  an  as- 
sistant w'ho  maintains  traction  on  the  fingers. 
The  splint  is  secured  in  place  by  regnlar  three 
inch  gauze  rolls  which  are  wet  prior  to  application 
to  permit  accurate  contouring.  After  the  splint 
has  l>een  .secured  to  the  forearm,  the  surgeon 
should  once  again  apply  a reverse  force  to  the  frac- 
ture. .And  once  again,  this  is  accomplished  at  the 
point  of  fixation  of  the  volar  pad  and  Ins  thumbs 
on  the  dorsal  aspect  of  the  splint  opposite  the 
point  where  tiie  jxid  has  l)een  affixed  over  the 
dorsal  aspect  of  the  distal  fragment.  F'irm  pres- 
sure is  maintained  in  these  areas  until  the  plaster 
has  set.  Care  is  taken  not  to  produce  unusual  in- 
dentations or  contours  of  the  plaster  during  this 
phase  of  splint  apjzlication  wliich  might  residt  in 
skin  necrosis.  Special  attention  is  devoted  to  ob- 
taining full  ulnar  tleviation  at  the  wrist  and  mini- 
mal wrist  flexion.  (Figure  2) 

After  tlie  plaster  has  .set,  post-reduction  films 
are  made.  The  extremity  is  elevated,  ice  packs  ap- 
plied over  the  wa  ist,  and,  on  occasions,  the  patient 
is  given  enzymes  to  minimize  the  postreduction 
sw'elling.  In  addition,  great  care  is  taken  to  ac- 
(|uaint  the  patient  wdth  the  signs  and  the  symp- 
toms of  a vascular  deficiency  which  would  be  seen 
in  any  hand  and  foreai  in  secondary  to  excessive 
swelling.  He  is  directed  to  return  to  the  emer- 
gency room  at  any  time  should  he  feel  that  there 
is  a possiljility  he  is  developing  a deficiency  in 
circulation.  Today,  great  care  is  also  taken,  to 
make  a record  that  these  instructions  have  been 


given.  On  those  rare  occasions  wdien  swelling 
becomes  a problem,  and  the  patient  presents  him- 
self, the  splint  is  loosened  Ity  ctitting  through  the 
gauze  and  soft  roll  down  to  the  skin  wdth  ban- 
dage scissors  along  the  ulnar  border  of  the  hand 
and  forearm  to  the  elbow,  d’he  splint  is  then 
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spread  with  a cast  spreader  oneapiarter  of  an  inch, 
after  which  it  is  re-wrapped.  The  s])iead  splint 
will  again  be  tightened  at  a later  date  after  swell- 
ing has  regressed  hut  Itefore  the  rethiced  position 
of  the  fracture  can  become  compromised.  When 
the  patient  becomes  ambidatory,  a sling  is  added. 
Shoidder  motion  and  finger  motion  are  encour- 
aged from  the  outset. 

As  a rule,  the  patient  is  discharged  from  the 
emergency  room  after  initial  treatment  to  his 
home  with  the  request  that  he  return  to  the  phy- 
sician’s office  at  the  end  of  10  days  for  radio- 
graphic  examination  of  the  fracture  through  plas- 
ter. I'he  fracture  is  still  malleable  at  this  time  so 
adjustment  if  indicated  is  possible.  If  a satisfac- 
tory position  has  been  maintained  and  swelling 
has  regressed,  the  sugar  tong  splint  is  tightened 
by  converting  it  to  a circidar  plaster  mold.  Two 
three  inch  plaster  rolls  are  wrapped  snugly  about 
the  splint  to  tighten  it.  If  the  radiograms  re- 
vealed any  evidence  of  recurrence  of  the  deform- 
ity, after  converting  the  splint  to  a cylinder  mold, 
open  wedging  of  the  plaster  can  be  resorted  to. 
The  dorsal  half  of  the  splint  is  cut  while  maintain- 
ing the  volar  half  intact  to  act  as  a hinge.  Wedging 
is  effected  at  a level  just  proximal  to  the  fracture 
site  so  that  the  distal  forearm  can  be  brought  into 
a few  degrees  of  flexion  at  the  fracture  site— not  at 
the  wrist  level.  After  correction  of  any  recurrent 
deformity  has  been  confirmed  by  radiograms,  the 
open  wedge  in  the  mold  is  closed  by  additional 
circumferential  wrapping  with  plaster.  However, 


when  the  three  point  ])ressure  technitpie  has  l)een 
applied  properly  at  the  time  of  reduction,  .seldom, 
if  ever,  will  w'edging  of  the  cast  be  re(|uired  to 
correct  a recurretit  deformity. 

I'lie  three  point  pressure  teclmitpie  of  immobili- 
zation can  be  applied  to  other  fractures.'^  It  is 
especially  usefnl  in  most  fractures  of  the  forearm 
seen  in  children.  W^herc  applicable,  it  offers  the 
most  reliable  closed  means  of  maintaining  the  re- 
duction obtained  and  of  avoiding  complications. 
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The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

(See  Answer  On  Page  259) 

W.  A.  55-year-old  female  with  a transvenous  bipolar  pacemaker— Metronic 
5950. 

1.  Is  pacemaker  functioning  appropriately? 

2.  Where  is  the  pacemaker? 

3.  What  is  the  underlying  rhythm  and  medical  problem? 


Mary  Richars,  M.D. 

Assistant  Professor 

University  of  Arkansas  for  Medical  Sciences 
Little  Rock,  Arkansas  72201 
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PH 


Rabies  in  Rodents  and  Lagomorphs 


Robert  T.  Howell,  Dr.P.H.* 

^^\ery  clay,  and  usually  two  or  more  times  a 
day,  the  Division  of  Public  Health  Laboratories, 

Arkansas  Department  of  Health,  receives  in- 
(jniries  regarding  the  probability  of  someone  get- 
ting rabies  through  the  bite  of  some  small,  usually 
a ])et,  rodent,  scpiirrel  or  rabbit.  Frecpiently  it  is 
a child  bitten  while  playing  with  a white  mouse, 
a hamster,  guinea  pig  or  gerbil.  At  certain  times 
of  the  year  it  will  just  as  likely  be  a man,  bitten 
while  handling  the  scpnrrel  he  has  just  “killed”. 

I'm  sure  many  similar  calls  go  to  the  Divisions  of 
Communicable  Disease  Control  and  Veterinary 
Public  Health.  To  anstver  some  of  these  cjues- 
tions,  a table  has  been  prepared  to  give  the  results 
of  laboratory  examinations  on  rodents  and  lago- 
morphs in  this  laboratory  during  the  past  eight 
years  (Table  1),  using  the  Sellers  and  the  Fluor- 
escent Rabies  .Antibody  (FR.A)  staining  tech- 
nicjues. 

On  a total  of  2,455  examinations  on  scpiirrels 
(791),  rats  (523),  mice  (312),  hamsters  (254),  rab- 


bits (293),  and  lesser  numbers  of  others,  we  have 
not  found  a single  one  to  be  infected  by  or  cany- 
ing  the  rabies  virus.  4 his  agrees  with  findings 
Irom  (Georgia, 1 where  rodents  and  rabbits  are 
no  longer  e.xamined  for  rabies  unless  such  an  ani- 
mal has  actively  attacked  and  bitten  a person 
without  any  provocation;  from  Florida-'  ^ where 
it  is  rejrorted  that  of  approximately  400  gray  scpiir- 
rels  examined  each  year,  none  have  been  found  to 
have  rabies,  the  last  scpnrrel  to  have  rabies  was 
over  sixteen  years  ago;  and  from  Oklahoma^ 
which  will  no  longer  examine  cage-raised  rodents 
for  rabies. 

In  1972,  Dr.  4Villiam  G.  AVhnkler,  A'iral  Diseases 
Hranch,  Epidemiology  Program,  Center  for  Dis- 
ease Control,  .Atlanta,  Georgia,  reviewed  the  status 
of  rodent  rabies  in  the  LTnited  States-’'  reporting 
that  “although  about  25,000  rodents  are  examined 
annually  for  rabies,  only  4 or  5 are  found  to  have 
the  disease”  and  that  “a  case  of  human  rabies  has 
never  been  traced  to  a rodent  despite  the  fact  that 
at  least  24,000  irersons  are  bitten  annually”.*' 


*Arkans.is  Di'p,mment  of  Uealth,  4SI 
Rock.  Arkansas  72205. 
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TABLE  1.  Species  of 

Rodents 

and  Lagomorphs 

Examined  for  Rabies,  1969- 

■ 1976 

S-Year 

Aiu)nal  1069 

1970 

1971 

1972 

1973 

1974 

1973 

1976 

Total 

.Sc[uirrel  75 

95 

70 

82 

133 

110 

103 

111 

791 

Chipmunk  5 

8 

4 

9 

7 

10 

8 

8 

59 

C.ophers  &:  Moles  3 

(i 

9 

7 

7 

9 

3 

8 

52 

Nutria 

1 

1 

1 

3 

Gerbil  3 

4 

11 

10 

12 

10 

9 

9 

08 

Hamster  31 

37 

34 

18 

28 

34 

37 

35 

254 

Ciiiinea  pig  2 

1 

7 

3 

10 

4 

9 

0 

42 

Rabbit  35 

30 

44 

30 

40 

33 

30 

39 

293 

Rat  33 

51 

45 

73 

90 

00 

80 

73 

523 

.Mouse  29 

33 

38 

32 

31 

49 

05 

35 

312 

Muskrat 

6 

1 

2 

9 

3 

0 

5 

25 

Chinchilla 

1 

1 

9 

Cirouiid  hog  1 

9 

1 

2 

3 

1 

3 

9 

22 

Beaver 

1 

1 

9 

.Armadillo 

1 

1 

9 

Ihiideutified  Rodent 

3 

1 

1 

5 

TO'FAL  217 

278 

271 

275 

372 

335 

300 

341 
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j)ort.s  that  the  search  lor  rallies  virus  in  surveys  of 
small,  wild  animals  in  en/ootic  rabies  areas  has 
revealed  no  incidence  of  rabies  virus  infection  . . . 
confirming  the  reports  that  these  “species  do  not 
serve  as  important  reservoirs  of  the  disease  in  na- 
ture. ” 

As  Dr.  Winkler  states, it  would  be  unwise 
to  categorically  recommend  that  no  more  rcxlents 
or  rabbits  be  tested  for  rabies:  that  what  is  needed 
is  a more  judicious  evaluation  of  the  circum- 
stances snrronnding  each  exposure  (bite).  The 
CDC  recommends  that  only  rodents  which  exhibit 
grossly  aberrant  behavior  (aggressiveness  or  para- 
lysi,s)  before  biting  be  examined  for  rabies.^  Cage- 
raised  pets  with  almost  no  liklihood  of  exposure, 
wild  rodents  provoked  into  biting,  and  rats  and 
mice  from  urban  develojiinents  seldom,  if  ever, 
need  to  be  examined  since  the  risk  of  infection  is 
so  remote. 
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Glucose  Metabolism 

Alfred  Kahn,  Jr.,  M.D. 


robably  no  metabolic  entity  is  more  widely 
misunderstood  by  the  lay  public  and  physicians 
than  hypoglycemia.  Practicing  physicians  fre- 
(piently  hear,  “I  felt  weak  and  I just  had  to  eat 
to  get  my  strength  back".  Fred  D.  Hofeldt,  writ- 
ing in  Metabolism  (Volume  24,  page  1193,  Octo- 
ber, 197,5),  has  reviewed  “Reacting  Hypogly- 
cemia”. Actually,  the  definition  is  somewhat  open 
to  misunderstanding;  it  used  to  be  a blood  glu- 
cose less  than  40  or  50  mg.%.  He  says  that  “recent 
observations  stress  the  interpretation  of  the  low 
blood  glucose  in  relationship  to  the  patient’s 
symptoms.” 


1 here  are  exogenous  causes  of  low  blood  sugar. 
Some  are  physician-induced  as  by  insulin  or  other 
drugs;  occasionally,  the  state  is  induced  willfully 
by  patients.  Some  drugs  given  for  other  purposes 
lower  the  blood  sugar  as  salicylates,  alcohol,  etc. 

Hofeldt’s  next  division  is  “Spontaneous  Hypo- 
glycemia”, which  is  divided  into  two  by  classifica- 
tion: fasting  and  post- prandial.  The  fasting  states 
include  pancreatic,  hepatic,  pituitary,  nervous, 
muscle,  tumors,  and  unclassified.  The  post-pran- 
dial include  alimentaiy  diabetes  mellitus,  hor- 
monal deficient  gluconeo-genesis  and  ideopathis. 
There  is  even  a psuedo-hypoglycemia  as  seen  in 
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clironic'  leukemia  with  very  hi«Ii  white  cell  counts. 

Hofeklt  has  an  interesting  discussion  of  the 
history  of  the  syndrome  of  reactive  hypoglycemia 
and  concludes  that  its  widespread  publicity  in  the 
lay  and  medical  press  h;ive  led  to  over-diagnosis 
of  the  conciition.  The  author  diagnoses  this  dis- 
order hv  using  a five-hour  glucose  tolerance  test 
and  having  a simultaneous  diary  of  the  patient’s 
symptoms.  The  symjjtoms  and  the  low  point  of 
the  hypoglycemic  reaction  should  coincide.  \’eri- 
fication  of  true  hypoglycemia  can  be  obtained  by 
measuring  the  counter  regulatory  hormones  as 
glucagon,  epinej^ln  ine,  growth  hormones,  and 
cortisol.  Other  hoimones  that  produce  hyjwgly- 
cemia  can  also  be  measured  as  insulin,  insidin-like 
substances,  etc. 

Therapy  for  hypoglycemia  which  Hofeklt  rec- 
ommends include  a 100  gram  per  day  restriction 
on  carbyhydrates,  plus  six  feedings.  Occasionally, 
he  reports,  this  does  not  work.  If  the  hypogly- 
cemia is  of  a secondary  type,  the  underlying  cause 
should  be  treated. 

.\nother  article  of  more  than  pa.ssing  interest 
concerning  carbohydrate  metabolism  has  been 
published  by  .Spergel,  Kahn,  and  Goldner  in 
Metabolism.  It  is  entitled,  “Emergence  of  Overt 
Diabetes  in  Offspring  of  Rats  With  Induced  La- 
tent Diabetes.”  This  is  a most  unusual,  fa.scinat- 
ing  study  in  which  the  authors  com  hide,  “.A.  single 
subdiabetogenic  dose  of  alloxan  administered  to 
the  weanling  rat  induces  a persistent  state  of  latent 
diabetes  which  progresses  to  fasting  hvpergly- 
cemia  by  the  seventh  generation.  Initial  descend- 
ants of  alloxin-treated  animals  have  hy]x.‘rinsulin- 
ism  which  protTiesses  to  insulinopenia  in  later 
generations.”  The  authors  have  produced  a pat- 
tern of  chemical-induced  dialjetes  that  is  clearly 
transmi.ssable— in  a strain  of  animals  not  hereto- 
fore diabetic.  .Spergel  et  al  acknowledge  that  other 
researchers  have  also  produced  transmissable  dia- 
betes by  surgical  and  chemical  means.  The  cur- 
rent paper  demonstrates  that  the  diabetes  may 
worsen  in  each  successive  generation.  The  authors 
have  not  demonstrated  vascular  lesions  in  these 
animals,  but  in  many  respects,  these  diabetic  rats 
resemble  human  diabetes. 

Of  interest,  but  perhaps  distant  with  regard  to 
clinical  use,  is  an  article  pertaining  to  the  bridge 
between  contiguous  cells— with  specific  reference 
to  human  islets  of  Langerhans  authored  by  Orci, 
Malaisse-Lagae,  Amherdt,  Ravazzola,  Weiss- 
wange,  Dobbs,  Perrelet,  and  Unger  (Journal  of 


CAiniral  Endocrinology  and  Metabolism,  Volume 
11,  Page  811,  November,  lf)75).  They  point  out 
that  tissues  are  made  up  of  like  cells,  having  sim- 
ilar functions.  The  junctions  between  adjacent 
cells  may  be  pathways  of  communication.  I'wo 
types  of  junctions  are  known:  tight  junctions 
demonstrating  fitsion  between  cells  and  gap 
junctions  in  which  cells  are  connected  by  sub- 
units. Oici,  et  al,  using  a freeze  teclnucjue,  has 
avoided  autolysis;  using  this  method,  they  demon- 
strated Ijoth  types  of  junctions  in  the  human  pan- 
creas. riiey  feel  that  the  tight  junctions  form  a 
reticulum  in  the  pancreas;  they  offer  a means  of 
exposure  of  certain  structural  aspects  of  the  cells. 
Ehe  gap  junctions  are  thought  to  be  the  fu  iclge 
through  which  electrical  and  chemical  messages 
pass  from  cell  to  cell  without  entering  the  extra- 
celhdar  fluid.  Orci  et  al  feel  that  this  gap  junction 
may  be  the  means  whereby  cells  determine  the 
functional  need  for  specific  activity  and  then  re- 
lease the  correct  amount.  It  is  possible  that  some 
disease  processes  represent  disruption  of  these 
junctions. 

Carbohydrate  metabolism  is  intimately  tied  up 
with  cell  function  throughout  the  body— and  thus, 
has  tmiversal  function  and  interest. 


The  following  resohition  was  adopted  by  the 
Cireene-Clay  County  Medical  .Society  at  its  .Sep- 
tember 8,  197b  meeting; 

WdlERE.VS,  Earle  1).  McKelvey,  M.D.,  has 
contriliuted  many  years  of  invaluable  and  active 
service— both  to  this  community  and  to  this  Medi- 
cal .Society,  and 

WTIERE.AS,  Dr.  McKelvey  has  served  his 
patients  beyond  the  usual  call  of  chity,  both 
through  his  youth  and  maturity,  and 

\\dIERE.\S,  Dr.  McKelvey  has  reached  the  age 
of  voluntary  retirement,  and 

WHEREAS,  Dr.  McKelvey  has  been  an 
honored  and  resjx.‘cted  member,  both  of  this  So- 
ciety and  of  the  .State  Medical  Society, 

BE  IT  EHEREEORE  RESOLVED  that  the 
Society  extends  its  best  wishes  to  Dr.  McKelvey. 
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Septemloer  is  now  the  appointed  month  for  the 
Ciongress  to  make  final  deposition  of  a great  deal 
of  indinished  health  legislation.  The  August  dol- 
drums saw  little  visible  CongTessional  action  on 
health  business.  But  Itehind  closed  doors  much 
work  was  performed  by  members  and  staff  in  com- 
mittee and  conference  meetings.  However,  the 
final  shape  and  form  of  legislation  such  as  man- 
])ower,  health  maintenance  organizations,  clinical 
laboratories,  Indian  health,  variable  incentive 
pay,  and  emergency  medical  services  will  not  be 
known  until  the  la.st  hectic  days  of  the  94th  Con- 
gre.ss  as  it  rushes  to  adjourn  and  go  home  for  the 
autumnal  election  campaigns. 

The  Maximum  Allowable  Cost  (MAC)  drug 
program  went  into  effect  towards  the  end  of  Au- 
gust with  little  visible  activity.  First  signs  of  life 
will  probably  appear  in  the  late  fall  when  MAC's 
advi.sory  committee  will  meet  to  consider  the 
initial  prescription  drugs  lor  the  program. 

Court  decisions  in  the  various  counter  suits, 
including  that  of  the  American  Medical  Associa- 
tion, are  not  expected  anywhere  in  the  near  fu- 
ture. 

The  three-year-old  brainchild  of  former  Health, 
Education  and  Welfare  Secretary  Caspar  Wein- 
berger, MAC  sets  price  ceilings  on  certain  widely 
used  drugs  in  an  effort  to  discourage  prescription 
of  brand-name  products.  Physicians  would  have  to 
stipulate  that  brand-name  drugs  for  Medicare- 
Medicaid  beneficiaries  are  medically  necessary  on 
the  prescription  in  order  to  prevent  the  pharma- 
cist from  filling  the  order  with  the  lower  cost 
generic  drug.  In  states  with  anti-substitution  laws, 
patients  wonld  have  to  make  up  the  difference  in 
price  if  a brand-name  is  ordered. 

MAC  had  been  schedided  to  go  into  effect  four 
months  ago,  but  retail  druggists  joined  drug 
manufacturers  and  the  AMz\  in  protest,  causing 
the  four-months  postponement. 

In  a letter  to  HEW  Secretary  David  Mathews, 
the  Pharmaceutical  Manufacturer's  Association 
said  the  original  postponement  was  to  resolve 
“confusion  and  opposition  " surrounding  MAC. 
“It  is  our  observation  that  such  hopes  have  not 
been  realized,  and  in  fact,  the  situation  is  even 


more  chaotic  today,”  said  PMA  President  C. 
[oseph  Stetler. 

The  AMA  and  PMA  have  a consolidated  suit 
against  MAC  pending  in  Chicago  District  Court. 
Other  litigation  has  been  launched  by  the  Na- 
tional Association  of  Retail  Druggists  (NARD), 
the  Private  Medical  Care  Eounclation,  Inc.,  and 
Congress  of  County  Medical  Societies.  Citing 
these,  along  with  a petition  filed  with  HEW  on 
July  27  by  the  American  Pharmaceutical  Associa- 
tion (.\PHA),  and  the  “continuing  concern,”  and 
“growing  dissatisfaction”  of  many  individuals  and 
organizations,  Stetler  said,  “there  is  every  reason 
to  further  dela}'  . . . the  MAC  program.” 

The  MAC  proposal  has  many  controversial  as- 
pects, not  the  least  of  which  is  the  fact  that  it  was 
an  administrative  decision  without  any  legislative 
backing  in  the  language  of  the  Medicare  and  Med- 
icaid laws.  Thus,  one  of  the  criticisms  is  that  it 
represents  “government  by  regulation”  and  vio- 
lates the  Medicare  law's  prohibition  against  inter- 
ference in  the  practice  of  Medicare. 

Weinberger  claimed  MAC  would  save  the  gov- 
ernment $60  million  a year  but  another  former 
HEW  Secretary,  Robert  Einch,  disputed  the  claim. 
Einch,  now  a private  citizen  in  California,  said 
the  bureaucratic  cost  of  running  the  program 
would  offset  any  po,s.sible  savings.  In  a letter  to  the 
Wall  Street  Journal  last  year,  Einch  also  argued 
that  bioequivalency  cannot  be  demonstrated  at 
present.  The  MAC  regulations  pose  “the  key 
question  of  whether  the  patient  receives  the  exact 
prescription  the  doctor  ordered,”  he  wrote. 

Physicians  for  the  most  part  will  be  affected 
with  Medicaid  patients,  since  there  is  no  substan- 
tial outpatient  benefit  for  Medicare  drugs. 

In  addition  to  the  control  program,  HEW  will 
send  all  physicians  a list  of  most  frequently  pre- 
scribed drugs  along  with  the  prices  community 
pharmacies  pay  for  them. 

No  federal  sanctions  are  provided  for  physicians 
who  decide  to  write  out  the  “medically  necessary” 
prescription  message. 

Before  a Maximum  Allowable  Cost  can  be  es- 
tablished for  drugs,  the  Food  and  Drug  Admin- 
istration must  first  indicate  that  there  are  no  bio- 
equivalence problems  among  its  several  brands. 
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The  HEW  I’liannaceutical  Reiinbursemenl  Board 
would  then  propose  a M.VC.  at  a level  ecpial  to  the 
lowest  cost  at  which  the  drug  is  generally  available 
to  providers.  Before  the  M.\C  can  be  established 
officially  it  must  be  reviewed  by  a non-govern- 
mental ad\  isory  committee  and  published  in  the 
Federal  Register  for  comment. 

The  regulations  establish  both  the  Pharmaceu- 
tical Reindiursement  Board  and  the  5-member 
outside  advisory  group. 

HEW'  said  about  one-fourth  of  commonly  pre- 
scribed drugs  are  available  from  multiple  sources. 
However,  the  number  for  which  bioetptivalence 
problems  can  be  ruled  out  is  smaller. 

The  reimbursement  that  a pharmacist  receives 
for  drugs  he  provides  Medicare  and  Medicaid  pa- 
tients will  be  based  on  an  estimate  of  his  cost  of 
buying  the  drug  plus  a dispensing  fee,  or  on  his 
usual  charge  to  the  general  public,  whichever  is 
the  smaller.  Program  agencies  such  as  the  state 
Medicaid  program  would  make  the  estimates  ac- 
cording to  price  information  supplied  on  a regu- 
lar basis  by  HE^V. 

Druggists  protested  a HE'W  wholesale  price  list 
designed  to  guide  state  agencies  which  the  drug- 
gists said  contained  “out-of-date”  low  prices. 

John  Ball,  M.D.,  Assistant  to  the  Director  of 
FD.\'s  Office  of  Quality  Standards,  recently  said 
it  may  be  as  long  as  six  months  before  the  first 
small  group  of  drugs  has  gone  through  the  process 
for  declaring  them  ready  for  .MAC. 

* # * # 

'Eire  Rejmlrlican  Party  has  gone  on  record 
against  compulsory  National  Health  Insurance. 
The  platform  plank  on  health  adopted  by  the 
delegates  at  the  convention  in  Kansas  City  was  in 
sharp  contrast  to  the  Democratic  plank  endorsing 
a comprehensive  national  plan  financed  by  regu- 
lar and  Social  Security  taxes. 

The  GOP  statement  on  health  supported  ex- 
tension of  catastrophic  protection  “to  all  who  can- 
not obtain  it."  The  private  health  insurance  sys- 
tem should  be  utili/ed  to  “assure  adequate  protec- 
tion for  those  who  do  not  have  it,”  the  platform 
said.  “Such  an  a|>])roach  will  eliminate  the  red 
tape  and  high  bureaucratic  costs  inevitable  in  a 
comprehensive  national  program.” 

1 he  platform  on  health  did  not  condemn  out- 
right any  national  health  insurance  program  as  a 
groiqj  of  conservatives  led  by  Sen.  Jesse  Helms 
(R-N.Ci.)  had  urged,  d’he  flat  o}){X)sition  to  a 
“compidsory”  NHI  program,  however,  provided 


a sidficieutly  broad  umlirella  to  mount  aii  attack 
on  many  NHI  pro|)osals  and  specifically  on  the 
Kennedy-Labor  bill.  Some  delegates  iuter|)reted 
the  plank  as  opposition  to  any  “comprehensive” 
national  plan. 

President  Eord  this  year  did  not  renew  his  pie- 
\ ious  eiulorsement  of  the  Nixon  .Vdministration's 
.\H1  plan  calling  for  employers  to  prcjvide  em- 
ployees witli  comprehensive  private  health  in- 
surance, federalizing  Medicaid,  and  subsiilizing  a 
catastrophic  benefit.  Instead,  Eord  asked  Congress 
lor  a catastrophic  benefit  for  Medicaid  benefici- 
aries. He  said  the  so-called  mandated  plan  woidd 
be  too  expensive  at  present. 

On  abortion,  the  Republicans  supported  “the 
efforts  of  those  who  seek  enactment  of  a constitu- 
tional amendment  to  restore  protection  of  the 
right  of  life  for  unborn  children."  1 he  Platform 
concetled  that  the  issue  "is  one  of  the  most  difti- 
cult  and  controsersial  of  our  time  . . . uudoubted- 
ly  a moral  and  personal  issue"  involving  "complex 
questions  relating  to  medical  science  and  criminal 
justice.” 

Ehe  Supreme  Court's  riding  on  abortion  per- 
mitting it  until  the  last  stages  of  pregnancy  was 
“an  intrusion  into  the  family  structure  through 
its  denial  of  the  parents'  obligation  and  right  to 

guide  their  minor  children,”  saitl  the  Platform. 
# * * # 

I'he  House  has  passed  the  so-calletl  toxic  sub- 
stances act  which  gives  the  Environmental  Pro- 
tection .\gency  new  powers  to  jirevent  hazardous 
chemicals  from  being  marketed.  .V  provision  was 
added  on  the  House  floor  to  ban  within  two  years 
the  manufacture  of  PolyChlorinated  Biphenyls 
(PCBs).  Ehe  chemical  has  been  found  in  fish  in 
the  (heat  Lakes  and  the  Hudson  River  and  traces 
discoveretl  in  humans.  PCBs  are  used  in  electrical 
ecpiipment  and  enter  the  food  chain  through 

waste  dispersal  in  waterways. 

* # # * 

The  EIEW  Dejiartment  has  awarded  contracts 
to  establish  five  centers  for  health  planning  in 
.Madison,  \\'isconsin;  Columbia,  Missouri;  Den- 
ver; San  Francisco;  and  Boise,  Idaho.  The  con- 
tracts, totaling  $3.2  million  will  provide  training 
and  consultation  to  health  planners  in  2-1  states. 
Guam,  .American  Samoa,  and  the  'Ernst  Eerri- 
tories  of  the  Pacific.  HEW  established  five  other 
centers  for  health  jilanning  earlier  this  year  in 
Boston;  Syracuse,  New  York;  Fort  Wkishington, 
Penusylvauia;  .Atlanta;  and  Houston. 

# * # # 
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Tlie  House  Ways  and  Means  Subcommittee  on 
health  has  postponed  until  mid-September  hear- 
ings on  issues  involved  in  increasing  physicians’ 
fees  and  possible  revisions  in  the  present  reason- 
able charge  reimbursement  system  used  in  the 
Medicare  program. 

riie  Subcommittee  will  hear  testimony  on: 

Factors  in  the  present  system  which  influence 
physicians  to  accept  assignment  or  to  direct  bill; 
advantages  and  disadvantages  to  requiring  phy- 
sicians to  accept  assignment  in  any  case;  factors 
contributing  to  geographic  variations  in  phy- 
.sician's  reasonable  charges,  including  differences 
in  urltan  and  rtiral  primary  care  physicians  and 
specialists,  and  the  effect  of  such  fee  differences 
on  the  selection  of  certain  specialists  by  physi- 
cians; feasibility  and  desirability  of  reimbursing 
physicians  on  a fee  schedule  basis  and  the  factors 
which  wotdd  be  used  to  adjust  the  schedules  to 
reflect  the  variation  in  physician’s  cost  of  practice; 
the  role  of  relative  vahie  scales  in  determining 
physician  fees;  results  of  experimental  reimbiuse- 
ment  programs;  and  comments  on  legislation  al- 


ready pending  which  would  amend  Medicare  re- 
imbursement of  physicians. 

The  Stibcommittee  also  will  examine  the  issues 
involved  in  the  payment  of  physicians  in  teaching 
hospitals  under  Medicare.  However,  Congress 
will  not  be  able  to  act  on  such  matters  this  year. 

President  Ford  has  named  Robert  Nelson 
Smith,  M.D.,  Toledo,  Ohio,  anesthesiologist,  to  be 
Assistant  Secretary  of  Defense  for  Health  Affairs. 
Dr.  Smith,  who  served  as  President  of  the  Ohio 
State  Medical  Association  in  1969-1970,  succeeds 
James  Cowan,  M.  D.,  who  resigned. 

Dr.  Smith  gi'aduated  from  West  Point  in  1943 
and  served  in  the  Air  Force  from  1943  to  1948.  He 
received  a Master  of  Science  degree  from  Massa- 
chusetts Institute  of  Technology  in  1945  and  his 
medical  degree  from  the  University  of  Nebraska 
College  of  Medicine  in  1952. 

The  56-year-old  physician  is  a member  is  a 
member  of  the  AMA,  the  Ohio  State  Medical  As- 
sociation, and  the  American  Society  for  Anes- 
thesiologists. 
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E.  J.  EASLEY  RECEIVES  AWARD 

Di.  Edgar  J.  Easley,  Deptity  Director  of  the 
State  Health  Department,  was  presented  with  a 
tw'enty-five  year  Distinguished  Service  Award  at 
the  69th  Annual  Meeting  of  the  Arkansas  Lung 
.-\.,ssociation.  Dr.  Easley  has  served  the  Arkansas 
Tuberculosis  Association,  which  is  now  the  Ar- 
kansas Lung  Association,  as  liaison  between  the 
olficial  and  volunteer  health  agencies. 

MEDICAL  ASSISTANTS  SEMINAR 

4 he  Arkansas  State  Medical  Assistants  Society 
held  its  third  annual  educational  seminar  in  Little 
Rock.  Program  participants  included  Dr.  Alvah 
Nelson,  Dr.  G.  Thomas  Jansen,  Dr.  Doyne 
Whlliams,  Dr.  Millard  Black,  and  Dr.  Ben 
Saltzman. 

DR.  McKinney  joins  clinic 

Dr.  Daniel  C.  McKinney,  a Pediatrician  with 
special  training  in  adolescent  medicine,  has 


joined  the  Children’s  Clinic  at  Pine  Bluff.  He 
received  his  medical  degree  from  the  University 
of  Arkansas  Medical  School  at  Little  Rock,  and 
did  his  pediatric  intern,ship  at  Emory  University 
in  Atlanta.  He  has  done  two  years  of  pediatric 
residency  at  the  University  of  Arkansas  Medical 
Center  in  Little  Rock,  and  then  a fellowship  last 
year  in  adolescent  medicine  at  Children's  Hospital 
in  Washington. 

UROLOGIST  TO  SEARCY 

Dr.  Kenneth  Meacham,  Urologist,  has  oj^ened 
an  office  at  910  East  Race  Avenue  in  Searcy.  He 
is  a native  of  Arkansas  and  obtained  all  of  his 
medical  education  and  training  at  the  University 
of  Arkansas  College  of  Medicine.  He  seiwed  two 
years  in  the  Navy  prior  to  locating  in  Searcy. 

DR.  CHALHUB  APPOINTED 

Dr.  Elias  G.  Chalhub,  a pediatrician  whose  re- 
search interests  are  in  encephalitis  and  peripheral 
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nerve  disease,  has  been  appoiiued  Assoc  iate  Pro- 
fessor of  Pediatrics  at  the  University  of  Arkansas 
Uollege  of  Medicine.  He  will  head  a program  to 
develop  a comprehensive  approach  to  the  man- 
agement of  handicapped  children. 

DR.  WATERMANN  NAMED  MEDICAL  DIRECTOR 

Dr.  FAigene  Watermann,  a native  of  Hot  Springs 
who  has  practiced  psychiatry  in  Maryland  and 
Washington,  1).  C.,  for  the  past  15  years,  has  re- 
ttirned  to  his  home  town  as  new  medical  director 
and  director  of  training  at  the  Ouachita  Regional 
Counseling  and  Mental  Healtli  Center.  I'his 
center  serves  Clark,  Garland,  Hot  Springs,  Mont- 
gomery, and  Pike  Coitnties. 

DR.  PRUETT  DIRECTOR  OF  THE  EMERGENCY 
ROOM  MEDICINE 

Dr.  George  Pruett,  a Monticello  native,  is  the 
director  of  Emergency  iVfedicine  at  Jefferson 
Hospital  in  Pine  Bltdf.  He  is  assisted  by  Dr.  Keith 
Stout.  Dr.  Pruett  is  a graduate  of  the  University 
of  Arkansas  School  of  ^^edicine.  He  spent  the 
last  three  years  in  San  Antonio,  supervising  the 
emergency  services  pro^■ided  by  three  hospitals. 
In  Jefferson  Hospital,  about  18,885  persons  were 
treated  in  the  emergency  room  during  the  last 
year.  Dr.  Pruett  plans  for  a staff  of  three  or  four 
doctors  who  will  rotate  duty  in  the  emergency 
room  and  work  full-time  for  the  hospital. 

STOP  SMOKING  SESSIONS  HELD 

Smokers  who  wanted  to  kick  the  habit  had  their 
chance  in  a special  Five-day  Plan  to  stop  smoking 
which  was  conducted  in  Maher n by  the  Arkansas 
Lung  Association  and  the  Seventh-Day  Adsentist 
Church.  Dr.  C.  R.  Ellis  spoke  on  “Smoking  and 
Its  Relation  to  the  Heart  and  Lungs”  as  a part  of 
the  progr  am  for  the  course. 

DR.  SUEN  FEATURED 

Dr.  James  Yee  Suen,  of  Little  Rock,  Chairman 
of  the  Department  of  Otolaryngology  at  the  Uni- 
versity of  Arkansas  College  ol  Medicine,  and  the 
project  director  of  the  Head  atrd  Neck  Cancer 
Control  Program  in  Arkatrsas,  was  featured  as 
the  Urriversity  of  Arkairsas  distinguished  faculty 
member  at  the  Arkansas-Utah  State  football  gatire 
itr  September. 

DR.  TUCKER  JOINS  MEDICAL  STAFF  AT 
BOONEVILLE  MEDICAL  CLINIC 

Dr.  Theodore  Kerrrrit  Tucker  has  recently 
joined  the  Booneville  Medical  Clitric  staff.  Dr. 
Tucker  is  a general  practitioner  who  came  to 
Booneville  from  Prairie  Grove  where  he  had  a 
private  practice  for  25  year's.  He  is  a native  of 


"Eraskwocxl  but  s}x,“nt  much  ol  his  early  lile  in 
El  Dorado.  He  is  a graduate  of  the  University  of 
Arkansas  ScIkk)!  of  Medicine  and  a member  of 
the  1 heta  Kappa  Psi  and  has  been  named  to 
“W'ho’s  Wlio  in  American  Colleges  and  Ehii- 
versities.” 

DR.  DICKINSON  TO  SET  UP  CLINIC  IN  IRAN 

Dr.  Rodger  Dickinson,  one  ol  the  founders 
of  the  Dickinson  Clinic  in  DeQueen,  has  ac- 
cepted the  responsibility  of  setting  up  a clinic  tor 
the  Sar  Cheshaneh  Mitring  Corrrpany  of  frair.  T.  he 
clitric  will  be  located  100  miles  west  of  Kermatr 
ott  the  site  of  a major  copper  strike.  Approxi- 
mately 4000  people  will  be  employed  itr  the 
trrinittg  operatiotr,  atrd  the  littrr  is  bitilding  a 
cotrrplete  towtr  to  hoitse  lamilies  of  the  workers. 
Dr.  Dickitrsotr  expects  to  be  in  Iratr  trorrr  18 
rrrotiths  to  two  years.  Eire  closest  trredical  facility 
to  the  ttew  town  which  they  will  help  to  establish 
is  sottre  600  miles  distatrt,  in  Teheran,  Iratr. 

Dr.  Dickitrsotr;  his  late  father,  Dr.  R.  C.  Dickitr- 
sott;  atrd  his  brother,  Dr.  Richard  B.  Dickinson 
established  the  Dickitrsotr  Hospital,  Clitric  and 
Nursitrg  Home.  Dr.  'Wallace  Dickinsotr,  who  was 
also  on  the  Dickirrsotr  Clinic  staff,  has  joitred  the 
DeQueen  Clitric. 

INTERNIST  OPENS  OFFICE  IN  PINE  BLUFF 

Dr.  William  F.  Harper  has  opetted  his  office  itr 
Pine  Bhtff.  Dr.  Harper  is  a rrative  of  Pitre  Bluff. 
He  was  educated  in  schools  itr  Texas  atrd  received 
his  Doctor  of  Medicitre  Degree  from  the  ITniver- 
sitv  ol  I exas  Aledtcal  Brarrch  at  Calvestorr  ttt 
1970.  He  joitred  the  Air  Force  itr  1969  atrd  spetrt 
thr  ee  yerns  itt  specialty  work  itr  irrtertral  trredicitte 
at  Wilfor  Hall  Ihrited  .States  Air  Force  Medical 
Cetrter  at  Lackland,  Fexas.  He  was  statiotred  at 
the  .\ir  Force  Hospital  at  Clark  Air  Base  itr  the 
Philippitres  where  he  servetl  <as  Chief  of  Medicitre 
atrd  at  MacDill  Air  Force  Base  at  Tampa  where 
he  was  Chief  of  Itrtertral  Medicine. 

DR.  BLACK  ACCEPTS  NEW  POST 

Dr.  Johtr  “Pat”  Black,  of  Moitntaitt  Home,  has 
accepted  the  positiotr  of  etrrergerrcy  rootrr  physi- 
ciatr  at  the  Baxter  Cetreral  Hospital  itr  Moutrtaitr 
Horne.  Dr.  Black  was  fornrerly  itr  private  practice 
rvith  the  Moittrtairr  Hotrre  Medical  Groitp.  He  is 
a graduate  of  the  University  of  Arkatrsas  School 
of  Afedicitre  atrd  has  beetr  in  pr  ivate  practice  sittce 
1974.  Dr.  Black  will  have  a cotrtract  w4th  the  local 
hospital  to  provide  24-hortr  emergetrcy  rootrr 
service,  and  he  will  be  respotrsible  for  havittg  a 
physician  itr  attetrdance  at  all  times. 
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TENNIS  IS  BIG  LOVE  IN  DR.  SAFRANEK'S 
FAMILY 

A Fort  Smith  physician's  family  has  its  own 
potential  Davis  Cnj>  Team;  six  of  the  ten  children 
ol  Dr.  and  Mrs.  E.  [.  Safranek  are  tennis  players. 
Rosemary,  now  a freshman  at  the  Ihiiversity  ol 
(iliicago,  took  to  the  courts  first.  Since  then  she 
has  enlisted  Barltara,  Rita,  Joe,  Ann,  Bobby,  and 
(im. 

Jim,  an  eighth  grader,  doesn't  really  care  much 
foi  the  game  and  their  mother  doesn't  play  either. 
Fom  of  the  six  players  competed  in  the  Fort  Smith 
Ciity  d'ennis  Fonrnainent  this  year.  Dr.  Safranek 
is  an  Anesthesiologist. 

DR.  JAMES  W.  LONG  ACCEPTED  INTO 
CLINICAL  ORTHOPAEDIC  SOCIETY 

Dr.  Janies  \V.  Long,  Orthopaetlic  Surgeon  a.sso- 
(iated  with  the  Holt-Krock  Llinic  of  Fort  Smith, 
was  accepted  into  the  Clinical  Orthopaedic  So- 
ciety at  their  6fth  Annual  Meeting  held  in 
Denver,  Colorado.  Dr.  Long  is  the  youngest 
orthopaetlic  surgeon  to  ever  lie  accepted  into  this 
exclusive  group,  and  there  are  only  six  other 
oi  thopaedic  surgeons  in  the  State  of  Arkansas  who 
lielong.  Fhis  is  a select  group  of  Board  Certified 
Ortliopaedic  Physicians.  The  other  Arkansas 
Orthopaedists  who  lielong  are;  Dr.  S.  B.  Thomp- 
son of  Little  Rock,  Dr.  Walter  G.  Selakotich  of 
Little  Rock,  Dr.  Carl  I..  Nelson,  Jr.,  of  I.ittle 
Rock,  Dr.  Richard  M.  Logue  of  Little  Rock,  Dr. 
John  M.  Hundley  ol  Little  Rock,  and  Dr.  Whlliam 
F.  Knight  of  Fort  Smith. 

DR.  KNIGHT  ATTENDS  ORTHOPAEDIC  MEETING 
IN  SCOTLAND  AND  ENGLAND 

Dr.  AVilliam  E.  Knight,  an  Orthopaedic  Surgeon 
with  the  Holt-Krock  Clinic  in  Fort  Smith,  recently 
returned  from  the  6th  Combined  Meeting  of  the 
Orthopaedic  Association  ol  the  English  Speaking 
World.  The  first  session  of  5 days  was  hekl  in 
Edinburgh,  Scotland,  and  tlie  second  se.s,sion  con- 
sisting of  6 days  in  London,  England.  Other 
countries  attending  were  Canada,  England,  South 
.Mrica,  New  Zealand,  Australia,  and  other  invited 
members  Irom  smaller  countries  too  numerous  to 
mention. 

DR.  PREWITT  RECEIVES  FELLOWSHIP 

Dr.  Taylor  Prewitt,  Port  Smith,  has  been 
granted  fellowshijr  in  the  .\merican  College  of 
Cat  (liology. 

DR.  SLOAN  WILSON  ELECTED  INTO  THE 
RETINA  SOCIETY 

Dr.  R.  Sloan  ^Vilson  of  Little  Rock  was  recently 


elected  into  the  Retina  Society.  Membership  is 
limited  to  125  ophthalmologists  in  the  western 
hemisphere,  anti  is  based  on  scientific  contribu- 
tions related  to  the  retina.  Dr.  Wilson,  the  So- 
t iety  s first  Arkansan,  is  the  senior  member  of 
the  Retinal  Group,  LID.  He  is  an  Associate 
Professor  anti  Director  ol  tlie  Retina  .Sertices  at 
tlie  College  of  Medicine  anti  the  \Tteran's  .Ad- 
ministration Hospital.  His  practice  is  limited  to 
tliseases  and  stirgery  of  the  retina  and  vitreous. 

NEW  PHYSICIANS  TO  STAFF  OF  ST.  JOSEPH'S 
MERCY  MEDICAL  CENTER 

Dr.  Milton  O.  Medeiros,  Neurophysiologist,  Dr. 
Cxopakumar  .Marti ther,  Entlocrinologist,  Dr. 
M'illiam  P.  Clartly  anti  Dr.  Eric  .A.  FTazer,  Pedia- 
tricians, anti  Dr.  Eugene  \Vaterman,  Psychiatrist, 
have  Ireen  atltled  to  the  stafl  at  .St.  Joseph's  Alercy 
Medical  Center  in  Hot  Springs.  Dr.  Clartly  and 
Dr.  'Waterman  are  natives  of  Hot  Springs.  Dr. 
C.lartly  is  the  soit  of  Dr.  E.  K.  Clartly  of  Hot 
Springs. 

DR.  WARREN  AND  DR.  GRAY  ATTEND 
MEETING  IN  BOSTON 

Dr.  George  \V.  W'arren  of  Smackover  and  Dr. 
Dwight  'W.  Gray  of  Marianna  attended  the  28th 
.Annual  .Scientific  .Assemitly  of  the  .American 
.Academy  of  Family  Physicians  held  in  Boston  in 
Sejrtember.  More  than  3, ()()()  family  doctors  par- 
ticipated in  the  once-a-year  continuing  etlucation 
conclave. 

DR.  SALTZMAN  SERVES  ROTARY 
INTERNATIONALLY 

Dr.  Ben  N.  Saltzman,  Professor  at  the  Univer- 
sity of  .Arkansas  College  of  Medicine,  has  been 
appointetl  chairman  of  the  consultative  grotip  for 
the  United  States,  Canada,  and  Bermutla  regions 
(d  Rotary  International. 

DR.  McKenzie  discusses  scoliosis 

Dr.  Charles  N.  McKenzie,  Little  Rock  Ortho- 
jxiedic  Surgeon,  addressed  fifteen  Searcy  Junior 
Auxil  iary  members  and  several  senior  nursing 
students  from  Harding  College  on  a scoliosis 
screening  at  the  Wdiite  County  Hospital. 

THREE  PHYSICIANS  NAMED  TO  STATE  BOARD 
OF  HEALTH  BY  GOVERNOR 

Governor  David  Pryor  has  appointed  three 
j)hysicians  to  four-year  terms  on  the  State  Board 
of  Health— Dr.  Ben  Saltzman  of  .Mountain  Home, 
Dr.  Warren  Murry  of  Fayetteville,  and  Dr.  John 
Burge  of  Lake  \Tllage. 
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PHYSICIANS  INVITED  TO  MEET  WITH  NURSES 

All  [Macticiiig  physicians  are  invitctl  to  partici- 
pate in  a jKinel  tleinonstration  between  (1)  a 
practicing  pediatrician  and  his  nurse  practitioner: 
(2)  an  Ohstetrician-Ciynecologist  and  his  nurse 
practitioner;  and  (3)  an  institutional  Family  Prac- 
tice specialist  and  his  nurse  practitioner.  The 
panel  will  he  presented  at  a Dutch-treat  dinner 
immediately  preceding  the  annual  meeting  of  the 
Arkansas  State  Nurses  .Association.  Dutch-treat 
cocktails  at  h:8h  anti  dinner  p.m.  in  the 

(iamelot  Inn,  Little  Rock,  on  Wetlnesday,  No- 
vember 17,  1976.  Physicians  may  call  the  .Arkansas 
State  Xtirses  .Association  office,  117  South  Cedar, 
Little  Rock,  telephone  hhl-.'jSSS  for  re.servations. 

SOUTHWEST  ALLERGY  FORUM 
APRIL  30 -MAY  4,  1977 

The  Southwest  .Allergy  Forum  will  hold  its 
meeting  at  the  Lakeway  Inn  near  Austin,  I'exas, 
on  .April  30  throtigh  May  1,  1977.  d’ho,se  in- 
terested in  further  information  about  the  meeting 
shotdd  write  to  I’heo  S.  Painter,  Jr.,  M.D.,  Suite 
107,  Medical  Park  "Lower,  Austin,  Fexas  7S705. 


MAMMOGRAPHY  TRAINING  FOR  THE  EARLY 
DIAGNOSIS  OF  BREAST  CANCER 

SPONSORS: 

1 he  University  of  "Fexas  System  Cancer  Center, 
.M.  D.  .Anderson  Hospital  and  'Ltiinor  Institute, 
Houston,  Fexas;  National  Cancer  Institute; 
.American  College  of  Radiology. 

I.OC.ATION: 

MammogTaphy  Conference  Room  (Room  2.'j7, 
near  second  floor  X-Ray  waiting  room).  Depart- 
ment of  Diagnostic  Radiology,  M.  D.  Anderson 
Hospital  and  d'umor  Institute,  Texas  Medical 
Center,  Hotiston,  d’exas. 

FEE: 

None. 

DESIGNED  EOR: 

Radiologists,  residents  in  radiology,  radiologic 
technologist.  Other  physicians  and  interested 
medical  personnel  may  monitor  the  course  on  a 
space  available  basis. 

ENROLLMENT; 

Maximum  of  four  physicians  and  four 
technologists  per  course.  \Vdien  possible. 


ladiologists  aie  encouraged  to  bring  their 
mammography  technologists  for  the  same  in- 
stinct ion  |x.'ri(Hl. 

DURA  1 ION: 

Five  continuous  days,  Monday  through  Friday. 
Eight  hours  of  iiistriutiou  per  day,  10  total 
course  hours. 

DA  FES: 

I he  course  will  be  ollered  the  .second  or  third 
Aveek  of  each  month,  variations  determined  by 
conllicting  national  or  local  conventions,  hcrli- 
days,  etc.  .Attem|>t  will  be  made  to  schedule 
course  dates  several  months  in  advance.  Present 
course  schedule  includes  weeks  beginniug  on 
tlie  following  Mondays. 

FEME: 

Course  Ijegins  at  (S:()0  a.m.  on  Monday  morning 
ol  the  assigned  course  date. 

C RED  I F: 

Category  I,  .AM.A  Physician's  Recognition 
.\ward,  American  College  of  Radiology.  .Ap- 
jnoved  for  FiCE  points  by  .ASRT. 

CU  RRICULUM: 

Se])arate  curricuhun  lor  radiologists  and 
radiologic  technolcjgist.  Curriculum  and  sched- 
ule may  be  individually  modified  to  accommo 
date  enrollee's  previous  experience  and  future 
needs. 

CONDUC  FED  BY: 

Dar  id  D.  Paulus,  M.D.,  .Mammography  I rain- 
ing Director 

■Susan  K.  Spiinkle,  R.l’.,  .Mammography  Fech- 
nical  Coordinator 
LE.ACHING  ME  I HODS: 

.Audiovisual  materials,  lectures,  live  clinic 
demonsti  ations,  jrart  ici  j)ation  in  routine  pa- 
tient e.xaminations,  introductory  teaching  set.s, 
review  of  extensive  proven  case  files  in  film 
mammography,  xeroradiography  and  theiniog- 
laphy,  and  daily  rountl  table  iliscussions  of 
pioblem  cases. 

.VPPl.lC.Al  IONS: 

Recpiests  for  a specific  instruction  period  will 
be  accepted  on  a first  come,  first  served  basis 
and  shoukl  inchide  an  alternate  date  in  case 
the  first  course  preference  is  filled.  .Applica- 
tions arc  recpiested  to  include  a bi  ief  descrip- 
tion of  preriotis  experience  in  length  of  time 
and  number  of  mammograms  performed  and 
inteipretetl  (estimate  number  per  week  or 
month  over  a period  of  how  long)  , and 
what  the  primary  interest  will  be,  i.e.,  film 
mammograjrhy,  xeroradiography  and/or  ther- 
mography. "Ellis  will  enable  us  to  better  prepare 
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iiicliviclual  scliedules.  Prompt  notification  of 
cancellation  will  lie  greath  appreciated. 
ACCOMMOD.ATfONS: 

Nnmerons  hotels  and  motels  are  located  within 
a short  walking  distance  or  in  the  vicinity  of 
the  Afedical  Center,  many  providing  free  trans- 
jiortation  to  and  from  the  various  hospitals 
in  the  Center.  AVe  will  be  happy  to  assist 
in  making  desired  accommodations.  Visitors 
will  be  responsilde  for  their  own  expenses. 
Shopping  and  tom  information  will  be  avail- 


able for  accompanying  families. 

CONTACT: 

For  further  information  or  assistance  please 
send  inquiries  to: 

Dawn  Nevling  Shull,  Project  Coordinator 

Department  of  Diagnostic  Radiology 

Fhe  University  of  Texas  System  Cancer  Center 

M.  D.  Anderson  Hospital  and  Tumor  Institute 

6723  Bertner  Drive 

Houston,  Texas  77050 

TELEPHONE:  Area  code  713-792-2712 


DR.  ROBERT  D.  LOWERY 

1 he  Lawrence  County  Medical  Society  has 
accepted  into  membership  Dr.  Robert  D.  Lowery 
who  is  associated  in  General  Practice  with  the 
Lawrence  County  Eamily  Clinic  at  1210  Highway 
25  AV'^est  in  AV2ilnut  Ridge.  Dr.  Lowery  was  born 
in  St.  Louis,  Missouri.  He  attended  the  Uni- 
versity of  Arkansas,  receiving  his  M.D.  Degree  in 
1975.  He  interned  and  fidlilled  his  residency 
requirement  at  the  University  of  Arkansas. 


DR.  MICHAEL  D.  NEFF 

Dr.  Michael  1).  Neff  has  established  his  office 
in  the  Medical  Arts  Building  on  Highway  25  West 
in  Walnut  Ridge  and  is  another  new  member  of 
the  Lawrence  County  Medical  .Society.  He  is  a 
gradtiate  of  Baylor  University  in  Texas  and  in- 
terned at  John  Peter  Smith  and  also  comjjleted 
his  residency  there.  He  was  with  the  United  States 
Public  Health  Services  from  1969  to  1971,  and 
was  in  jrrivate  practice  in  Port  Worth,  Texas,  from 
1971  to  1976.  Dr.  Neff  is  a general  practitioner. 

DR.  CLARDY  EXTENDED  RESIDENCY 
MEMBERSHIP 

Dr.  William  E.  Clarcly  has  been  extended  a 
courte,sy  membership  in  the  Pulaski  County  Medi- 


cal Society.  Dr.  Clarcly  is  a third  year  resident  at 
the  University  of  Arkansas  Medical  Center  and 
he  is  sjaecializing  in  Pediatrics. 

DR.  WILLIAM  LEE  MASON 

Dr.  AVilliam  Lee  Mason  has  been  accepted  into 
membership  of  the  Pulaski  County  Medical  So- 
ciety. He  is  a native  of  Arkansas  and  received  his 
M.D.  De.giee  from  the  University  of  Arkansas  in 
1968.  He  interned  at  the  University  Hospital  in 
Little  Rock.  Dr.  Mason  completed  his  residency 
at  the  llniversity  of  Arkansas  Medical  Center  in 
Internal  Medicine  with  a subspecialty  of  Pulmo- 
nary diseases  from  1968  to  1975.  Dr.  Mason  is 
American  Board  of  Internal  Medicine  certified, 
and  is  a member  of  the  American  Thoracic  So- 
ciety, an  Associate  member  of  the  Arkansas 
Ehoracic  Society,  and  a member  of  the  American 
College  of  Medicine.  He  is  an  instructor  of  Medi- 
cine at  the  University  of  Arkansas  and  a chest 
considtant  to  the  State  Department  of  Health,  and 
the  Veterans  Administration  Hospital  in  Little 
Rock.  His  specialty  is  pulmonary  and  infectious 
diseases  and  he  is  in  private  practice  at  500  South 
University,  Suite  817,  Little  Rock. 

DR.  CHARLES  H.  MILLER 

Dr.  Charles  H.  Miller  has  lieen  accepted  into 
membership  of  the  AVhishington  County  Medical 
Society.  He  was  born  in  Lelianon,  Missouri.  He 
attended  the  Llniversity  of  Arkansas  School  of 
Medicine  where  he  obtained  his  Bachelor  of 
Science  and  Medical  Degiees.  His  internship  and 
residency  were  completed  at  St.  John’s  Hospital 
in  I'ldsa,  Oklahoma,  in  General  Surgery  from 
1968  to  1972  and  Thoracic  and  Cardiovascular 
Surgery  from  1972  to  1973.  He  served  in  the  U.  S. 
Air  Eorce  from  1973  to  1975  and  then  returned  to 
St.  John’s  for  completion  of  his  training. 
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Dr.  Miller  was  the  Assistant  Professor  of  the  candidate  ol  the  American  College  ol  Surgeons 
Department  of  Surgery  at  the  University  of  Ar-  ;nul  an  affiliate  of  the  .American  College  of 

kansas  College  of  Medicine  from  197.5  to  197().  Caixliology. 

He  is  a 'I'horacic  and  Cardiovascidar  Surgeon  and  Di  . Miller’s  office  is  located  at  1719  North 

is  i)oard  certified  in  Ceneral  Surgery.  He  is  a College  .Avenue  in  Fayetteville. 


ANSWER— Electrocardiogram  of  the  Month 

1.  Yes,  the  pacemaker  is  a ventricular  inhibited  demand 
model. 

A)  The  pacemaker  free  running  interval  (the  interval 
between  two  paced  beats  is  .84  second),  rate  71 
beats/ minute. 

B)  The  pacemaker  escape  interval  (the  interval  be- 
tween the  patient's  beat  and  a paced  beat)  is  .85 
second.  Note  the  pacemaker  does  not  always 
sense  the  very  first  part  of  the  patient's  QRS  that 
is  seen  on  the  ECG  because  the  electrode  is  usually 
in  the  apex  of  the  right  ventricle  and  a QRS  may 
have  delayed  conduction  to  the  right  ventricle  (i.e. 
RBBB  or  left  ventricular  PVC).  There  is  also  a 
small  built-in  delay  required  in  the  pacemaker 
circuits.  The  total  of  this  delay  should  be  less 
than  .04  second  so  the  time  from  the  beginning 
of  the  patient's  QRS  to  the  next  pacemaker  beat 
should  be  no  more  than  .04  second  longer  than 
the  escape  interval  except  in  a few  especially 
designed  units. 

C)  The  pacemaker  is  sensing  appropriately  as  all  of 
the  patient's  own  beats  reset  the  pacemaker. 
Occasionally  a pacemaker  spike  will  occur  in  the 
first  part  of  a normal  QRS,  this  is  acceptable  as 
it  is  secondary  to  the  same  factors  described  in 
IB.  (There  are  no  examples  of  this  on  the  ECG). 

2.  The  Apex  of  the  Right  Ventricle. 

Note  that  all  the  forces  of  the  QRS  are  directed 
superiorly  to  the  left  and  posterior.  The  apex  of  the 
right  ventricle  is  an  anterior  and  inferior  structure 
and  the  major  muscle  (the  left  ventricle)  is  to  the  left 
of  the  pacing  lead.  So  all  the  forces  from  the  pacer 
tip  radiate  posteriorly  superiorly  and  left  if  the  lead 
is  in  the  apex  of  the  right  ventricle. 

Castellano,  A.,  Jr.,  et.  al.,  "Electrocardiogram  in  Pa- 
tients with  Pacemakers",  Progress  in  Cardiovascular 
Disease  13:190-209,  1970. 

3.  The  patient  has  had  a recent  anterior  wall  myocardial 
infarction  and  has  periods  of  sinus  arrest  which  caused 
a Stokes  Adams  attack.  Only  rare  P waves  are  noted 
on  this  tracing.  They  precede  the  patient's  own  QRS 
complexes. 

The  P waves  are  conducted  with  variable  degrees  of 
AV  block  depending  upon  proximity  to  prior  QRS 
complex  suggesting  some  disease  is  also  present  in 
the  AV  node.  QS  complexes  can  be  seen  in  leads  I, 
AVL,  V2  and  V5  which  reflect  the  patient's  recent 
antero-lateral  myocardial  infarction. 


O 

B I T U A R Y 

RUPERT  MITCHUM  BLAKELY 

Dr.  Rupert  Mitchuni  Blakely,  a Little  Rock 
retired  physician,  died  September  25  at  the  age 
of  ninety.  Dr.  Blakely  was  born  in  Lamar  on 
November  13,  1H85.  He  was  honored  bv  the 
Arkansas  Medical  Society  in  1975  for  having  prac- 
ticed medicine  for  more  than  50  years. 

Dr.  Blakely  was  the  son  of  the  late  Dr.  Thomas 
B.  and  Mamie  Bradley  Blakely.  He  is  survived 
by  a son.  Rujx;rt  M.  Blakely,  Jr.,  of  Little  Rock; 
a daughter,  Mr,s.  John  R.  Forgy  of  Little  Rock; 
one  brother,  three  sisters,  eight  grandchildren, 
and  two  great-grandchildren. 

Memorials  may  be  made  to  \’oung  Life  at  815 
Bishop  Street,  lattle  Rock,  Arkansas  72202. 

AURELIUS  R.  DeJANIS,  M.O. 

Dr.  .A.  R.  Dejanis  of  115  WTst  Broadway,  North 
Little  Rock,  dietl  September  4,  1970.  Fie  was  a 
general  practitioner  and  surgeon,  and  had  prac- 
ticed medicine  for  50  years.  He  was  a member  of 
the  50-year  Club  of  American  Medicine.  Dr. 
Dejanis  was  a mendrer  of  the  Pulaski  County 
Medical  Society,  Arkansas  Medical  Society,  and 
the  .American  Medical  Association.  He  was  a 
member  of  the  American  Academy  of  Family 
Physicians. 

Dr.  Dejanis  was  born  in  Naples,  Italy,  Novem- 
ber 9,  1895.  He  attended  Fordham  LIniversity 
and  recei\'ed  his  M.D.  degree  from  the  College  of 
Physicians  and  Surgeons  in  St.  Louis,  Missouri, 
in  1922.  He  interned  at  Flushing  Hospital  and 
Dispensory  in  Flushing,  New  A’ork,  and  received 
his  .Arkansas  licensure  in  March,  1929.  He  was 
a member  of  the  F'ellow  American  Geriatric 
Society. 

Dr.  Dejanis  is  survived  by  his  wife,  Julia  Irene 
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McGaughey  Dejanis,  and  a sister,  Mrs.  Elvira 
DeLuca  ot  Bridgeport,  Cionnectictit. 

DR.  RICHARD  C.  PETTY 

Dr.  Richard  Clifton  Petty,  of  .Star  City,  died 
Saturday  September  IS,  197(i.  He  was  horn  Sep- 
teniber  5,  1927. 

Dr.  Petty  received  his  bachelor’s  degree  from 
Ouachita  Baptist  University  at  Arkadelphia  in 
1949,  and  his  Doctor's  degree  from  the  University 
of  .Vrkansas  Metlical  School  at  Uittle  Rock  in  1953. 
He  served  in  the  Army  before  and  during  the 
Korean  AVar,  and  completed  his  internship  while 
serving  in  the  Army  at  the  Army-Navy  Hospital 
in  Hot  Springs,  Arkansas.  He  started  practicing 
medicine  in  Star  City  at  the  old  Cardner  Hospital 
in  1954.  Later,  he  Itnilt  his  own  olfice  and  began 
practice  there  in  195h.  Dr.  Petty  was  a Family 
Physician  and  a member  of  the  Idncoln  County 
Medical  Society,  tlie  Arkansas  Medical  Society, 
.\merican  Medical  Association,  and  the  American 
.\cademy  of  Family  Physicians. 

Dr.  Petty  was  very  active  in  commtmity  affairs 
and  held  several  board  positions.  He  was  the 
presitlent  of  tlie  Star  City  School  Boartl  and  look 
a very  active  interest  in  the  lietteinient  of  the 
community  school.  He  was  also  on  the  Board  of 
Directors  of  the  Bank  of  Star  City.  He  served 
two  terms  as  the  Lincoln  Cctnnty  coroner  in  the 
195()'s  and  was  a meml)er  of  the  Star  City  Fire 
Depiutment  and  the  Star  City  Chamber  of  Ccrm- 
nierce.  He  was  a former  board  member  of  the 
Otiachita  Baptist  FIniversity.  Dr.  Petty  was  32nd 


degree  Afason  and  a member  of  the  Scottish  Rite, 
the  York  Rite  Bodies,  and  a member  of  the  Fh-st 
Baptist  Church  in  Star  City. 

Dr.  Petty  is  survived  by  his  wife,  Afrs.  Aileen 
McBrycle  Petty;  three  sons,  Clifton  F.  Petty  of 
Nashville,  Douglas  B.  Petty  and  Rickey  Petty  of 
Star  City;  a daughter,  Mary  Kay  Petty  of  Star 
City;  his  mother,  Mrs.  Lillian  Petty  of  Earle;  and 
a brother,  William  C.  Petty  of  St.  Lotiis,  Missouri. 


CLARK  COUNTY  MEDICAL  SOCIETY  BESTOWS 
SCHOLARSHIP 

Mrs.  \Vanda  Hoyle  received  the  Martha 
Harding  Chinn  Memorial  Ftind,  Inc.,  .scholarship 
award  which  is  given  by  the  Arkansas  Medical 
Society  Auxiliary.  The  scholarship  was  pre- 
sented by  Mrs.  Diana  Stover,  President  of  the 
Cdark  County  Afedical  Society  Auxiliary  and 
a member  of  the  Arkansas  Afedical  Society 
Auxiliary  Board.  Afrs.  Stover  was  instrumental 
in  helping  Airs.  Hoyle  apply  for  the  scholarshijx 
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From  Lilly/Dista  Research 


NALFON' 

fenoprofen  calcium 


300*mg.*  Pulvules® 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 


*Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 


600120 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 


ogy; spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syn- 
drome; convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in  frequency 


and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
: may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
I cessive  anxiety,  is  often  accom- 
; panied  by  depressive  symptom- 
^ atology.  Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms;  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium;(g 

(diazepam)  ^ 

2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  pos- 
sibility of  pregnancy  when  institut- 
ing therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or 
do  become  pregnant. 

Precautions;  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 


ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 


skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  distur- 
bances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Metabolism,  Function,  and  Clinical 
Role  of  Vitamin  D 


Howard  H.  Conaway* 

111  the  past  few  years  there  Iiave  lieeii  inten- 
sive investigative  efforts  directed  towarcfs  efnci- 
dating  the  metabolism  and  function  of  vitamin 
Dg  in  numerous  laboratories  throughout  the 
world.  It  is  now  clear  that  a metabolite  of  vita- 
min Dg,  1,25-dihydroxy  vitamin  Dg,  is  the  prin- 
cipal agent  responsible  for  such  well  known 
biological  action  of  vitamin  Dg  as  inaeased  in- 
testinal calcium  absorption,  the  healing  of 
rachitic  lesions,  and  inaeased  bone  mobilization. 
I'hese  findings,  together  with  the  results  of  other 
recent  vitamin  D research  work,  have  led  to  a 
clearer  picture  of  the  homeostatic  regidation  of 
calcium  and  phosphate,  and  promise  a brighter 
future  for  the  therapeutic  control  of  metabolic 
bone  disease. 

Metabolic  Transformation  of  Vitamin  Dg 

Vitamin  Dg  (cholecalciferol)  can  be  produced 
in  the  skin  by  the  photochemical  conversion  of 
7-dehydrocholesterol.  With  adetjuate  exposure 
to  sunlight,  this  biosynthetic  process  can  result 
in  the  production  of  sufficient  (juantities  of  vita- 
min Dg  for  the  physiological  needs  of  the  human. 
However,  the  extent  of  exposure  to  sunlight  in 
urban  man  is  sometimes  inadetjnate  for  a proper 
supply  of  the  compound,  and  thus,  vitamin  D 
as  either  vitamin  D,,*  or  vitamin  Dg  is  supple- 
mented in  the  diet. 

Regardless  of  whether  cholecalciferol  is  ob- 
tained as  a dietary  constituent  or  is  produced 
within  the  body,  the  compound  must  undergo 
metabolic  alteration  before  expressing  biological 
activity  (Fig.  1).  Vitamin  Dg  is  first  metabolized 


•Assistant  Professor,  Department  of  Psysiolog>  and  Biophysics. 
University  of  Arkansas  for  Medical  Sciences,  Little  Rock,  Arkansas 
72201. 

••Instructor,  Department  of  Physiolog\'  and  Biopliysics,  Ihiivcr- 
sity  of  Arkansas  for  Medical  Sciences,  Littles  Rock.  Arkansas  72201. 

•Vitamin  D2  denotes  the  compound  ergocalciferol  which  is 
produced  by  the  irradiation  of  the  plant  sterol,  ergo.sterol.  Vitamin 
1)2  is  clearly  active  in  man  and  may  represent  a significant  portion 
of  the  total  body  stores  of  vitamin  1).  .Although  vitamin  D2  has 
not  been  studied  in  as  great  a detail  as  cholecalciferol,  the  com- 
pound is  currently  believed  to  undergo  metabolic  transformation 
in  a fashion  which  is  very  similar  to  that  whiclt  is  know’n  to  occur 
in  the  metabolism  of  vitamin  Da. 


and  Michael  A.  Griffey** 


in  the  liver  to  25-hydroxycholccalcifero]  (25-OH- 
Dg).  This  reaction  takes  place  in  liver  micro- 
somal fractions  and  requires  NADPH  and  mo- 
lecular oxygen.  Although  25-()H-Dg  is  not  con- 
sidered to  be  a major  biologically  active  meta- 
bolite of  vitamin  Dg,  the  production  of  this  com- 
pound is  believed  to  represent  an  imjx>rtant 
control  point  in  the  metaboli.sm  of  vitamin  D., 
which  is  feedback  regulated  by  25-OH-Dg  itself. 
Therefore,  depending  ujxin  the  utilization  of 
available  25-OH-D,  from  the  liver,  more  or  less 
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Figure  1. 

Si  hematic  representation  of  vitamin  D metabolism. 
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vitamin  D3  will  be  hydroxy  la  ted. 

The  25-hydro.\ylated  derivative  of  cholecal- 
ciferol  (25-OH-D3)  circulates  in  the  serum  bound 
to  an  alpha,  globulin.  Under  appropriate  regula- 
tory conditions,  25-OH-D,  is  metabolized  in  the 
kidney  to  1,25-dihydroxycholecalciferol  [1,25- 
(OH),D.,].  This  conversion  takes  place  in  mito- 
chondrial fractions  and  is  a mixed  function 
oxidase  reaction  mediated  by  cytochrome  P-450. 
The  1,25-hydroxy  la  ted  derivative  of  vitamin  D, 
is  capable  of  eliciting  responses  at  the  level  of 
both  intestine  and  bone,  and  is  believed  to  repre- 
sent the  major  biologically  active  metabolite  of 
vitamin  D^. 

Conversion  of  25-OH-D.j  to  l,25(OH),D3  is 
enhanced  when  either  the  serum  calcium  or  phos- 
phate concentration  is  decreased.  When  normal 
serum  concentrations  of  calcium  and  phosphate 
are  jrresent,  25-OFI-D,  is  primarily  metabolized 
in  the  kidney  to  24,25-dihydroxycholecalciferol 
[24,25-(0H),D3].  The  physiological  function  of 

24.25- (0M),1)3  is  presently  unknown,  but  it  has 
been  suggested  that  this  derivative  may  be  con- 
verted in  the  kidney  to  yet  another  metabolite, 

1.24.25- (OU)gD3,  which  may  be  specific  for  in- 
testinal transport  of  calcium. 

Regulation  of  Serum  Calcium  and  Phosphate 

It  has  been  recognized  for  many  years  that  a 
decrease  in  the  serum  ionic  calcium  level  serves 
as  a stimulus  for  the  jrarathyroid  glands  to  elabo- 
rate parathyroid  hormone  (Pd'H).  Parathormone, 
in  turn,  is  known  to  then  bring  aliout  such  well 
defined  responses  as  increased  bone  calcium  and 
jdiosphate  mobilization,  increased  kidney  reten- 
tion of  calcium,  and  decreased  kidney  retention 
of  phosjrhate.  Recent  work  on  vitamin  D metab- 
olism has  shown  that  PFH  will  also  act  at  the 
level  of  the  kidney  to  promote  a shift  in  the  con- 
version of  24,25-(OH)„D,  to  that  of  1 ,25-(OH).,Dg. 
The  1,25-hydroxylated  derivative  of  vitamin  T), 
can  increase  bone  mobilization  and  increase  cal- 
cium and  phosphate  absorption  from  the  gut. 
Therefore,  a denease  in  serum  ionic  calcium 
is  countered  by  increased  calcium  mobilization 
from  bone  due  to  both  PTH  and  l,25-(OH).,Dg, 
increased  intestinal  calcium  absorption  due  to 

1.25- (0H),D,,  and  increased  kidney  retention  of 
calcium  brought  about  by  PTH.  Serum  phos- 
phate concentration,  on  the  other  hand,  remains 
relatively  constant  due  to  the  phosphaturic  action 
of  PTH. 


A decrease  in  serum  phosphate  concentration 
is  not  a stimulus  for  PTH  secretion,  but  will 
promote  the  renal  conversion  of  l,25-(OH).,Dg 
from  25-0 H-Dg.  The  l,25-(OH),Dg  formed  will 
primarily  increase  calcium  and  phosphate  ab- 
sorption from  the  gut.  This  is  an  action  which 
is  believed  to  be  de{:)endent  upon  the  presence 
of  PTH,  whereas  bone  mobilization  stimulated 
by  l,25-(OH)2Dg  is  thought  to  be  a PTH  de- 
pendent resjxmse.  The  subsequent  elevation  of 
serum  ionic  calcium  due  to  increased  intestinal 
calcium  trans{X)rt  stimulated  by  l,25-(OH),D3  is 
believed  to  depress  PTH  secretion  which,  in 
turn,  will  cause  a decreased  kidney  retention  of 
calcium,  but  increased  retention  of  phosphate. 
I’hus,  the  overall  net  response  will  be  a rise  in 
serum  phosphate  with  perhaps  onh'  a small  in- 
crease in  serum  calcium. 

Since  the  production  of  l,25-(OH),D3  is  feed- 
back regulated  by  both  serum  calcium  and  phos- 
phate concentrations,  this  metaliolite  of  vitamin 
D,,  is  considered  to  be  a hormone,  and  vitamin 
D,  a prohormone.  In  the  sense  that  parathyroid 
hormone  will  stimulate  the  conversion  of  25- 
OH-D,  to  l,25-(OH),Dg  when  there  is  a decrease 
in  serum  ionic  calcium,  parathyroid  hormone 
can  be  referred  to  as  a trophic  hormone  for  1,25- 
(OHjgDg  production. 

Clinical  Aspects  of  Vitamin  D 

^htamin  D has  been  used  for  decades  as  a 
therapeutic  agent  in  the  treatment  of  rickets  and 
osteomalacia,  and  to  a major  extent  these  bone 
diseases  are  reversiljle  l)y  vitamin  D administra- 
tion. However,  some  individuals  suffering  from 
rickets  or  osteomalacia,  as  well  as  many  patients 
with  chronic  renal  failure  and  ensuing  bone  dis- 
ease, fail  to  respond  to  vitamin  D properly,  de- 
spite large  dosages  of  the  compound.  Elucidation 
of  tliese  clinical  enigmas  have,  to  a great  extent, 
been  resolved  by  recent  advances  in  vitamin  D 
metabolism.  The  finding  that  the  Itiological 
actions  of  vitamin  D are  carried  out  by  a meta- 
bolite rather  than  by  the  parent  vitamin  is  highly 
significant.  It  is  apparent  that  failure  to  carry 
out  the  necessary  hydroxylation  reactions  in  the 
liver  and  kidney  would  create  a vitamin  D de- 
ficiency despite  adequate  supplies  of  the  vitamin. 
In  the  paragraphs  to  follow  some  of  the  clinical 
aspects  of  these  recently  discovered  metalDolites 
and  structurally  related  analogs  will  l^e  discussed 
briefly. 
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lleieditary  vitamin  D dependent  rickets  is 
cliaractcrized  l)y  all  of  the  symptoms  of  simple 
1)  deficiency  rickets  despite  an  adecpiate  dietary 
intake  of  vitamin  D.  \Vhile  these  individnals 
can  he  cured  by  massive  closes  of  vitamin  D,  re- 
cent evidence  suggests  that  l,25-(OH).,D^  or  a 
related  compound  may  be  the  agent  of  choice. 
Fraser  et  al.^  have  demonstrated  that  healing  of 
rachitic  lesions  conlcl  be  accomplished  with  “phys- 
iological” cjuantities  of  synthetic  l,25(OH)2D.,, 
while  large  doses  ol  2.5-()H-D3,  and  massive 
amounts  of  vitamin  D,,  and  were  required. 
As  suggested  by  these  investigators  the  probable 
genetic  defect  in  this  disease  lies  in  the  inappro- 
priate conversion  of  25-0 H-D,  to  l,25-(OH)oD3. 

A significant  number  of  patients  undergoing 
chronic  anticonvulsant  therapy  with  diphenyl- 
hydantoin,  phenobarbital,  or  a combination  of 
these  two  drugs  have  been  found  to  also  suffer 
from  rickets  or  osteomalacia.^"^  Although  plasma 
concentrations  of  25-OH-D3  in  these  patients  are 
positively  correlated  to  vitamin  D intake,  their 
25-OH-D,  levels  are  still  below  normal  when 
compared  to  control  subjects  not  receiving  these 
drugs.'’  In  vitro  studies,  using  hepatic  microsomal 
enzyme  systems,  suggest  that  diphenylhydantoin 
and  phenobarbital  cause  an  accelerated  con- 
version of  vitamin  and  25-OH-D3  to  inactive 
metabolites.  Wdiile  therapy  in  this  disorder  has 
mainlv  consisted  of  increasing  the  vitamin  D., 
intake,  preliminary  clinical  trials  suggest  that 
25-()H-D.,  may  be  more  effective  in  treating  these 
patients. 

Hy{)0|jarathyroidism  has  classically  been 
treated  with  large  doses  of  vitamin  1)  (50,000- 
100,000  U/day)  and  dietary  supplementation  of 
calcium,  \htamin  1)  intoxication  and  undesiralde 
side  effects  associated  with  supplying  elemental 
calcium  in  the  diet  are  well  known  disadvantages 
of  this  therapy.  Since  PTH  is  intimately  in- 
volved in  the  renal  conversion  of  25-0 H-D,  to 
1,25-(0H)„D3  it  would  seem  that  therapy  di- 
rected at  bypassing  this  hydroxylation  step  wotdd 
be  more  effective.  In  this  regard  both  dihydro- 
tachysterol  (l)HT),  a reduction  product  of  vita- 
min D and  1-rt-hydroxyvitamin  Dg  (1-rt-OH-D,), 
an  analog  of  l,25-(OH)3D3,  are  considered  to  be 
superior  to  vitamin  D.'*  The  effectiveness  of 
DHT  is  attributed  to  the  hydroxyl  at  position  3 
whicli  is  geometrically  similar  to  the  1 hydroxyl 
of  1,2.5-(0H)2D3.  Both  DHT  and  l-rt-OH-Dg  are 


thought  to  undergo  25  hydroxylation  itefore 
exerting  biological  activity. 

Osteotlystrophy  associated  with  chronic  renal 
faihue  has  been  recognized  for  many  years.  Bone 
disease  in  this  disorder,  manifested  as  rickets, 
osteomalacia,  and/or  osteitis  fibrosa  cystica,  has 
been  esjx?cially  prominent  in  recent  years  due  to 
the  extension  of  life  expectancy  resulting  from 
dialysis  therapy.  Rickets  and  osteomalacia  are 
attributed  to  an  apparent  vitamin  D deficient 
state  while  osteitis  fibrosa  cystica  is  considered 
to  be  the  residt  of  secondary  hyjrerparathyroid- 
ism.  Until  recently  the  most  attractive  hypothesis 
explaining  the  genesis  of  secondary  hyperpara- 
thyroidism in  uremic  patients  was  that  suggested 
by  Bricker  et  al.^  According  to  their  hyjxtthesis, 
progressive  nejthron  destruction  leads  to  im- 
paired phosphate  excretion  with  the  resulting 
hyperphosphatemia  evoking  a reciprocal  fall  in 
plasma  calcium.  The  ensuing  hypocalcemia 
serves  as  a stimulus  for  PTH  secretion  which,  in 
turn,  acts  on  the  remaining  nephron  popidation 
to  induce  phosphaturia.  Correction  of  the  plasma 
phosphate  concentration  occurs,  however,  only 
at  the  expense  of  some  degree  of  hyperparathy- 
roidi,sm.  This  sequence  of  events  continues  until 
GFR  falls  below  30%  of  normal  at  which  time 
the  remaining  nephrons  are  considered  to  be 
incapable  of  correcting  the  hyperphosphatemia. 
While  some  evidence  can  be  marshalled  for  this 
hypothesis,  a more  simple  and  direct  exjtlanation 
can  now  be  offered.  It  is  apparent  that  as  func- 
tional renal  mass  decreases,  the  altility  of  the 
kidney  to  produce  adequate  amounts  of  1,25- 
(()H).J)„  is  compromised.  Decreased  levels  of 
l,25-(OH),,D..  would  lead  to  impaired  intestinal 
calcium  absorption,  hypocalcemia,  and  pt)or  min- 
eralization of  l)one.  Excess  PTH  secretion  in- 
duced by  hypocalcemia  cotild,  in  the  presence  of 
some  l,25-(OH)..D..,  act  on  bone  to  bring  abotit 
resorption.  Thus,  a progressive  failure  of  the 
kidney  to  hydroxylate  25-()H-D3  not  only  pro- 
vides a basis  for  the  developmetit  of  renal  osteo- 
dystro])hy,  but  in  addition  explains  the  noted 
vitamin  D resistance  to  this  disoitler. 

Althongh  clinical  trials  Avith  l,25-(OH)3Dg 
have  just  started,  encouraging  residts  have  al- 
ready been  reported.  Studies  in  nremic  jxitients 
have  demonstrated  increased  itttestinal  calcium 
ab.sorptiou,  elevated  serum  calcium  levels,  and 
decreased  Pl'H  values. » However,  a distre.ssing 
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teature  of  these  trials  lias  been  the  failure  to 
satisfactorily  reverse  the  existing  lione  lesions. 
DeLnca^"  has  suggested  that  this  failure  may  be 
due  to  oral  rather  than  intravenous  administra- 
tion of  the  metabolite.  His  studies  have  demon- 
strated that  intravenous  administration  of  1,25- 
(()H)2D3  not  only  increased  intestinal  absorption 
of  calcium  and  repressed  PTH  levels,  but  in 
addition  brought  about  mineralization  of  bone. 

ddie  synthesis  of  l,25-(OH).d)3  at  this  time  is  a 
veiy  difficult  and  expensive  procedure.  Thus, 
its  current  use  is  limited  to  a few  clinical  in- 
vestigators. An  adecpiate  replacement  may,  how- 
ever, exist  in  l-ti-OH-D.^,  an  active  analogue  of 
1,25-(0H)2D3.  Synthesis  of  l-tt-OH-Dg  is  less  com- 
plex and  preliminary  results  indicate  that  this 
conifxiund,  given  either  orally  or  intravenously, 
is  al,so  tlierapeutically  effective  in  the  treatment 
of  renal  osteodystrophy.’^ 
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_L  he  hardest  coiixiction  to  get  into  the 
niiiitl  of  a beginner  is  that  tlie  education  upon 
which  he  is  engaged  is  not  a college  course,  not 
a medical  course,  but  a life  course,  for  which  the 
work  of  a few  years  tinder  teachers  is  but  a prepa- 
ration.” Sir  William  Osier,  The  Student  Idfe, 
1905. 

It  is  a great  temptation  to  make  this  year’s 
report  to  the  Medical  Society  an  anthology  of 
.some  of  the  outstanding  teachers  we  have  in 
this  Medical  College.  Over  the  past  twenty  years 
I have  been  affiliated  with  some  of  the  best 
known  universities  in  the  United  States  and 
England.  Nowhere  have  I encountered  a finer 
group  of  dedicated  and  hard-working  teachers 
than  now  are  gathered  at  Arkansas.  Although 
little  more  wall  be  said  about  them  in  the  ma- 
terial which  follows,  it  should  be  obvious  that 
none  of  the  splendid  things  that  are  happening 
in  the  University  these  days  would  be  possible 
w'ithont  their  leadership  and  enthusiastic  support. 

Major  Program  Areas.  Under  the  recent  re- 
organization of  the  Medical  Center  into  a full- 
fledged  campus,  the  University  of  Arkansas  for 
Medical  .Sciences  (UAMS),  the  medical  school  got 
both  a name  change  (now'  the  College  of  Medi- 
cine) and  a functional  realignment.  Ehe  faculty 
of  the  College  of  Medicine  are  responsible  not 
only  for  medical  student  education,  but  for  in- 
tern-resident  education,  a good  .share  of  the  grad- 
uate student  edttcation  on  this  camjrns,  and  the 
continuing  education  program  for  practicing 
physicians.  Each  of  these  four  groups  now  has 
become  a major  program  target,  w'ith  the  aim  of 
improving  the  effectiveness  and  efficiency  of 
learning  in  each  area.  The  relative  size  of  each 
of  the  four  areas  is  depicted  in  Eigure  1. 

The  Predoctoral  Medicine  program  represents 
the  traditional  medical  student  curriculum.  Dur- 
ing the  first  two  years  the  student  is  concerned 
primarily  with  fundamental  courses  which  re- 
late to  the  normal  structure  and  function  of  the 
body,  and  how  these  are  altered  by  disease.  To 
give  the.se  studies  more  meaning,  provision  is 

•Dean,  College  of  Medicine,  University  of  Arkansas  for  Medical 
Sciences,  4301  West  Markham,  Little  Rock,  Arkansas  72201. 


made  for  direct  contact  w’ith  patients  from  the 
onset  of  the  first  year  and  contiiuiing  throughout 
the  second  year. 

The  freshman  year  is  3()  weeks  long.  Instruc- 
tional time  is  spent  in  the  follow'ing  manner: 
gro.ss  anatomy  23%,  microanatomy  18%,  physiol- 
ogy 23%,  biochemistry  12%,  netirosciences  11%,, 
misccllaneotis  13%.  There  are  93  clock  hotirs 
for  the  course  ‘‘Introduction  to  the  Patient.  ’ In 
addition,  nearly  half  the  biochemistry  course 
time,  and  a significant  but  .smaller  amount  of 
time  in  other  connses,  is  spent  in  clinical  cor- 
relation. 

'The  sophomore  year  is  shorter  by  six  w'eeks 
thati  the  first.  Pathology  is  the  biggest  block,  ac- 
counting for  43%  of  instructional  time.  Pharma- 
cology occupies  21%  of  the  year  and  Microbiol- 
ogy-Immunology 17%.  Some  84  hours  are  spent 
in  Interview'ing  and  Examining  (the  old  jrhysical 
diagnosis  course).  Elective  preceptor  experiences 
W’ith  physicians  thronghotit  the  State  are  popular 
at  the  end  of  the  .sophomore  year. 

Dttring  the  junior  year  the  student  begins 
clinical  training  in  depth,  spending  12  w’eeks 
each  in  the  Medicine,  Surgery  and  Pediatric/ 
Netirolog7  clerkships,  and  six  weeks  each  in  Psy- 
chiatry and  the  Reproiluctive  Medicine  (Ob-Gyn) 
clerkships.  In  each  of  these  the  student  is  ;is- 
assigned  to  an  existing  facnlty-honsestaff  team, 
and  within  that  context  begins  to  assume  direct 
resjKmsibilities  for  patient  care. 

The  senior  program  is  entirely  selective  to  pro- 
vide each  student  an  opportunity  to  choose 
cotirses  suited  to  his/her  individual  needs.  Gen- 


PREDOCTORAL  MEDICINE  (483  Students) 


Figure  1. 

Students,  Trninces  and  Formal  Participants  in  Programs  of  the 
College  of  Medicine. 
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eral  review  courses  and  a wide  variety  of  special 
clinical  experiences  are  available  in  each  De- 
partment. The  student  elects  a minimum  of  36 
weeks  of  study  with  the  advice  and  approval  of 
a Facnlty  Advisor.  Research  studies  or  off-campus 
electives  may  be  selected  with  prior  approval. 

Curricular  reform  is  a never-ending  process. 
Recommendations  for  change  are  made  by  the 
Council  for  Academic  Affairs,  an  elected  body 
of  faculty  and  sttidents  from  each  organizational 
Division  and  Department  of  the  College  of  Med- 
icine. Five  curriculum  committees  are  incorpo- 
rated within  the  Council,  one  for  each  of  the 
four  years  and  a master  committee  for  Long 
Range  Planning. 

All  academic  work  is  conducted  under  an 
honor  system  which  is  administered  by  a student 
Honor  Council.  The  standard  A,  B,  C,  D,  F 
gTading  system  is  used  by  the  faculty.  A special 
Scholars  Honor  Program  is  being  carried  out  on 
a jrilot  iDasis  for  a few  selected  students.  The  pro- 
gram encompasses  the  entire  four  years  of  school 
and  substitutes  advanced  study  and  clinical  re- 
search for  many  of  the  standard  courses. 

For  the  first  time  tliis  year  all  specific  pre- 
medical college  couLses  which  traditionally  have 
been  required  for  admission  have  been  deleted, 
d'he  purpose  is  to  make  each  applicant  more  re- 
sponsiltle  for  his  or  her  own  premedical  educa- 
tion and  to  broaden  the  base  of  cultural  exper- 
ience prior  to  entering  medicine.  Students  con- 
sidering a career  in  medicine  are  advised  to  get 
a .solid  foundation  in  biology,  chemistry,  physics 
and  mathematics,  behavioral  sciences,  and  the 
humanities. 

The  Admissions  Committee  this  year  has  been 
expanded  and  diversified  liy  act  of  the  State 
Legislature.  There  are  fifteen  total  members,  with 
a minimum  of  tw'o  chosen  from  each  of  the  four 
congTCssional  districts  of  Arkansas.  The  new  ap- 
pointees have  responded  in  a superb  manner  and 
have  spent  numerous  hours  away  from  their  prac- 
tice to  review  the  large  number  of  applicants. 
Announcements  for  the  last  of  the  121  successful 
candidates  were  mailed  on  March  15,  1976.  All 
new  freshmen  will  be  legal  residents  of  Arkansas. 

Students  currently  enrolled  in  the  College  of 
Medicine  are  shown  in  Figure  2 by  county  of 
origin.  The  large  number  of  students  who  live 
in  Pulaski  County  are  represented  by  a star  in- 
stead of  individual  dots  for  reasons  of  graphic 
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Figure  2. 

County  of  Origin  of  Predoctoral  Medical  Students,  College  of 
Medicine.  1975-76.  Each  dot  represents  one  student.  See  text  for 
comments  on  Pulaski  County. 


simplicity.  The  proportion  of  medical  students 
to  undergraduate  college  students  accepted  from 
Pulaski  County  is  at  about  the  median  level  of 
other  counties.  One-fourth  of  all  students  are 
from  towns  smaller  than  6,000  population,  an- 
other fourth  are  from  the  three  largest  cities 
(lattle  Rock,  Fort  .Smith  and  Pine  Bluff)  and 
the  other  half  are  from  towns  of  intermediate 
size. 

The  Postdoctoral  Medicine  program  focuses 
on  the  years  of  formal  training  as  a clinical  intern 
or  resident  physician.  During  this  time  increas- 
ingly heavy  responsibility  for  patient  care  and 
in-depth  clinical  training  occur  under  faculty 
supervision.  Numerous  formal  conferences  and 
seminars  are  held  at  regular  intervals  and  bed- 
side teaching  sessions  occur  daily.  Voluntary 
faculty  join  the  full  time  facidty  in  instructional 
activities. 

The  first  postdoctoral  year  is  variably  called 
the  internship  or  first  year  of  residency.  Straight 
internships  are  offered  in  Family  Medicine,  In- 
ternal Medicine,  Pediatrics,  Obstetrics-Gynecol- 
ogy, Pathology  and  Surgery.  All  other  in- 
ternships at  UAMS  are  Mixed  Medicine:  eight 
months  are  allowed  in  the  discipline  of  choice 
but  four  months  of  Internal  Medicine  are  re- 
quired. The  Mixed  Medicine  internship  is 
offered  jointly  by  tlie  LTniversity  Hospital,  Bap- 
tist Medical  Center  and  the  St.  Vincent  In- 
firmary. 

Second,  third  and  fourth  year  postdoctoral 
residencies  are  offered  in  most  all  the  specialties 


266 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Thomas  A.  Bruce,  M.D. 


of  medicine.  The  average  period  of  clinical 
training  as  a resident  jdiysician  is  three  years. 
A small  number  of  clinical  or  re.search  fellow- 
ships is  available  to  cpialified  applicants  with 
previous  residency  training.  Information  and 
application  foims  may  he  obtained  by  contact- 
ing the  appropriate  departmental  chairman. 

'The  Graduate  Biomedical  Sciences  program 
offers  studies  leading  to  a Master  of  Science  or 
Doctor  of  Philosophy  degree  in  any  one  of  the 
following  fields:  anatomy,  biochemistry,  inter- 
disciplinary toxicology,  microbiology,  physiology 
and  pharmacology.  Master’s  degree  courses  are 
also  available  in  biometry  (biostatistics)  and 
pathology.  The  Graduate  School  is  an  inter- 
campus program  of  the  University  of  Arkansas 
system  and  applicants  must  meet  prespecified 
entrance  requirements.  The  details  for  admission 
are  available  in  the  UAMS  Graduate  office  or 
can  be  obtained  from  the  appropriate  depart- 
ment chairman.  It  is  apparent  that  an  excellent 
graduate  program  has  great  importance  in  the 
quality  of  both  predoctoral  and  postdoctoral 
medical  education. 

The  Continuing  Physician  Education  program 
has  been  significantly  upgraded  because  of  the 
level  of  statewide  need  and  the  likelihood  of 
many  additional  requests  for  help  in  future 
months.  The  objectives  of  this  program  are 
1)  to  provide  jdtysicians  in  practice  the  ojtpor- 
tunity  to  maintain  and  increase  their  knowledge 
and  skills  in  the  care  of  patients,  2)  to  make  avail- 
able ajipropriate  continuing  education  credits  to 
participants,  3)  to  stimulate  physicians  to  con- 
tinue the  life-long  process  of  learning,  4)  to  en- 
courage exjterienced  practitioners  to  participate 
as  teachers  within  the  program,  and  5)  to  extend 
the  outreach  to  all  doctors  within  Arkansas. 

All  official  College  of  Medicine  programs  Itave 
been  approved  for  Category  1 credit  Ity  the  Amer- 
ican Medical  Association  and  most  have  approval 
also  of  the  American  Academy  of  Family  Practice. 
I’he  majority  of  courses  now  are  located  on  the 
UAMS  campus,  but  selected  conferences  and 
courses  for  credit  are  available  in  other  towns. 

The  Area  Health  Education  Centers  (AHECs) 
in  Arkansas  are  closely  allied  with  three  of  the 
major  program  areas  discussed  altov'e.  Predoc- 
toral education  usually  takes  the  form  of  senior 
elective  courses  offered  in  the  AIIEC  liospitals 
and  clinics.  Residency  training  is  available  at 


selected  locations  and  has  a very  high  jniority 
for  immediate  ex[)ansion.  Family  practice  resi- 
dents now  are  working  in  the  Fort  Smith  and 
Northwest  Arkansas  .\FIECs;  internal  medicine 
residents  rotate  through  the  Pine  Bluff,  Eort 
Smith  and  El  Dorado  AFIECs.  Programs  in  Con- 
tinuing Physician  Education  are  available  in  all 
six  of  the  Centers. 

The  unexpected  death  earlier  this  year  of  Dr. 
Winston  K.  Shorey,  beloved  former  Dean  and 
Director  of  the  AHEC  program  at  the  time  of 
his  demise,  leaves  a tremendous  gulf  to  be  filled. 
Dr.  James  L.  Dennis,  Chancellor  of  UAMS,  re- 
cently has  asked  Associate  Dean  Roger  Bost  to 
serve  in  this  vital  post  until  a Search  Committee 
recommends  a successor. 

PAST  PERFORMANCE  AND  FUTURE  PLANS 

During  this  year  a major  opinion  survey  was 
made  of  our  faculty  and  students,  of  100  mem- 
bers of  the  Arkansas  Medical  Society  selected 
from  tlnoughout  the  State,  and  of  50  prominent 
laymen  known  to  be  interested  in  health  affairs. 
Each  wa.s  asked  to  value-rate  a large  number  of 
statements  about  potential  future  directions  for 
the  College  of  Medicine.  I'he  concensus  of  that 
survey  is  depicted  iti  F'igure  3.  The  cpiestionnaire 
residts  narrowed  the  future  to  four  key  missions, 
all  considered  of  “high  importance.”  At  very 
top  priority  during  the  next  five  years  was  the 

MISSIONS,  COLLEGE  OF  MEDICINE 


I - Produce  the  number  ond  kind  of  new  physician  needed 
n - Continuing  education  for  procticing  physicians 
TTT  - Potlent  Care  and  Public  Services 
TV  - Basic  ond  Applied  Research 

Figure  .S. 

Major  Missions  for  the  College  of  Medicine  during  the  next  five 
vears. 
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need  to  produce  the  numbers  and  the  kinds  of 
physicians  needed  l^y  the  State.  Next  in  im- 
portance was  expansion  of  the  continuing  edu- 
cation program.  Third  was  further  development 
of  the  University  Medical  campus  as  a consulta- 
tion and  resource  center  for  patient  services,  and 
fourth  was  an  improved  cajracity  to  develop  as 
an  academic  research  center. 

If  the  number  of  practicing  physicians  emerg- 
ing from  oiir  College  is  to  be  increased  signifi- 
cantly for  this  State,  we  have  no  alternative  ljut 
to  increase  the  number  of  jxistdoctoral  (intern- 
resident)  training  slots.  For  the  past  several  years 
the  focus  has  been  on  increasing  the  number  of 
jjredoctoral  (medical  student)  jxisitions.  Year  by 
year  tiie  number  has  been  rising;  this  year  we 
will  gTaduate  30%  more  Doctors  of  Medicine 
than  w'e  did  five  years  ago.  But  we  have  intern- 
ship {x>sitions  in  Arkansas  for  barely  more  than 
half  of  our  own  graduates;  the  others  must  of 
necessity  go  out  of  State  for  postdoctoral  train- 
ing. Experience  tells  ns  that  the  majority  will 
not  return!  The  reverse  is  also  true:  the  great 
majority  of  those  physicians  who  obtain  their 
postdoctoral  training  here  (whether  or  not  they 
are  Arkansas  giaduates)  will  ultimately  practice 
somewhere  in  the  State. 

So  why  not  double  the  number  of  internship 
positions  next  year?  Reason  niiml)er  one:  money. 
Sixty  positions  X $11,900  (the  announced  start- 
ing salary  for  first  year  jrostdoctoral  trainees  in 
July,  1976)  is  $660,000.  The  .second  year  of  resi- 
dency the  cost  w'oiild  be  $1,356,000  and  the  tliird 
year  $2,088,000  — assuming  a commitment  to 
keep  the  new  slots  open  on  a continuing  basis 
and  a.ssuming  no  cost-of-living  salary  adjustments. 
Reason  number  two:  new  patient  teaching  units 
would  need  to  be  found.  Our  three  primary 
teaching  hospitals  (University,  Idttle  Rock  V. A., 
and  the  Arkansas  Children’s  Hospital)  already 
are  used  to  capacity  and  a few  residency  pro- 
grams have  spread,  rather  unsteadily  in  .some  in- 
stances, to  private  hospitals  in  Idttle  Rock.  Tlie 
AHEC  hospitals  could  be  a tremendous  a.sset 
in  the  solution  to  this  problem.  Rea.son  number 
three:  additional  faculty  would  have  to  be  found. 
Voluntary  help  from  practicing  physicians  would 
be  valuable,  but  for  residency  training  it  cannot 
be  a substitute  for  full-time  physicians  with  a 
special  commitment  to  teaching  and  scholarship. 
And  I)y  its  very  natine  residency  training  re- 


(.piires  more  intensive  tutorial  (one  on  one)  teach- 
ing than  would  be  needed  for  ordinary  classroom 
instruction. 

It  can  be  done  and  it  will  be  done.  But  the 
expansion  of  the  postdoctoral  education  pro- 
grams will  Iiave  to  be  a gradual  process  rather 
than  a precipitous,  inadecpiately  planned  effort. 
No  other  single  change  is  likely  to  produce  re- 
sults for  Arkansas  as  directly  as  this  one. 

The  hinds  of  physicians  who  emerge  from  the 
College  of  Medicine  become  imjxirtant  if  the 
goal  is  the  solution  of  the  doctor-deficit  in  the 
small  towns  of  Arkansas.  'Ehis  State  has  a need 
for  all  kinds  of  medical  and  surgical  sj^ecialists, 
but  of  greatest  priority  are  those  physicians  who 
are  willing  to  assume  responsibility  for  primary 
(all-inclusive)  medical  care.  Primary  physicians 
have  been  pnxluced  in  inaeasing  numbers  from 
this  .school  over  the  last  several  years.  In  Table  1 
can  be  seen  an  analysis  of  the  percent  of  all 
graduates  who  go  into  the  major  disciplines  of 
medicine.  For  ea.se  of  analysis,  these  have  been 
grouped  into  three-year  chimps,  in  order  to  gain 
jx^rspective  on  the  direction  of  recent  change. 
It  is  apparent  that  in  the  last  clump  (the  grad- 
uating clas.ses  of  1972,  1973  and  1974)  nearly 

Table  I. 

PERCENTAGES  OF  THE  UNIVERSITY  OF 
ARKANSAS  COLLEGE  OF  MEDICINE 
BY  SPECIALTY 
ALL  GRADUATES  1963-74 


I.  Primary  Care 

1963-65 

1966-68 

1969-71 

1972-74 

Family  Practice 

22.8% 

24.1% 

31.1% 

36.4% 

Internal  Medicine 

12.9% 

15.5% 

15.4% 

10.3% 

Pediatrics 

8.9% 

4.1% 

4.3% 

6.5% 

44.0% 

43.7% 

50.8% 

59.2% 

-f-  Obstetrics 

7.1% 

7.3% 

4.3% 

4.8% 

11.  Consultative 

51.7% 

51.0% 

55.1% 

64.0% 

General  .Surgery 

8.0% 

7.3% 

7.5% 

7.1% 

Anesthesiology 

4.,5% 

1.0% 

3.6% 

5.4% 

Ophthalmology 

3.6% 

4.5% 

5.7% 

4.8% 

Psychiatry 

5.8% 

3.7% 

4.6% 

4.1% 

Radiology 

8.9% 

10.0% 

4.6% 

3.7% 

Pathology 

2.7% 

4.9% 

5.4% 

3.1% 

Orthopaedic  Surgery 

5.4% 

0.5% 

2.5% 

2.0% 

o' 

CfQ 

1.3% 

2.0% 

3.6% 

2.0% 

Dermatology 

3.1% 

3.3% 

1.1% 

1.0% 

Neurology 

0.9% 

0.8% 

1.1% 

1.0% 

Ear-Nose-Throat 

2.7% 

2.9% 

3.2% 

0.7% 

Neurosurgery 

0.9% 

1.2% 

0.7% 

0.7% 

Other 

— 

— 

1.4% 

0.3% 

47.8%* 

49.3%* 

45.0%* 

35.9%* 

*Figures  do  not  add  exactly  to  100%  because  of  mathematical 
averaging. 
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iw’o-thil  els  ol  oiii  t>i  iKiu;ilcs  arc  ciilci  iii”  pi  iinary 
care  disciplines.  I'licrc  is  a coiuoinilaiil  lall-oll 
in  die  pereeni  ol  »radnates  eniering  die  major 
snl)S|)eeially  (eonsnltat ive  or  tertiary  care)  disci- 
plines. 1 his  trend  is  seen  even  more  clearly  in 
Fi«nre  1,  where  the  actual  nnmhcr  ol  ,\rk.ansa.s 
graduates  each  year  ;tte  plotted  as  entering  either 
primary  or  tertiary  care.  I'liis  graph  would  sug- 
gest th;it  the  University  ol  Arkansas  is  nnicpie 
among  all  other  traditional  medical  colleges  in 
the  proportion  ol  its  gradnates  entering  jirimary 
care  disciplines.  Fhe  natiotial  trend  is  that  the 
ninnbcr  ol  gradnates  entering  primary  care  disci- 
plines is  rising,  but  that  there  is  little  or  no 
reduction  in  the  rate  ol  entry  into  the  sithspe- 
cialty  disciplines.  In  Figure  5 can  be  seen  the 
breakdown  of  the  loin  major  primary  care  disci- 
plines (obstetrics  is  included  because  most  ob- 
stetricians do  assnmc  the  responsibility  for  all 


Primary  Care 


Consultant  Care 


l ig^urc  4. 

Number  of  Arkansas  Medical  Ciraduates.  I)v  year,  who  enter 
primary  care  or  tertiary  (consultant)  care  disciplines. 


Family  Practice 

(1975  includes  flexible  interns) 


Internal  Medicirte 


Pediatrics 

Obstetrics 


rigurc  ,5. 

Number  of  Arkansas  Medical  Graduates,  by  year,  wlio  enter  the 
■various  primary  care  disciplines. 


medi(;il  care  ol  their  |)atients  dining  the  child- 
hearing  years),  it  is  clear  that  Family  Ihactice 
is  increasingly  the  discipline  of  choice  for  Ar- 
kansas graefuates.  It  also  is  interesting  that  this 
trend  in  student  choice  began  at  least  ten  years 
ago,  long  before  we  had  a recogni/cd  teaching 
])rogram  in  Family  iMedicine.  Onr  present  l)e- 
(rartment  of  Family  and  Uonnmmity  Medicine 
has  been  in  existence  oidy  for  about  four  years. 

d he  second  key  mission  for  the  next  five  years 
is  to  expand  further  the  continuing  physician 
education  program.  Since  this  effort  does  not 
receive  financial  support  from  the  State  Legisla- 
ture, it  must  be  built  methodically  and  efficient- 
ly. Participating  physicians  will  he  expected  to 
share  in  the  costs  involved,  and  there  is  little 
doubt  but  that  they  will  do  so  willingly  if  the 
cpiality  of  the  instruction  is  sound.  Both  the 
frecpiency  and  the  spectrum  of  courses  will  he 
increased  as  demand  allows.  Arrangements  can 
be  made  tor  itidividnal  physicians  to  become  a 
part  erf  the  Fbtiversity  Idospital  staff  in  some 
areas  for  a period  of  three  to  six  weeks,  or  even 
longer,  in  order  to  gain  new'  experience  in  se- 
lected areas,  d’he  regionali/cd  AflEC  conferences 
for  continuing  education  will  he  strengthened 
and  ex|randecl. 

'Fhe  third  mission  of  high  imjrortance  for  the 
next  five  years  is  to  impiove  the  Ibiiversity's 
capability  to  resjrond  to  rccpiests  for  advice  in 
medical  diagnosis  and  treatment.  The  installa- 
tion of  a new  Centiex  telephone  system  is  the 
first  stej)  in  such  a direction.  It  will  provide 
physicians  around  the  State  cliiect  accc.ss  ter  the 
offices  of  Ibiiversity  consultants,  w’itiurnt  har  ing 
to  pass  the  harrier  erf  the  understaffed  central 
switchherard.  Each  Dejrartment  and  Division  in 
the  (icrllege  of  Medicine  currently  is  evaluating 
the  |rai  tit  ular  medical  care  services  most  needed 
across  the  State.  If  in  the  fntnrc  the  Ibiiversity 
Hospital  can  serve  .Arkansas  physicians  belter 
as  an  intensive  care- nnicpie  special  services  insii- 
tulicrn  tlian  as  a general  community  hospital,  it 
is  impcrrlant  Icr  begin  planning  in  that  direction. 

d’he  last  important  mission  is  to  increase  our 
efforts  in  basic  and  applied  research.  There  is 
little  enthusiasm  here  or  elsewhere  for  the  llni- 
vcrsiiy  to  assume  the  functions  of  a true  research 
institute.  Rather,  it  is  ho|)ed  that  each  member 
of  the  faculty,  each  teacher,  will  make  a studied 
effort  to  push  back  the  frontiers  of  medical 
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ignoiance  a little  liit  — to  identify  the  critical 
clinical  problems  and  work  individually  or 
collaboratively  to  develop  solutions.  There  are 
four  general  levels  of  research  now  ongoing  in 
the  College:  basic  bench  research,  clinical  (pa- 
tient related)  investigation,  research  in  medical 
education,  and  research  in  the  delivery  of  med- 
ical care.  Each  has  its  own  relative  imjxirtance; 
tlie  Ihiiversity  will  have  to  assume  leadership  in 
most  of  these  areas  if  Arkansas  is  going  to  be  a 
jxuticipant  in  this  phase  of  national  progress. 

The  Neicest  Thing:  Community  Medical 
Affairs:  Any  town  which  needs  an  additional 
]jhysician  (or  thinks  it  does)  faces  tw'o  problems: 
first  it  must  flag  the  attention  of  a prospective 
doctor  and  recruit  liim/Iier  to  set  up  practice 
there,  and  second,  it  must  retain  the  new  doctor 
for  a reasonable  jieriod  of  time.  The  Arkansas 
Medical  Society  for  years  has  sponsored  a Physi- 
cian's Placement  Service  that  has  played  an  im- 
portant role  in  matching  needy  communities 
with  interested  doctors.  A year  ago  the  Medical 
School  joined  hands  with  the  Society  (with  help 
from  the  Arkansas  Caduceus  Club)  in  setting  up 
an  “Ojiportunity  Fair”  day  on  the  ITniversity 
Medical  campus.  Interested  towns  came  in  to 
meet  medical  students  and  members  of  the  house- 
staff  and  tell  them  of  their  need  for  physicians, 
d he  response  from  the  students  was  so  dramati- 
cally positive  that  an  Office  for  Community  Med- 
ical Affairs  has  now  been  established  on  a full- 
time basis  in  the  College  of  Medicine  to  sustain 
student  interest  in  practicing  in  .\rkansas.  An 
attractive  permanent  display  in  the  University 
Hospital  lobby  features  a town  in  Arkansas 
which  needs  doctors:  the  display  is  changed  at 
frequent  intervals  so  that  as  many  towns  can  be 
represented  as  possible,  d’he  intent  is  not  to  sell 
a particidar  community  but  to  keep  in  front  of 
our  students  the  continuous  message  that  Ar- 
kansas needs  them.  The  Office  for  Community 
Medical  Affairs  also  sponsors  student  tours  to 
needy  towns,  organizes  symposia  about  regional 


development  efforts,  keeps  in  touch  with  in- 
terested community  leaders  about  UAMS  activi- 
ties, and  so  on. 

The  other  aspect  of  community  need  is  the 
ability  to  retain  those  doctors  who  have  been  re- 
CTuited.  This  year  w'e  decided  to  have  a look  at 
how  our  recent  graduates  have  fared  after  com- 
pletion  of  their  training.  At  first  glance  there 
would  appear  to  be  a surprisingly  large  turn- 
over during  the  first  tw'o  years  in  practice.  If 
this  observation  is  confirmed,  new  questions  must 
be  jxised  . . . are  our  graduates  not  trained  ade- 
quately to  set  up  and  manage  a practice?  Are 
we  teaching  them  to  be  excellent  physicians  but 
providing  them  no  understanding  of  how  to  de- 
liver their  expertise?  Should  we  be  teaching  the 
towns  how  to  respond  better  to  the  needs  of 
their  doctors?  All  these  are  troublesome  ques- 
tions and  major  changes  in  our  educational  pro- 
gram wotdd  be  needed  to  bring  about  a solution. 
To  get  better  information  on  the  retention  prob- 
lem, an  Office  for  Research  in  Medical  Practice 
has  been  established;  financial  support  has  been 
obtained  from  the  ^Vinthrop  Rockefeller  Founda- 
tion and  field  studies  have  been  initiated.  Sub- 
sequent reports  to  the  Medical  Society  will  high- 
light the  findings  of  this  research. 

Conclusion:  As  we  move  towards  our  centen- 
nial year  in  1979,  the  College  of  Medicine  likely 
will  continue  to  improve  in  teaching,  searching 
and  serving.  In  the  long  run  we  will  be  known 
by  the  kinds  of  physicians  who  emerge.  Over 
the  years  a reputation  has  been  achieved  that  I 
would  like  to  believe  is  now  a tradition:  it  is 
that  we  train  outstanding  clinicians.  Wliat  we 
hope  for  is  to  train  more  doctors  who  are  knowl- 
edgeable and  who  keep  knowledgable,  who  have 
acquired  superb  skills  and  who  update  those 
skills  regularly,  and  who  have  developed  and 
maintained  attitudes  befitting  this  great  human 
service  profession.  If  we  succeed  in  these  simple 
goals,  it  will  not  have  been  a century  wasted! 
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(See  Answer  on  Page  278) 
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The  Osteochondroses 


Philip  H.  Johnson,  M.D. 


X lie  asteochoiKlroses  constitute  a group  of 
self-liiuitiug  diseases  affecting  the  growing  epiph- 
ysis in  childhood  with  the  same  common  denomi- 
nator . . . focal  avasctdar  (ischemic)  necrosis  of 
I)one.  The  primary  growth  centers  are  involved 
in  the  first  decade,  while  the  accessory  centers 
of  ossification  are  involved  in  the  second  decade 
of  life.  It  is  the  purpose  of  this  report  to  provide 
the  reader  with  an  overview  of  this  subject. 

There  has  been  confusion  with  the  nomencla- 
ture of  tliese  similar  epiphyseal  affectations, 
ritey  have  been  referred  to  as  “osteochondritis" 
as  recently  as  1968  in  the  Index  Medicus.  Legg- 
Perthes  disease  is  sometimes  referred  to  as  osteo- 
chondritis deformans.  Apophysitis  of  the  cal- 
caneus (Sever’s  disease)  is  clearly  an  osteochon- 
drosis. There  is  no  definite  evidence  that  infec- 
tion is  a cause  of  these  syndromes,  and  therefore, 
tlie  “itis"  term  sliould  be  discarded. 

In  some  places  in  the  literature,  the  osteo- 
chondroses liave  been  lumped  in  with  the  osteo- 
chondrodystrophies (Morquio’s,  etc.).  They  have 
nothing  in  common  with  these  hereditary  dys- 
plasias of  cartilage  and  Itone. 

To  add  to  tlte  confusion,  eponyms  are  ex- 
tensively used  in  reference  to  this  condition  in 
various  parts  of  tlie  body.  In  Table  1 you  will 
find  a listing  of  most  of  the  areas  where  it  occurs, 
and  the  pliysician  responsible  for  describing  it 
in  that  location.  A convenient  way  to  refer  to 
tlie  disease  in  a common  location  is  by  the  ep- 
onym  (Fig.  1). 

Osteochondritis  dessicans  of  the  medial  fem- 
oral condyle  is  mentioned  here  because  it  is  a 
focal  avascular  lesion  of  bone.  Breck  in  his  mon- 

•Little  Rock  Orthopedic  Clinic,  P.A.,  P.  O.  Box  5270,  Little 
Rock,  .Arkansas  72205. 


ograph,  however,  strongly  opposes  including  it 
with  the  osteochondroses.  Calve’s  disease  of  the 
vertebra,  previously  classified  as  an  osteochon- 
drosis, is  now  known  to  be  a pathologic  com- 
pression fracture  of  the  vertebral  body,  secondary 
to  eosinophilic  granidoma. 

Etiology:  The  basic  pathologic  process  com- 
mon to  all  these  syndromes  is  a focal  avascular 
degeneration  of  bone,  while  the  precipitating 
cause  is  often  obscure.  Infection  and  endocrine 
disturbance  have  been,  for  the  most  part,  dis- 
credited. Trauma,  however,  seems  often  to  be 
a factor.  Repeated  injury  to  the  throwing  elbow 
in  a youthful  pitcher  may  produce,  in  effect. 
Fanner’s  disease.  Compression  trauma  plays  a 
role  in  Legg-Perthes’  disease,  and  is  definitely  a 
factor  in  Blount’s  disease  of  the  upper  tibia. 
Traction  injury  certainly  contriljutes  to  the  oc- 
currence of  all  the  so-called  “traction  osteochon- 
tlroses"  (Table  1). 

Diagnosis:  Usually  pain  and  swelling  are  pres- 
ent. A limp  may  be  present  if  the  lower  extrem- 
ity is  involved.  Joint  motion  is  limited  by  syno- 
vitis and  the  associated  guarding.  Local  heat 
may  be  palpated,  but  a systemic  reaction  is  rarely 
present.  X-rays  show  varying  stages  of  involve- 
ment and  are  usually  diagnostic.  Early,  there  is 
cessation  of  growth  in  tlie  epiphysis,  making  it 
appear  .small.  This  is  followed  liy  fragmentation 
and  alteration  of  the  general  contour,  as  com- 
pared with  the  normal  side.  I.ater  revasetdariza- 
tion  and  resolution  is  seen,  often  with  deformity 
and  joint  incongruity. 

Course:  These  avascular  processes  affect  the 
epiphyseal  growth  centers  of  a child.  They  are 
referred  to  as  self-limiting  because  there  is  al- 
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ways  an  attempt  on  the  part  of  the  body  to  heal 
and  revascnlarize  the  dead  hone,  d’his  is  nsnally 
successful,  and  at  the  time  of  skeletal  maturity, 
fusion  of  the  affected  epiphysis  with  the  di- 
aphysis  across  the  epiphyseal  plate  occurs.  Late 
problems  are  brought  about  by  deformity.  A 
shortened  and  misshapen  femoral  head  in  Legg- 
Perthes'  disease  leads  to  early  degenerative  ar- 
thritis. The  bowlegs  seen  in  Blount’s  di.sease  and 


the  thoracic  kyphosis  in  .Scheuermann's  di.sease 
produce  gross  deformities.  Some  of  these  syn- 
dromes on  the  other  hand,  like  Sever's  disea.se, 
heal  at  skeletal  maturity  without  any  residual 
evidence  of  the  tli.sease  having  existed.  Conse- 
(jnently,  some  orthopedists  tpiestion  their  in- 
clusion with  the  osteochondroses.  Osgood- 
Schlatter's  disease  nsnally  heals  without  setjuelae 
but  can  leave  a paiiditl  ossicle  of  bone  over  the 
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Table  1. 


LOCATION 

EPONYMS 

*cakaneus 

■Sever 

carpal  scaplioid 

Preiser 

clavicle 

Friedricli 

cuneiform 

Btischke 

*femur.  greater  trochanter 

Mandl 

*£enuir,  lesser  trochanter 

Felix 

femoral  caitital  epiphysis 

Fegg-Perthes 

*fil)tdar  head 

Ritter 

humeral  head 

Hass 

humeral  capitellum 

Panner 

humeral  conchies 

Froelich 

*hnmerus.  medial  ejricondyle 

I't'gg 

*iliac  crest 

Buchman 

‘ischial  tuberosity 

V'altancoli 

ischioptihic  junction 

Van  Neck 

lunate 

Kienhock 

metacarpal  heads 

MaucTaire 

‘metatarsal  base,  fifth 

Iselin 

metatarsal  head,  second 

Freiberg 

‘olecranon 

Mouchett 

patella,  primary  center 

Kohler 

‘patella,  secondary  center 

Sinding-I.arsen 

phalanges 

Thiemann 

pisiform 

Schmier 

radial  head 

Schaefer 

sesamoids 

Treves 

spine 

Schettermann 

symphysis  pubis 

Pierson 

tahis 

Diaz 

tar.'al  navicular 

Kohler 

‘tarsal  navictilar,  accessory 

Haghind 

tibia,  distal 

Lewin 

tibia,  proximal 

Blount 

‘liliial  ttiberosity 

O sgood  - S c h 1 a 1 1 er 

ulna,  distal 

Bttrns 

‘traction  osteochondro.ses 

tibial  tubercle.  In  general,  when  this  condition 
occurs  in  the  accessory  centers  of  ossification 
(apojrhyses)  during  the  second  decade,  the  prog- 
nosis is  good.  The  child  is  nearer  to  skeletal 
maturity,  and  a non-weiglit  l)earing  bone  is  in- 


volved. When  the  disease  occurs  during  the  first 
decade  of  life  in  a primary  epiphysis,  contribut- 
ing to  length  growth  of  bone,  especially  if  it  is 
weight  bearing,  late  setjuelae  and  deformity 
usually  occur. 

Treatment:  Initial  treatment  is  conservative. 
Rest  is  primary,  whether  it  be  limitation  of 
weight  bearing  or  plaster  immobilization.  Sup- 
portive splinting  frequently  relieves  symptoms. 
Restriction  of  activities  is  indicated.  Explana- 
tion and  reassurance  are  greatly  appreciated  by 
both  parents  and  patient.  Braces  are  used  in 
Blount’s  and  Scheuermann’s  disease  to  redirect 
growing  bone.  Bracing  is  used  in  Perthes’  disease 
to  limit  weight  bearing  and  control  hip  position. 
Surgery  is  usually  indicated  only  late  in  the 
course  of  the  disease  when  malalignment  and/or 
incongruity  of  joint  surfaces  make  reconstruction 
necessary. 

Summary:  A detailed  description  of  each  of 
these  diseases  is  not  the  purpose  of  this  paper. 
A general  overview  of  these  diseases  of  like  patho- 
])hysiology  should  give  the  reader  an  apprecia- 
tion of  their  similarities.  Grouping  these  con- 
ditions under  one  title,  “The  Osteochondroses,” 
sliould  help  in  remembering  to  include  them  in 
the  differential  diagnoses  of  lesions  of  growing 
l)one.  Descriptions  of  most  of  these  diseases  are 
available  in  any  general  orthopedic  text.  The 
biliography  and  the  literature  at  large  will  pro- 
vide detailed  information  on  the  remainder. 
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Dietary  Fiber— What  Is  It? 

Mrs.  Kathleen  L.  Brown* 


IZ^ietary  liber  consists  ol  plant  materials  in- 
gested in  the  diet  which  are  resistant  to  digestion 
by  the  secretions  ot  the  human  gastrointestinal 
tract.  I'hese  materials  are  jnesent  in  the  cell 
w'alls  of  leaves,  stems,  roots,  anti  seeds.  Food 
composition  tables  give  the  crude  fiber  content 
of  food  which  is  the  insoluble  materials  remain- 
ing after  boiling  the  food  witii  solutions  of  sul- 
furic acid  anti  sodium  hydroxide.  It  is  necessary 
to  use  crude  fiber  as  an  index  of  tlietary  fiber  in 
nutritional  consideration  since  values  for  tlietary 
fiber  are  not  available:  it  has  been  estimatetl  that 
crude  fiber  represents  only  about  one-ft)nrth  to 
one-half  of  the  ti  ne  fiber  present  in  various  foods 
and  diets. 

The  general  physiolog7  of  tlietary  filler  can 
be  stated,  that  one  can  influence  fecal  output 
and  bowel  habits  by  increasing  tlietary  fiber. 
Fhe  contributing  factors  to  fecal  output  and 
bowel  habits  are  (1)  bulk  excreted,  (2)  osmoti- 
cally  held  waiter,  (3)  soft  stools.  Dietary  fiber  in- 
creases stool  fretjuency  through  liulk  anti  stinin- 
lant  properties  of  volatile  fatty  acitls  released  by 
bacterial  metabolism. 

Shennan  stated  in  an  article.  The  Case  Cor 
Fiber,  “the  most  significant  change  in  consump- 
tion of  footls  in  this  country,  since  the  early 
19()0’s,  which  has  had  a major  effect  upon  tlietary 
fiber  intake,  is  the  tlecline  in  consumption  of 
footls  derivetl  from  cereal  grains.''  Scala  (Fotitl 
'I'echnology  25:34,  1974)  estimatetl  that  the  fiber 
from  fruits  and  vegetables  has  tleclinetl  by  20% 
and  from  cereals  by  as  mncii  as  50%  in  this  cen- 
tury. Scala  conclutletl  that  our  tlietary  fiber  has 
declined  by  83%,  in  the  past  century  and  this 
is  jrrobably  a conservative  figure. 

DIETARY  FIBER  ASSOCIATED  WITH 
CLINICAL  DISEASE  ENTITIES 

(1)  Bowel  diseases  associated  wdth  small  stools 
and  prolonged  transit  time:  Diverticnlosis,  ap- 

•Nutritionist.  Southeast  .Arkansas  Regional  Office.  Arkansas  De- 
partment of  Health.  4815  West  Markliani,  Little  Rock.  .Arkansas 
72205. 


peiulicitis,  anti  benign  anti  malignant  tumors  of 
colon  anti  rectum. 

1).  P.  Buikitt,  an  English  surgeon  anti  epidemi- 
ologist, has  l)een  outs|Joken  in  iiulicating  the  role 
ol  liber  in  the  etiology  and  treatment  t)f  various 
alimentary  tli.seases.  Bnrkitt  feels  that  tlietary 
liljer  may  letlnce  the  risk  of  colonic  cancer  by 
accelerating  eliniinatit)n  of  carcinogens  that  are 
protluced  by  bacterial  action  on  bile  salts.  He 
tlt>es  not  say  that  retlnced  tlietary  fiber  is  the 
sole  cause  of  the  diseases  in  tpiestion.  He  does 
suggest  that  if  further  stutlies  liear  out  his  hy- 
pothesis that  the  lack  of  fiber  is  strongly  imjrli- 
catetl,  “it  may  not  be  an  exaggeration  to  pretlict 
that  a return  tt)  a high-resitlue  diet  conltl  have 
an  effect  on  tlie  health  of  Western  nations  as 
beneficial  as  would  be  the  elimination  of  smok- 
ing.'' He  maintains  that  “geogTaphically  amt 
chronologically,  w'ithout  exception,  all  popula- 
tions accustomed  to  diets  high  in  fiber  have 
negligible  or  low  prevalence  of  these  diseases."’* 
M.  f.  Hill,  Lomlon,  in  demographic  stndie.s,  has 
linked  colonic  and  rectal  cancer  to  populations 
with  high  meat  and  fat  intake.  In  case-controlled 
studies  he  has  found  no  relation  between  con- 
stipation and  cancer  in  tliese  sites.  He  has  postu- 
lated that  "intestinal  bacterial  flora  produce 
colonic  carcinogens  or  cocarcinogens  from  bile 
acid,  the  concentrations  of  w4iich  ate  ultimately 
influenced  by  the  amount  of  intake  of  dietary 
fat." 

|.  Mayer  says  that  “absence  of  fiber  in  tlie 
diet  lias  been  correlated  w'ith  the  development 
of  diverticulitis  and  cancer  of  the  large  bowel, 
although  the  case  is  not  yet  proved."  He  con- 
cedes cautiously  that  “by  shortening  the  time 
feces  stay  in  the  intestines  fiber  may  protect  ns" 
from  these  problems.’^ 

(2)  Diseases  a.s,sociated  wdth  straining  at  stool: 
Varicose  veins,  tleep  vein  thromboses,  hemor- 
rhoids and  liiatal  hernia. 
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In  Britain,  Cleave,  Campbell,  Painter,  Burkitt, 
Aimed,  Clebonrn,  7'rowell,  et  al.,  have  expanded 
the  incrimination  of  fiber  depletion  to  include 
the  prevalence  of  many  other  diseases  — obesity, 
diverticidosis,  colonic  cancer,  varicose  veins, 
hemorrhoids,  and  hiatal  hernia. 

OTHER  DISEASE  ENTITIES 

Heaton  (England)  has  presented  the  premise 
“that  coronary  heart  disease  is  a disease  of  in- 
voluntary overnutrition  caused  mainly  by  taking 
foods  and  drinks  which  have  been  depleted  of 
filler."  He  cites  statistics  gained  from  the  sixteen- 
year  follow-up  of  the  Farmingham,  Massachusetts, 
study  which  correlates  change  in  weight  with 
four  high  risk  factors  associated  with  coronary 
heart  disease  — systolic  blood  pressue,  serum 
cholesterol,  fasting  blood  sugar,  and  serum  acid. 
When  patients  were  persuaded  to  lose  weight 
all  four  factors  were  lowered,  even  if  the  start- 
ing weight  was  within  accepted  norms.  Heaton 
observes  that  in  the  manufacture  of  most  popular 
carbohydrate  foods  (sugar,  white  flour  products, 
many  breakfast  cereals)  most  fibrous  materials 
are  removed,  so  less  chewing  is  retjuired.  Since 
the  food  is  physically  easier  to  eat,  one  eats  more 
and  thus  gets  more  calories.  He  also  suggests 
that  it  takes  more  refined  loods  than  fibrous 
■ones  to  attain  satiety  with  residting  higher  caloric 
intake,  d’hus,  food  depleted  of  fiber,  he  postu- 
lates, must  be  regarded  as  intrinsically  fattening. 
Fiber,  he  likens  to  “an  obstacle  or  brake  ...  a 
prophylactic  against  obesity,”  but  he  hastens  to 
add  that  it  is  not  a remedy.  He  proposes  as 
preventive  action  that  we  are  “not  to  add  fiber 
to  our  food,  but  to  stop  taking  fiber  away  from 
it.”^ 

It  has  been  consistently  observed  that  on  high- 
fiber  diets  there  is  an  increased  fecal  excretion 
of  bile  acids  and  cholesterol  and,  as  that  is  the 
main  catabolic  pathway  for  cholesterol  in  man, 
the  plasma  cholesterol  concentrations  are  lowered 
and  the  development  of  atheroma  is  retarded. 
In  the  relatively  short  time  that  dietary  fiber 
has  been  under  investigation  a surprisingly  strong 
case  has  been  Iniilt  for  it  in  connection  with 
heart  disease. 

THE  OTHER  SIDE  OF  THE  QUESTION  - 
DIETARY  FIBER 

Antia  has  questioned  the  postulate  of  Painter 
and  Burkitt  that  high  fiber  dietary  intake  may 


prevent  colonic  disease.  He  cites  the  diet  of 
Indians  who  consume  a high  proportion  of  un- 
refined cereals  and  vegetables  and  have  an  inci- 
dence of  colon  diverticular  disease  similar  to 
that  of  Western  peoples.  He  also  questions  the 
linkage  of  hiatal  hernia,  coronary  heart  disease 
and  gallbladder  problems  to  fiber,  but  blames 
older  age  for  these  diseases.  He  says  greater 
longevity  and  better  diagnostic  resouces  are 
bringing  them  to  medical  attention. 

The  extensive  use  of  fiber  is  not  without  other 
associated  problems.  H.  Butler  offers  the  warn- 
ing that  a deficiency  of  calcium  can  result  if 
bran  is  added  to  diets  of  reduced  caloric  value 
for  treatment  of  obesity  when  quantities  of  the 
main  calcium  containing  foods  are  considerably 
reduced.  “In  such  cases,”  she  says,  “an  additional 
dietary  source  of  calcium  of  comparatively  low 
calorie  content,  e.g.,  skimmed  milk  powder,  may 
be  necessary  within  or  in  excess  of  the  stated 
caloric  value  of  the  diet.’’^®  Plepmeyer  cautions 
against  the  use  of  unprocessed  bran  for  patients 
with  chronic  renal  disease  because  of  the  high 
phosphorus  content. Xiitrition  Revieivs  reports 
that  the  particle  size  of  the  bran  affects  its  ef- 
ficiency in  promoting  motility  of  the  bowels,  the 
larger  particle  having  greater  water-holding  prop- 
erties thought  to  be  necessary  for  use  in  constipa- 
tion. 

Vegetables  and  fruits  such  as  broccoli,  brussels 
sprouts,  cabbage,  cauliflower,  beets,  sweet  pota- 
toes, carrots,  berries,  tomatoes,  eggplant  and 
stjuash  have  high  fiber  content. 

In  breakfast  cereals  the  largest  amount  of 
fiber  is  found  in  those  with  “bran”  in  their 
names.  The  fiber  content  is  sometimes  indi- 
cated on  the  label.  Bran  itself  is  the  most  con- 
centrated form  of  fiber.  Two  heaping  table- 
spoons of  bran  provide  about  two  grams  of  fiber. 
Research  has  indicated  that  it  may  take  only  two 
or  three  grams  of  cereal  fiber  in  the  daily  diet 
to  improve  bowel  functioning  and  health. 

Various  food  components  have  been  hailed  as 
a panacea  for  the  unhappy  diseases  and  body 
malfunctions  that  have  plagued  our  generation. 
Today,  dietary  fiber  is  the  sine  qua  non  of  med- 
ical and  non-medical  writers  and  editors.  There 
is  widening  interest  regarding  the  preventive  and 
therapeutic  uses  of  fiber  but  not  a consensus  of 
opinion  among  .scientists.  The  only  indisputable 
conclusion  is  that  some  fibers  have  hydrophilic 
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profK-'rties  tlial  make  them  usetul  in  prevention 
and  treatment  of  constipation. 

As  a preventive  measure,  Americans  should 
increase  tlieir  consumption  of  dietary  fil)er,  found 
in  fruits,  whole  orains,  and  vegetables.  'riie,se 
foods  also  have  significant  amounts  of  minerals 
and  vitamins.  Finis,  diets  ricli  in  lil)er  are  nor- 
mally rich  in  many  other  nutrients,  and  for  this 
reason  alone,  would  lie  strongly  recommended. 
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The  Many  Faces  of  Islet  Cell  Tumors 

Alfred  Kahn,  Jr.,  M.D. 


T 

he  jjancreas  was  recognized  by  jjioneer 
anatomists  as  an  organ  of  excrcrine  function,  ft 
was  sus|)ected  of  liaving  an  endocrine  function 
Init  this  was  not  jnoved  until  about  50  years  ago 
w'heu  Banting  and  Best  jrroved  die  jnesence  of 
insidin  in  the  jrancreas.  The  origin  of  insulin  in 
the  Beta  Cells  of  the  Islets  of  Langerhans  is  now 
widely  known. 

What  is  less  widely  known  is  that  Islet  Cell 
ttmiors  can  |>roduce  at  least  five  dilferent  clinical 
syndromes.  This  is  jrre,sented  in  a National  In- 


stitute of  Healtli  conference  moderated  Iiy  P.  ,S. 
■Schein  witli  discussants  R.  Dehellis,  C.  R. 
Kahn,  P.  Gorden,  anti  A.  R.  Kraft.  I he  hor- 
mones wliicli  jirtxluce  these  clinical  patterns  tnay 
come  bom  malignant  tumors,  Itenigti  tumors,  or 
hy|)crj)lasia.  .Sjiecial  stains  are  used  to  try  and 
detetniine  the  cell  tyjie  lelettsing  the  hormones; 
electron  micro.sco|n'  is  heljrftd  in  some  ca.ses  as 
for  exatnjtle  Beta  Cells  have  a dense  tlistitictive 
metnbrane  arotind  their  granules. 

Fhc  five  clinical  syndromes  are  jraticreatic 
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cholera  produced  by  ? Delta  Cell,  Zollinger-Elli- 
son  syndrome  by  the  Delta  or  Alpha  I Cell,  hyper- 
glycemia by  the  Alpha  11  Cell,  hypoglycemia  by 
the  Beta  Cell,  and  carcinoid  syndrome  by  the 
non-Beta  Cells. 

d'he  clinical  spectrum,  as  C.  R.  Kahn  points 
out,  is  the  result  ol  hypeisecretion  of  hormones, 
ddie  hormones  are  said  to  be  divided  into  two 
general  types;  native  cell  hormones  and  ectopic 
hormones.  The  former  include  mostly  the  hyper- 
insulinism  and  hyjjergastrin  syndromes;  of  the 
latter,  secretion  which  causes  a cholera-like  .syn- 
drome is  the  commonest.  Several  hormones  may 
be  secreted  giving  a mixed  pattern.  Of  particular 
interest  in  recent  years  is  the  Zollinger-Ellison 
syndrome  of  hypergastrinemia  manifested  by 
abdominal  pain  and  diarrhea.  'Ehe  gastrin  in 
this  .syndrome  is  heterogeneous  and  consists  of 
several  components:  20%  to  50%,  of  the  patients 
with  Zollinger-Ellison  syndrome  have  multiple 
endocrine  adenomas. 

Ciorden,  in  tins  symposium,  jrresented  the  lab- 
oratory means  of  diagnosing  insidinoma,  and  he 
says  that  a blood  sugar  below  40  mg.^,  is  the 
best  criteria.  Of  course,  insulin  can  be  measured 
and  in  this  disorder  the  insidin  blood  level  is 
high  even  when  the  patient  is  lasting  in  contrast 
to  normal  patients.  I’he  irse  of  Tolbutamide  can 
be  helpfid  in  diagnosing  insulinomas  which 
causes  a marked  outpouring  of  insidin  and  a 
drop  in  blood  sugar;  there  are  false  positives  anti 
negatives  to  tins  test.  Research  on  insulinoma  is 
cretlited  with  the  discovery  that  insulin  may  exist 
in  several  different  chemical  forms;  pro-insulin, 
a large  molecule,  cursor  of  insidin,  high  molecu- 
lar weight,  immuno  reactive  insidin,  and  normal 
insulin  — all  of  whicii  Gorden  jroints  out  lead 
to  the  fact  that  polypeptide  hormones  are  not 
homogenous  but  consist  of  .several  chemically 
related  substances  or  more,  fn  insulinoma,  tlie 
ratio  of  these  larger  insulins  to  ''normal”  insulin 
in  the  plasma  is  changed  tiuis  giving  a clue  to 
the  presence  of  disease. 

Kraft  has  similarly  reviewed  the  diarrhoegenic 
pancreatic  syndrome  which  has  been  called  “pan- 
creatic cholera”  because  of  its  resemblance  to  the 
disease  cholera.  The  syndrome  is  due  to  a se- 
cretin like  hormone  according  to  .some  and  others 
attribute  it  to  a gastric  inhibition  peptide  or 
something  resembling  a mixture  of  glucacon  and 
jrentagastrin.  I’he  symptoms  include  psychosis, 
flushing,  w'eakne.s.s,  cardiomyopathy,  renal  fail- 


ure, diarrhea,  and  hypotension.  The  syndrome 
may  be  related  to  the  hypovolemia  and  hypoka- 
lemia due  to  the  large  fretpient  stools. 

Management  of  these  tumors  is  both  medical 
and  surgical.  I’he  tumor  can  be  excised  or  parti- 
ally excised  — or  tlie  stomach  can  be  excised  in 
hypergastrinemia.  .Some  of  the  medical  treat- 
ments are  as  follows.  For  insidin  diazoide  corti- 
coids  and  growth  hormone  are  antitotal;  for 
gastrin;  antacids,  antisecretory  drugs,  and  gas- 
tric irradiation;  for  serotonin:  opiates,  anti- 
cholinergics and  methysergide:  for  ACTFI:  ami- 
noglutethimide  and  metyrapone;  and  for  secretin: 
corticoids. 

Pancreatic  islet  tumors  are  relatively  uncom- 
mon being  bound  in  about  1.5%,  of  autopsies. 
Despite  their  rarity,  studies  of  these  tumors  have 
extended  greatly  our  knowledge  of  endocri- 
mology. 


ANSWER  — Electrocardiogram  of  the  Month 

Diagnosis;  Isolated  U wave  inversion  I,  V4-6,  consistent 
with  very  early  strain  pattern,  or  anterolateral  ischemia. 

Discussion:  Note  the  inverted  U waves  in  leads  I V4-6. 
The  normal  U wave  has  the  same  polarity  as  the  T wave 
but  only  5-50%  of  the  T wave's  amplitude.  U waves  are 
more  perceptible  at  slow  rates  as  they  become  buried 
in  the  P waves  at  rates  above  90.  U waves  with  their 
polarity  opposite  the  polarity  of  the  T wave  are  fre- 
quently seen  in  left  ventricular  diastolic  overload  (aortic 
regurgitation)  and  occasionally  seen  in  systolic  overload 
(hypertension,  aortic  stenosis,  coarctation).  Usually  iso- 
lated U wave  negativity  is  the  first  electrocardiographic 
evidence  of  an  early  strain  pattern.  In  left  ventricular 
problems  the  U waves  are  usually  inverted  in  I,  V5  and 
V6.  With  right  ventricular  problems  U wave  inversion 
can  be  seen  in  the  inferior  leads  and  VI,  V2.  This  being 
seen  more  frequently  in  diastolic  volume  problems  (i.e. 
ASD)  than  in  systolic  pressure  problems  (i.e.  PS).  Nega- 
tive U waves  may  also  be  seen  in  myocardial  infarction 
and  in  angina  during  chest  pain. 

The  etiology  of  the  U wave  is  disputed.  It  appears  to 
correlate  positionally  on  the  heart  with  the  anterior  and 
posterior  papillary  muscles.  Since  increasing  ventricular 
filling  and  stroke  volume  increases  the  voltage  of  the 
U wave  and  decreasing  the  venous  return  to  the  heart 
decreases  the  amplitude,  this  suggests  mechanical  wall 
stress  has  some  influence.  Electroytes  (esp.  KH“)  and 
some  drugs  also  affect  the  amplitude.  The  main  areas 
of  diagnostic  significance  of  isolated  U inversion  remain 
as  suggesting  early  LVH  strain  pattern  or  myocardial 
ischemia. 

Recommended  Readmg:  Lepeschkin,  E.  "The  U Wave 
of  the  Electrocardiogram,"  Atodern  Concepts  in  Cardio- 
vascular  Disease,  38:39,  1969. 

Mariott,  H.,  Practical  Electrocardiography,  William  and 
Wilkins,  1972. 
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THE  MONTH  IN  WASHINGTON 

Alter  three  long  years  of  sometimes  !)itter  in- 
figliting,  tlie  Congress  has  ])assecl  legislation  to 
|)ro\icle  more  tlian  S2  ])illion  over  a tliree-year 
jjeriod  lor  medical  education  assistance. 

The  lotig  s(|nabl)le  on  how  many  federal 
strings  slioidd  he  attaclied  and  in  large  part  dne 
to  the  activity  of  the  .\merican  Afedicil  Associa- 
tion and  other  groups  tliose  strings  liave  been 
kept  to  a minimum. 

Commenting  on  the  final  provisions  of  the 
conferetice  committee  action,  James  H.  Sammons, 
M.l).,  .\M.\'s  Executive  \hce  President,  said, 
“i\ fatty  featitres  whiclt  we  felt  were  itot  in  the 
best  iitterests  of  tttedical  education  were  dropjted 
— attd  for  this  we  are  very  pleased.” 

Dr.  Saittntons  pointed  out  that  tlie  bill  still 
coittaiits  laitgnage  tltat  will  be  troublesome,  but 
entphasi/ed  tliat,  “The  end  results  of  years  of 
work  will  be  a bill  tltat  will  — ctverall  — lielp  ns 
increase  the  supply  of  jtitysiciaits  attd  the  itnntber 
of  phvsiciatts  iit  printary  care  as  well  as  continued 
support  of  the  National  Health  Service  Corps.” 

rite  ntajor  battle  fotight  by  the  AM.\,  the  .\d- 
tttinistratiott,  attd  others  defeated  the  prolonged 
efforts  of  sonte  to  use  the  so-called  Health  .Matt- 
power  bill  as  a vehicle  for  federal  dictatioit  of 
cnrricnhntt,  regioital  .allocatioits,  federal  .service 
aittl  licettstire  of  physiciaits. 

,\s  a result  of  the  legislatioit's  jtassage,  tttedical 
schools  are  assined  of  a coittintiatioti  of  capita- 
tioit  and  constrnctioit  fintds,  tttedical  stndeitts 
will  have  iitcreased  opporttinities  for  federal 
scholarships  attd  loait  assistaitce,  attd  the  govern- 
meitt's  Natiottal  Health  Service  Corps  stattds 
firmly  entreitched  as  an  exjtandiitg  program  to 
channel  physiciaits  ittto  .shortage  areas,  lit  addi- 
tiott,  tttedical  .schools  will  be  recpiired  to  produce 
more  “primary  care”  physicians. 

rite  ittost  coittroversial  feature  in  the  separate 
bills  that  had  beeit  approved  earlier  itt  the  Hotise 
attd  Seitate  had  beeit  a House  provisioit  com- 
pelling medical  graduates  to  jtay  back  itt  money 
or  itt  shortage  area  service  for  the  capitation  aid 
their  medical  schools  had  receivetl  (rather  than 


iiulividnal  scholarships  or  loans  the  students 
might  have  takeith  'I'his  was  not  contaitied  in 
the  Senate  bill  nor  in  the  final  contprontise 
measure  workeil  out  by  the  House  and  Senate 
t onferees. 

Only  one  burdensome  re(|  n i rente  n t ol  im- 
portance remained  itt  the  bill.  As  a condition 
for  capitation  aid,  tttedical  schools  titnst  have  in 
197S  at  least  percent  of  their  filled  first  year 
positions  in  direct  or  affiliated  residency  training 
jtrctgrants  itt  primary  c;ite,  defiited  as  Eamily 
Medicine,  General  Internal  Medicine  and  Cieit- 
eral  Pediatrics.  This  pcrceittage  rises  to  50  per- 
cent by  lost). 

Rather  than  recpiiring  certaiti  percentages  of 
ntedictil  school  grtiduates  to  enter  shortage  area 
service  or  join  the  Natiottal  Health  Service  Corps 
(NHSC),  the  new  medical  edtication  bill  sintply 
puts  ti|t  enough  PHSC  scholarship  funds  to  asstire 
sufficient  itumbers  of  yenntg  physicians  etttering 
the  program.  Authorized  for  such  scholarships 
;ire  .1>75  ittillion  for  the  fisctil  year  starting  this 
October,  Jjil  10  million  next  fiscal  year  attd  .'5>200 
tnillion  for  liscal  10(SO.  Also  S51  ittillion  o\er 
three  years  was  authorized  for  special  scholar- 
ships for  “students  who  ;ire  of  exceptional  fi- 
nancial need." 

M’he  NHSC  also  was  authorized  $174  itiillion 
for  three  years  for  its  operations. 

Eor  construct iott  of  antbulatory,  primary  care 
teaching  facilities  for  physicians  and  dentists,  the 
legislation  authorized  SI20  ittillion  lot  three 
yetirs. 

4'he  capitation  grant  levels  were  set  at  $2,000 
per  sttident  for  the  coming  fisetd  year,  ,S2,050 
for  fiscal  1970,  and  $2,100  the  next  year. 

New  restrictions  were  intposed  on  alien  Ittr- 
eign  ntedical  graduates  ittchiding  a i etpiirentent 
they  retunt  to  their  country  of  origin  after  train- 
ing. H.  S.  citizen  graduates  of  foreigtt  ntedical 
.schools  would  be  given  specitil  consideration  lot 
accejttance  by  .\merican  ntetlical  .schools.  Med- 
ical boiird  and  Eitglish  proficiency  tests  are  speci- 
fied for  iittntigratiitg  health  professionals. 

The  Health,  Education  and  Welfare  Depart- 
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ment.  under  the  bill,  will  prepare  sweeping  data 
on  health  professionals’  location,  training,  etc., 
“for  the  purpose  of  establishing  a uniform  health 
professions  data  rejxirting  system.’’ 

The  measure  provides  the  new  “unaffiliated” 
residency  programs  will  not  i)e  eligible  for  fed- 
eral grants  and  loans,  but  existing  programs  are 
given  a “grandfather  clause”  exemption. 

There  is  no  language  pertaining  to  federal  re- 
licensure for  physicians. 

# # * * 

Tougress  has  sent  to  the  White  House  legis- 
lation to  expand  medical  aid  for  Indians. 

'The  measure,  backed  by  the  AMA,  authorizes 
a three-year  program  for  health  professions  re- 
cruitment and  jaeparatory  scholarships  for  In- 
dians, and  for  scholarship  and  extern  programs 
to  provide  physicians,  dentists  and  other  health 
jtrofessionals  who  would  provide  health  serv- 
ices to  ludians. 

The  Itill  autliorizes  construction  and  renova- 
tion of  Indian  Health  Service  hospitals,  health 
centers,  health  stations,  and  other  facilities.  It 
eases  Medical  standards  for  Indian  Health  Serv- 
ice facilities  and  makes  the  facilities  eligiltle  for 
Medicare  and  Medicaid  reimbursements. 

For  the  first  time  health  service  activities  for 
Indians  in  urban  areas  would  lie  furnished,  in- 
cluding outreach  programs,  identification  of  In- 
dians and  their  health  needs,  assisting  ludians 
to  use  community  liealth  facilities  and  the  direct 
delivery  of  services. 

# # * # 

Hospital-based  l)lood  banks  have  charged  that 
the  American  Red  Cioss  is  threatening  “a  crisis 
in  blood  su])ply  w'liich  will  have  an  impact  on 
healtli  care  delivery.” 

At  issue  is  tlie  Red  Cross  decision  after  l(i  years 
to  cancel  its  agreement  with  the  .\merican  As- 
sociation of  blood  Banks  to  exchange  blood 
tiu'ough  AABB’s  clearinghouse  jjrogram. 

d'he  AABB,  which  represents  most  major  hos- 
pital Itanks  in  the  country,  termed  the  Red  Cro.ss 
decision  — to  become  effective  Oct.  19  — a “drastic 
step”  that  “will  have  an  adverse  effect  on  the 
nation’s  Itlood  supply  and  will  serve  to  fragment 
the  blood  banking  system  in  this  country.” 

Bernice  Hemphill,  AABB  President,  told  a 
Washington,  D.  C.,  news  conference  that  if  the 
Red  Cross  carries  out  its  threat,  “competition 
for  Itloocl  donors  between  AABB  banks  and  Red 


Cross  centers  will  increase,  and  the  blcxxi  pro- 
grams of  both  organizations  will  be  affected  by 
the  pidtlic  confusion  that  will  follow.” 

The  blow-up  pits  the  completely  voluntary, 
no-credit  approach  to  blood  collection  as  em- 
bodied by  the  Red  Cross  against  the  individual 
responsibility  of  advance  credit  for  giving  phi- 
losophy of  the  hospital  banks.  And  the  wrangle 
threatens  to  jeopardize  the  careful  and  deliberate 
efforts  being  made  by  the  parent  American  Blood 
Commission  to  bring  the  competing  elements  in 
blood  banking  together  in  a voluntary  coopera- 
tive program  Irefore  the  federal  government  steps 
in. 

I'he  Red  Cross  was  urged  by  the  AABB  to 
reconsider  its  decision  or  to  agree  to  national 
mediation  on  the  issue. 

Idle  AABB  said  it  went  public  with  its  appeal 
and  protest  “not  without  a great  deal  of  anguish 
. . . I)ut  we  no  longer  have  a choice.” 

* # # # 

The  AMA  has  asked  Congress  to  drop  a pro- 
posed tax  provision  that  woidd  authorize  state 
and  local  governments  to  retjuire  Social  Security 
numlters  to  be  submitted  in  administration  of 
any  “general  public  assistance  program.” 

“We  are  concerned  tliat  the  term  ‘general  pult- 
lic  assistance  program’  coidd  be  defined  to  in- 
clude such  health  programs  as  local  neighbor- 
hood health  clinics,  drug,  alcohol,  or  venereal 
disease  programs,  as  well  as  the  Medicaid  pro- 
gram,” said  James  Sammons,  M.D.,  AMA  Ex- 
ecutive Vice  President. 

In  a letter  to  Congress,  Dr.  Sammons  said: 

“It  is  generally  recognized  that  any  required 
su1)mission  of  Social  Security  numliers  as  a con- 
dition for  participation  in  the  above  or  other 
health  programs  could  inliibit  pultlic  assistance 
recipients  from  seeking  necessary  medical  care 
and  also  inhibit  medical  personnel  from  partici- 
pating in  such  programs.  Effective  delivery  of 
healtli  care  to  the  poor  could  tlius  be  jeopard- 
ized.” 

He  continued:  “A  confidential  relationship 
between  a physician  and  Ids  patient  regarding 
medical  care  is  necessary,  especially  with  respect 
to  such  sensitive  medical  conditions  as  venereal 
disease,  drug  use,  mental  illness,  and  abortion. 
’Ehe  individual  citizen  must  be  assured  that  his 
medical  care  will  Ite  kept  in  strictest  confidence 
in  order  to  assure  that  degree  of  open  and  candid 
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discussion  wliich  is  necessary  tor  pro]x.“r  treat- 
ment. rite  ctirrent  language  . . . would  infringe 
upon  this  right  of  confidentiality  of  persons  who 
retpiire  public  assistance  in  obtaining  medical 
care." 

# # # * 

T he  Director  of  the  National  Cancer  Institute, 
Frank  J.  Rauscher,  Ph.l).,  is  resigning  because  of 
low  pay.  Rauscher  says  he  is  unable  to  suj^port 
five  children,  three  of  college  age,  on  his  present 
salary  of  .$37,800.  He  is  going  to  the  American 
Cancer  .Society  to  become  Senior  Vice  President 
for  Re.search  at  $75,000. 

Dr.  Rauscher  became  head  of  the  Institute  in 
1972  after  Congress  gave  a major  boost  to  cancer 
research  under  the  National  Cancer  Act. 

The  legislation  which  expanded  NCI,  made 
the  director  a Presidential  appointee  and  gave 
him  more  immediate  access  to  the  President  and 
the  Congress  through  the  President’s  Cancer 
Panel.  But  the  salary  of  the  NCI  director,  like 
that  of  other  directors  at  the  National  Institutes 
of  Health,  is  frozen  under  civil  service  classifica- 
tion at  $37,800. 

.-\n  attempt  this  year  to  increase  directors’ 
salaries  to  $52,000  failed  by  one  vote  ini  the 
House  Commerce  Committee. 

During  Dr.  Rauscher’s  tenure,  funding  for 
cancer  research  increased  from  $377  million  to 
$815  million  this  year. 

# # # * 

\'eteran  .-VMA  representative  on  Capitol  Hill, 
James  \V.  Foristel,  retired  after  25  years  service 
with  .VM.Vs  Washington  Office.  A familiar  face 
to  tliousands  of  lawmakers  over  the  years  and 
a close  friend  to  many,  Foristel  plans  to  keep 
his  hand  in  with  considtant  work  in  the  health 
field  for  several  organizations  including  the 
American  Association  of  Ophthalmology. 

Foristel,  a lawyer  and  Woi  Id  "War  11  veteran, 
first  joined  tlie  .\MA  Whisliingtc^n  Office  in  1919 
and  .served  as  its  legal  and  legislative  advisor 
until  1951.  He  then  joined  the  HEW  Dejjart- 
ment  as  a.ssotiate  general  counsel. 

He  rejoined  the  AMA  in  1956  and  served  as 
Director,  Department  of  Congressional  Relations, 
to  1970  and  as  Assistant  Director  until  recently. 

1 he  .\M.\  House  of  Delegates,  at  its  recent 
.\nnual  Meeting  in  Dallas,  I'exas,  adopted  and 
presented  to  Foristel  a commendation  resolution 


acknowledging  his  many  years  of  loyal  and  com- 
petent .service  to  the  .^MA. 

I he  re.solution  said  in  pait  “his  perpetual 
enlluisiasm  and  individual  style  have  made  him 
one  of  the  .Vssociation’s  most  effective  loljbyists;” 
and  "Iiis  uncpiestioned  integrity  has  brought 
credit  to  both  the  Associalitju  and  the  entire  pro 
fe.ssion  of  (k)ngre.ssional  relations  — his  experti.se 
has  earned  Iiini  the  name  ‘Mr.  Lobbyist’  from 
government  and  Congressional  circles  ..." 

.\ve  .Atcpie  vale! 


LETTERS 

TO  THE  EDITOR 

.Mired  Kahn,  Jr.,  M.D.,  Editor 
E3()()  West  .Sixth  Street 
Little  Rock,  Arkansas  72201 
Re;  Letter  to  the  Editor 
Dear  Sir: 

1 read,  with  great  interest,  the  editorial  on 
dyslexia  in  the  Journal  of  the  .Arkansas  Medical 
Soc  iety,  Vol.  73,  No.  4,  Page  187,  188,  September. 
1976.  1 feel  tiiat  the  ocidai  emphasis  in  tliis 

editorial  is  unfounded.  I feel  tlie  appioach 
toward  tlie  child  with  dyslexia  must  be  that  of 
a team  apjiroach  including  medical  education 
and  social  services.  .A  jciint  organizational  state- 
ment, which  lias  been  approved  by  the  executive 
committees  and  councils  of  the  .\merican  .Acad- 
emy of  Pediatrics,  the  .American  .Academy  of 
Ophthalmology,  Otolaryngology,  and  the  .Ameri- 
can Association  of  Ophthalmology. 

Dealing  with  this  specific  pioblem  of  dyslexia 
is  as  follows: 

Pyoblcu]  of  Learning  Disabilities 

4'he  problem  of  learning  disability  has  become 
a imitter  of  increasing  public  concern,  which  has 
led  to  exploitation  by  some  practitioners  of  the 
not  inal  concern  of  parents  for  the  welfare  of  their 
children.  .A  child’s  inability  to  read  with  uncler- 
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standing  as  a result  of  defects  in  processing 
visual  symbols,  a coiulition  which  has  been  called 
dyslexia,  is  a major  obstacle  to  school  learning 
and  has  far-reaching  social  and  economic  impli- 
cations. 1 he  signilicance  and  magnittide  of  the 
problem  have  generated  a proliferation  of  diag- 
nostic and  remedial  procedures,  many  of  which 
imply  a relationship  between  visual  function  and 
learning. 

d'he  eye  and  visual  training  in  the  treatment 
of  dyslexia  and  associatetl  learning  disabilities 
have  recently  been  reviewed  with  the  following 
concltisions  by  the  American  .\cademy  of  Pedi- 
atrics, the  .\merican  .Academy  of  Ophthalmology 
and  Otolaryngology,  and  tlie  .American  .Associa- 
tion of  Ophthalmology: 

1.  Learning  disability  and  dyslexia,  as  well  as 
other  forms  of  school  nnderachievement,  recpiire 
a multi-disciplinary  approach  from  medicine, 
edtication,  and  psychology  in  diagnosis  and  treat- 
ment. Eye  care  should  never  be  instituted  in  iso- 
lation wlien  a patient  has  a reading  proljlem. 
Ohildren  with  learning  disabilities  have  tlie  same 
incidence  of  ocular  altnormalities,  e.g.,  refractive 
errors  and  muscle  imbalance,  as  children  who  are 
normal  achievers  and  reading  at  grade  level. 
'Ehese  abnormalities  shotilcl  lie  corrected. 

2.  .Since  cities  in  word  recognition  are  trans- 
mitted tlirotigh  the  eyes  to  the  brain,  it  lias  be- 
come common  prac  tice  to  attribute  reading  cliffi- 
ctilties  to  subtle  ocular  almormalities  presumed 
to  cause  fatdty  vistial  perception.  Sttidies  have 
sliown  tliat  there  is  no  peiipheral  eye  defect 
ivhicli  produces  dyslexia  and  associated  learning 
disaliilities.  Eye  defects  do  not  cause  reversals 
of  letters,  words,  or  numbers. 

3.  No  known  scientific  evidence  stipjiorts 
claims  for  impro\ing  the  academic  abilities  of 
learning  disabled  or  dyslexic  children  with  treat- 
ment based  solely  on: 

a)  visual  training  (muscle  exercises,  ocular 
purstiit,  glasses), 

b)  neurologic  organizational  training  (later- 
ality training,  balance  board,  perceptual 
training). 

furthermore,  such  training  has  frecpiently  re- 
sulted in  tniwarranted  expense  and  has  delayed 
pro|3er  instruction  for  the  child. 

4.  Excluding  correctable  oetdar  defects,  glasses 
have  no  value  in  the  specific  treatment  of  dyslexia 


or  other  learning  problems.  In  fact,  unnecessarily 
prescribed  glasses  may  create  a false  sense  of  se- 
curity that  may  delay  needed  treatment. 

5.  The  teaching  of  learning-disabled  and  dys- 
lexic children  is  a problem  of  eductional  science. 
No  one  approach  is  applicable  to  all  children.  .A 
change  in  any  variable  may  restilt  in  increased 
motivation  of  the  child  and  reduced  frustration. 
Parents  should  be  made  aware  that  mental  level 
and  psychological  implications  are  contriljtiting 
factors  to  a child’s  sticcess  or  failure.  Ophthal- 
mologists and  other  medical  specialists  should 
offer  their  knowledge. 

This  may  consist  of  the  identification  of  spe- 
cific defects,  or  simply  early  recognition.  The 
precursors  of  learning  disabilities  can  often  be 
detected  by  three  years  of  age.  .Since  remediation 
may  be  more  effective  during  tlie  early  years,  it 
is  important  for  tlie  physician  to  recognize  the 
child  with  this  problem  and  refer  him  to  the 
appropriate  .service,  if  available,  before  he  is  of 
school  age.  Medical  specialists  may  assist  in 
bringing  the  child’s  potential  to  the  best  level, 
but  the  actual  remedial  edticational  procedures 
remain  the  responsibility  of  edticators. 
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I am 

Sincerely  yotirs, 

F.  H.  Roy,  M.D. 

# * # # 

Dr.  Alfred  Kahn,  Jr. 

Editor,  I’he  fotirnal  of  the 
Arkanstis  Medical  Society 
0th  and  Pnlaski  Streets 
Little  Rock,  Arkansas 
Dear  Editor: 

I am  in  receijn  of  a copy  of  a letter  relative 
to  an  editorial  entitled  “Dyslexia,"  wliicli  was 
based  upon  an  extensive  review  of  medical  litera- 
ture, educational  material  and  our  own  personal 
study  of  children  liaving  problems  in  reading. 
Dr.  Hampton  Roy  in  his  letter  to  yon  stated,  “1 
feel  that  the  octilar  emphasis  in  this  editorial  is 
nnfoimded.”  This  is  a rather  remarkalile  state- 
ment as  all  ophthalmologists  know  we  are  often 
confronted  with  this  problem  //r.vh  In  deference 
to  the  statement  of  my  friend  and  colleague,  I 
must  call  his  attention  to  the  final  sentence  of 
this  brief  editorial:  “Treatment  of  the  dyslexic 
child  consists  of  the  elimination  of  any  physical 


or  emotional  delect  and  placing  tiie  child  under 
;t  good  teaclier  of  reading." 

Problems  of  retiding  and  learning  disabilities 
must  be  those  of  a team  eflort  from  all  members 
of  the  eye  profe.ssion,  pediatricitins,  jjsychiatrists, 
jisychologists,  social  .service  workers  ;md  educa- 
tors. 

■Sincerely, 

r.  Dale  Alford,  M.D.,  F.A.C.S 
P.S.  I’his  brief  tirticle  was  a digest  of  a 22-|tage 
[taper  given  before  the  Southern  Section  of  H.  S. 
Ophthalmologists  ;mcl  Orthojjtists  held  ;it  the 
University  of  Alabamti  Medical  School.  lollow- 
njj  from  onr  own  study  involving  Little  Rock 
school  children  was  inclnded. 

o 

B I T U A R Y 

O.  PAUL  SIZEMORE,  M.D. 

Dr.  Paid  Si/emore,  Magnoliti,  died  October  9, 
197b,  at  the  age  ol  bb. 

Dr.  Si/emore,  a native  of  Missoni  i,  had  prac- 
ticed medicine  in  Magnolia  lor  31  years  ;nul 
wtis  a grtidnate  of  the  University  of  Arkansas 
Medical  School.  He  was  a past  jtresident  ol  the 
Gohimbia  Comity  Medical  Society  and  a former 
coinicilor  of  the  Arkansas  Medical  Society,  and 
a former  cliief  of  staff  of  the  Magnolia  Llosjtital. 
He  was  an  elder  of  the  first  Presbyterian  Chnrch. 

Dr.  Si/emore  is  survived  by  lii.s  widow,  Mrs. 
ALirgaret  Si/emore;  three  sons,  John  Si/emore 
of  Chevy  Chase,  Maryland,  George  Si/emore  ol 
Seattle,  W'asliingtoii,  and  Dr.  William  Si/emore 
ol  Salt  Lake  City,  Utah;  three  daughters,  Mrs. 
Mary  [an  Man  of  Irving,  d’exas,  Mrs.  Linda 
Cassacly  of  Dallas,  Fexas,  and  Mrs.  Ann  Heint/ 
of  Shreveport,  Louisiana. 

WILLIAM  L.  SHIPPEY,  M.D. 

Dr.  William  L.  Shippey,  73,  who  practiced 
medicine  in  Fort  Smith  for  31  years,  died  October 
18,  197b. 

Dr.  Shippey  attended  the  University  of  Okla- 
home  Medical  School  and  received  his  Arkansas 
license  in  1911.  Fie  was  a member  of  the  Se- 
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bastian  County  Medical  Society,  the  Arkansas 
Medical  Society,  and  the  American  Medical  As- 
sociation. Dr.  Shippey  was  a 32nd  degree  Mason, 
and  a Shriner. 


Dr.  Shippey  is  survived  by  his  widow,  Marie, 
one  daughter,  Carla  Watkins  of  North  Little 
Rock;  two  sons,  William  L.,  Jr.,  and  Edgar  E., 
botli  of  San  Francisco,  and  two  grandchildren. 
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Fellows  Of  AAFP 

Dr.  Hunter  M.  Steadman  of  Eureka  Springs 
and  Dr.  John  R.  Stotts  of  Little  Rock,  have  I^een 
named  Fellows  of  the  American  Academy  of 
Family  Physicians.  "Ehe  degrees  were  conferred 
in  September  in  conjunction  with  the  AAFP’s 
annual  convention  and  scientific  assembly  in 
Hoston. 

First  Award  For  Physician  Is  Given 

d'he  Arkansas  Chapter  of  the  American  Col- 
lege of  Physicians  established  the  Robert  S.  Aber- 
nathy .^ward  for  Outstanding  Achievement  in 
Internal  Medicine  to  honor  a living  physician 
practicing  in  Arkansas  or  a graduate  of  the  Lni- 
versify  of  .Xrkansas  College  of  Medicine  who  has 
made  major  contributions  in  the  sj^ecialty. 

.\t  its  annual  meeting,  the  College  jjresented 
its  first  award  to  Dr.  Robert  S.  Abernathy,  a 
veteran  member  of  the  UACM  faculty.  Dr.  Aber- 
nathy resigned  in  May  after  nine  yeais  as  chair- 
man of  the  Internal  Medicine  Department.  He 
w'ill  devote  himself  to  teaching  and  re.search. 
He  continues  as  head  of  the  infectious  disease 
section  within  the  Department. 

rite  recipient  of  the  award  must  have  con- 
tributed tcnvard  imjnocing  the  practice  cd  in- 
ternal medicine  or  one  of  its  subspecialties,  im- 
prcjving  the  teaching  of  the  specialty,  or  con- 
ducted research  in  basic  or  clinical  internal  medi- 
cine. I'he  award  is  a placpie  and  citation  for 
the  recipient,  and  a permanent  placpie  to  be 
])lacecl  in  the  College  of  Medicine. 

Charleston  Clinic  Opened 

d’he  Charleston  Medical  Clinic  opened  in 
October  and  is  being  staffed  fjy  Dr.  William  J. 
Roberts,  Dr.  Charles  Chalfant,  Dr.  William 


Daniel,  and  Dr.  1".  K.  Tucker.  Dr.  James  Bledsoe 
joined  the  clinic  in  November. 

The  Charleston  Medical  Clinic  will  operate 
as  a satellite  of  the  Booneville  Clinic  with  each 
of  the  four  doctors  rotating  in  Charleston  for 
one  week  and  then  rotating  nightly  and  week- 
ends for  after  hour  calls. 

Dermatology  Clinic  At  Bull  Shoals 

Dr.  Philip  R.  Hardiu,  a native  of  Ranger, 
d'exas,  has  opened  a Dermatology  Clinic  at  the 
Bull  .Shoals  Community  Hospital.  Dr.  Hardin 
is  on  the  consulting  staff  of  Baxter  General  Hos- 
pital. He  is  a Diplomate  of  the  American  Board 
of  Dermatology;  a member  of  the  Society  for 
Investigative  Dermatology;  and  a memlier  of  the 
.Vmerican  Society  for  Dermatological  Surgery. 
He  is  the  only  practicing  dermatologist  within 
a lOO-mile  radius. 

Dr.  Teeter  Honored 

Dr.  Stanley  Teeter  of  Russellville  was  honored 
by  induction  into  the  “Hall  of  Distinction”  at 
the  .\rkansas  Tech  University's  Homecoming 
Baiupiet.  The  Hall  of  Distinction  honors  out- 
standing graduates  of  Tech. 

Dr.  Cabell  Honored 

Dr.  Ben  Cabell,  Fort  Smith  Pediatrician,  was 
named  “Doctor  of  the  Year”  by  the  Sebastian 
County  Medical  Assistants  at  their  October  meet- 
ing. Dr.  Cabel  has  been  in  practice  in  Fort  Smith 
since  PKiH  and  he  has  many  varied  interests  be- 
sides his  practice.  He  is  an  avid  pilot,  sailing- 
buff,  collects  anticpie  automobiles,  enjoys  photog- 
raphy, and  is  an  enthusiastic  participant. 

13  Arkansans  Join  College  Of  Surgeons 

Thirteen  Arkansas  physicians  were  accepted 
as  Fellows  of  the  American  College  of  Surgeons 


284 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Personal  and  News  Items 


in  convocation  ceremonies  liekl  recently  in  Balti- 
more. 

The  .\rkansas  physicians  were:  Dr.  William  F. 
Blankenship,  Dr.  Nabil  K.  Bissacla,  Dr.  Robert 
C.asali,  and  Dr.  Kerry  L.  O/ment  of  Little  Rock; 
Dr.  William  L.  Norwood  oi  DeQueen;  Dr.  David 
W.  Bevans,  Jr.,  of  North  Little  Rock;  Dr.  Donald 
L.  Patrick  of  Fort  Smith;  Dr.  Thomas  R.  Hobe- 
rock  of  Harrison;  Dr.  Robert  V.  Borg,  Dr.  John 
Harry  Brunner  and  Dr.  Joe  W.  Chamberlain  of 
Hot  Springs;  Dr.  d'heeradej  Honghiran  of  Rus- 
sellville; and  Dr.  AVilliam  Charles  Tompkins  of 
Texarkana. 

Dr.  Schratz  Whittles  Away  Spare  Time 

Dr.  Bruce  Schratz,  North  Little  Rock  Family 
Practitioner,  is  a very  accomplished  wocxl  carver 
and  takes  his  whittling  seriously.  He  is  a mem- 
ber of  the  Ozark  Foothills  Handicraft  Guild  and 
has  participated  in  three  of  their  .shows,  two  in 
Mountain  View  and  one  in  Heber  Springs.  He 
has  designed  his  own  version  of  the  Raggedy  Ann 
and  Andy  dolls  in  pins  and  his  own  version  of 
the  Bessie  Doll  pin.  Dr.  Schratz  has  involved 
his  family  in  his  hobby  and  they  have  built  a 
workshop  together.  Besides  whittling,  he  also 
paints  and  is  a ham  radio  operator. 

Dr.  Maris  Named  To  Ad  Hoc  Committee 

Dr.  Mahlon  O.  Maris,  Llarrison,  has  been  ap- 
pointed to  an  American  Medical  Association 
.\d  Hoc  Ciommiltee  on  Services  to  Young  Phy- 
sicians. This  committee  will  ascertain  the  needs 
of  young  practicing  physicians  and  make  recom- 
mendations for  the  modification  of  existing  AMA 
activities  and  the  creation  of  new  services.  Dr. 
Maris  is  one  of  the  15  members  to  .serve  on  the 
national  level. 

Dr.  Steinkamp  Visits 

Memphis  Regional  Cancer  Center 

Dr.  Ruth  C.  Steinkamp  represented  Dr.  Rex 
Ramsay,  Director  of  the  Arkansas  Healtli  Depart- 
ment, at  a recent  NIH  site  visit  at  the  Memphis 
Regional  Cancer  Center.  Tlie  MRCCi  projtoses 
outreach  for  improving  patient  care  and  for  jdiy- 
sician  education  in  cancer.  The  MRCC  includes 
a total  of  80  counties  in  five  states,  including  17 
in  eastern  Arkansas.  "Fit is  area  encompasses  the 
same  area  originally  descrilted  as  the  Memphis 
Regional  Medical  Program  and  takes  in  those 
counties  for  which  the  primary  medical  referral 
area  is  Memphis. 


Dr.  Mashburn  Promoted 

Dr.  James  1).  Mashburn  of  Fayetteville  has 
been  named  Assi.stant  Adjutant  General  of  the 
Arkansas  Army  National  Guard.  He  was  re- 
cently promoted  to  the  rank  of  Brigadier  General. 

Dr.  Campbell  Elected 

Dr.  Ciilltert  S.  Campbell,  Little  Rock  'I’horacic 
Surgeon,  has  been  elected  President-elect  of  the 
Halstead  Society.  I'he  Halstead  Society  is  a 
surgical  group  of  only  seventy-five  members 
throughout  the  United  States. 

Dr.  Campbell  will  be  the  first  Arkansan  to 
head  the  .Society. 


WILLIAM  FLETCHER  HARPER,  M.D. 

Di.  William  F.  Harper,  Internist  from  Pine 
Blulf,  has  been  accepted  into  meml)ership  In' 
llie  Jeiferson  County  Medical  Society.  His  oftice 
is  locatetl  at  1702  West  42nd  .\venue  in  Pine 
Bluff. 

Dr.  Harper  received  his  M.D.  degree  from  the 
University  of  Fexas  Medical  Bnmch  in  (hdveston 
in  1070  and  interned  at  the  Wilford  Hall  LInited 
States  Air  Force  Medical  Center.  Dr.  Harper 
SCI  ved  .seven  years  active  duty  in  the  Air  Force 
prior  to  opening  his  office  on  September  18, 
1070.  He  was  Chief  of  Medicine  at  the  US.\F 
Hos])ital  at  Cilark  Air  Base  and  was  Cihief  of 
Internal  Medicine  at  the  USAF  Regional  Hos- 
pital at  McDill  AFB,  Florida. 

JOHN  DAVID  HARDIN,  M.D. 

Dr.  John  D.  Hardin  is  a new  member  of  the 
Jeffenson  County  Medical  Society.  He  is  a radio- 
therapist at  the  Jeflerson  Hospital  in  Pine  Bluff. 

Dr.  Hardin  received  his  B.S.  degree  from  the 
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University  of  Southern  Mississippi  and  his  M.D. 
degree  from  tlie  University  of  Mississippi.  His 
internshijr  was  straiglit  pathology  from  1972  to 
197S  anil  residency  was  in  radiology  from  1973 
to  197().  He  has  completed  the  first  part  of  his 
.American  Board  of  Radiology. 

MAHMOOD  ALI  KHAN,  M.D. 

Dr.  Mainnood  Ali  Khan  has  been  accepted  into 
mcml)ership  by  the  Jefferson  Cotnity  Medical 
•Society.  Dr.  Khan  is  associated  with  Drs.  Mary 
Ellen  Jenkins  and  Rtistan  Ali  Malik  at  1410 
West  42nd  in  Pine  Bhdf. 

Dr.  Klian  is  a native  of  Hyderabad,  India,  and 
receiveil  Iiis  pre-medical  training  at  the  Osmania 
University  in  Hyderabad,  India.  He  received 
his  B.S.  and  M.D.  degrees  at  the  Gandhi  Medical 
College,  gradtiating  in  1960.  He  was  in  practice 
in  1968  to  1972  in  the  United  Kingdom  prior  to 
coming  to  the  United  States.  He  interned  at  the 
Norton  Memorial  Infirmary  at  Louisville,  Ken- 
tticky,  from  1972  to  1973  and  his  residency  was 
spent  at  the  University  of  Arkansas  College  of 
Medicine. 

Dr.  Khan  is  a member  of  the  American  Society 
of  Anesthesiology. 

JAYANT  B.  RANA,  M.D. 

The  Miller  County  Medical  Society  has  ac- 
cepteil  Dr.  Jayant  B.  Rana  into  membership.  Dr. 
Rana  was  born  in  Bilimora,  India.  He  received 
his  medical  education  at  the  Baroda  India  Med- 
ical College  and  interned  from  January  1968 
to  December  1968.  His  residency  was  in  ojrhthal- 
molog'y  from  1971  to  1974.  He  was  in  privtite 
practice  in  d’exarkana,  Texas,  for  five  years  prior 
to  coming  to  Arkansas. 

Dr.  Rana  is  in  private  practice  at  1406  College 
Drive,  I'exarkana,  and  he  is  a member  of  the 
Americati  Society  of  Contemporary  Ophthal- 
mology. 

LEWIS  CARLTON  COOK,  M.D. 

4'he  Miller  County  Afedical  Society  has  ac- 
cepted Dr.  Lew'is  Carlton  Cook  into  mendjership. 

Dr.  Cook  was  born  in  Louisiana  and  received 
Ids  medical  education  at  d'nlane  University.  He 
interned  at  the  Coidederate  Memorial  Medical 
Center  in  Shreveport  and  was  in  residency  at 
I’ldane  University.  He  .served  in  the  Uidted 
States  Air  Force  from  August  1971,  to  1973. 

Dr.  Cook  is  an  ophthalmologist  and  is  ;i  mem- 
ber of  the  American  Academy  of  Ophthalmology. 


His  office  is  located  at  2020  College  Drive,  Tex- 
arkana, Texas. 

JAMES  EDWARD  SOYARS,  M.D. 

Dr.  James  E.  Soyars  has  been  accepted  into  the 
Miller  County  Medical  Society.  He  is  a native 
of  Wood,  South  Dakota. 

Dr.  Soyars  attended  the  Utdversity  of  Wash- 
itigton  where  he  received  his  B.S.  degree  in  Phar- 
macy. He  received  M.S.  atid  M.D.  degrees  from 
Creighton  University  and  served  his  internship 
at  Mercy  Hospital  in  Des  Moines,  Iowa.  His 
residency  w'as  at  I'nlane  University  in  New  Or- 
leans. Dr.  Soyars  served  in  the  Air  Force  from 
October  1965,  to  October  1967. 

Dr.  Soyars  has  been  in  practice  at  2020  College 
Drive  in  Texarkana  for  five  years.  He  is  an 
ophthalmologist  and  is  a member  of  the  Ameri- 
can Academy  of  Ophthalmologist  and  Otolaryn- 
gology, Texas  Ophthalmology  Association,  and 
the  American  Ophthalmological  .A.s,sociation. 


WHEREAS,  the  members  of  the  Pnlaski  County 
Medical  Society  are  deeply  saddened  by  the 
recent  death  of  our  colleague,  R.  M.  Blakely, 
M.D.,  and 

WHEREAS,  Dr.  Blakely  had  practiced  in  this 
area  for  fifty-six  years,  endearing  himself  to 
his  countless  patients,  and 

WHEREAS,  he  had  served  this  organization  in 
many  capacities,  having  been  its  President  in 
1938; 

BE  IT  EHEREEORE  RESOLVED: 

TH.\4’,  this  re.solution  be  made  a part  of  the 
permanent  archives  of  this  Society,  and 

d’HA'E,  Dr.  Blakely’s  family  be  sent  a copy  of 
this  resolution  as  an  expression  of  our  heart- 
felt sympathy,  and 

I’HAl’,  a copy  be  sent  to  the  Journal  of  the 
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'Resoluiions 


.il  1^'  I 


Arkansas  Medical  Socicly  lor  publication. 

By  Direction  ol  the  Meinoi  i;d  Committee: 
r.  Duel  Brown,  M.D.,  Cihairman 
Robert  W'atson,  M.D. 

Henry  Hollenberg,  .M.D. 

.ABl’ROV'KD:  Executive  (ionmnttee 
October  20,  1970 

\VHERE,\S,  the  members  ot  the  Pidaski  Ciounty 
Medical  Society  note  with  sincere  sonow  the 
recent  death  of  our  fellow  member,  .\.  R. 
Dejanis,  .M.D.,  and 

\VHERE.\S,  Dr.  Dejanis  had  practiced  fandly 
medicine  lor  more  than  thirty  years  and  won 
the  devotion  of  countless  citizens  of  this  com- 
munity who  were  his  patients,  and 


W’llERE.VS,  his  pat  ticipation  in  tlie  affaiis  of 
his  commmnty  were  most  noteworthy; 

BE  rr  EHEREEORE  Rk:S()EVED; 
rfE\E,  this  resolution  be  made  a ])art  of  the 
jx'iinanent  recoiils  of  tiiis  Society,  and 
rilA’l',  a copy  of  this  re.sohition  be  forwaicled 
to  Mrs.  Dejanis  as  an  expression  of  sympatliy, 
and 

riEV'E,  a copy  of  this  resolution  be  forwarded 
to  the  Journal  of  the  Arkansas  Medical  Sexiety 
for  pidtlication. 

By  Direction  cd  the  Memorial  Committee: 
T.  Duel  Brown,  M.D.,  Chairman 
Robert  Watson,  M.D. 

Henry  Hollenberg,  M.D. 
.APPROVED:  Executive  Committee 
October  20,  1976 


THINGS 


TO 

COME 


University  Of  Arkansas  For  Medical  Sciences 
Continuing  Education  For  Physicians 

Tentative  Schedide  for  January,  1977 

January  21-22  — “.Advanced  Life  Stipport," 

Dr.  Dale  Morris,  Program  Diiector 

January  24-26  — “Acute  Respiratory  Eailure,” 
Dr.  Charles  Hiller,  Program  Director 

Eor  further  information,  call  1-800-482-9612, 
toll  free. 


Alton  Ochsner  Medical  Foundation 

I’he  Seventh  .Annual  Postgraduate  Course  in 
Gastroenterology,  “SM.AI.I.  INTES4  INE  .AND 
COLON:  AN  HPD.ATE,”  January  20-22,  1977. 
Ochsner  Medical  Institutions,  Monroe  Hall.  Pro- 
gram Director,  William  D.  Davis,  Jr.,  M.D..  Co- 
Director,  Chesley  Hines,  Jr.,  .M.D. 

4 his  seventh  annual  course  in  gastroenterology 
will  present  up-to-date  information  on  advances 


in  the  understanding  of  the  physiology  and  the 
pathophysiology  of  the  small  intestine  and  the 
colon,  as  well  as  disease  states  of  the  bow’el.  .Al- 
though tlesigned  primarly  for  the  generalist,  ma- 
terial will  be  considered  in  sidficient  dejjth  to 
be  of  interest  to  specialists  in  the  fields  as  well. 

Registration  Eee  — $125.00. 

“V.A.SCUL.AR  .SURGERY  - UPD.AIED," 
Eebiuary  3-5,  1977.  Ochsner  .Medical  Institu- 
tions, Monroe  Hall,  Program  Director  will  be 
John  L.  Ochsner,  M.D. 

Lhe  course  is  directed  toward  the  practicing 
general  aiul  vascular  surgeon  and  its  |>m  pose  is 
to  ujxlate  the  practicing  surgeon  as  to  the  newer 
tlevelopments  in  vascular  surgery.  1 here  are  to 
be  .short,  formal  lectures  and  panel  discu.ssions 
with  tpiestions  from  the  audience,  dhere  will 
also  be  some  wet  clinics  to  demonstrate  the  op- 
erative techniejue  of  certain  procetlures. 

Registi  ation  Eee  — $125.00. 

Please  send  all  recpiests  for  information  to: 
Continuing  Etlucation 
.Alton  Ochsner  .Medical  Eoundation 
1516  Jefferson  Highway 
New  Orleans,  l.ouisiana  70121 
Telephone:  504/834-7070,  Extension  5831 


Volume  73,  Number  7 — December,  1976 


287 


Things  To  Come 


Fourth  Annual  Hair  Transplant 
Symposium  and  Workshop 

"I  he  American  Society  for  Dermatologic  Sur- 
gery, and  the  American  Acatlemy  of  Facial  Plas- 
tic and  Reconstructive  Surgery  are  co-sponsoring 
this  conference  which  is  designed  to  offer  an 
opportunity  for  the  exchange  of  ideas  among 
various  disciplines  and  to  present  the  latest  ad- 
vances in  techniques  on  hair  transplantation. 

It  will  be  held  February  11  and  12,  1977,  at 
the  Stough  Dermatology  and  Cutaneous  Surgery 
Clinic,  P.A.,  Doctors  Park,  Hot  Springs.  At- 
tendance will  be  limited. 

IMidti-discipline  international  faculty  will  in- 
clude demiatologists,  otolaryngologists,  regional 
and  general  plastic  surgeons. 

For  further  information  contact  D.  B.  Stough, 
III,  M.D.,  Program  Director,  Doctors  Park,  99 
Little  Pine,  Hot  Springs,  Arkansas  71901. 

3-Day  Symposium  On 
Common  Pediatric  Problems 

The  Children's  Hospital,  National  Medical 
Center,  and  George  Washington  LIniversity  are 
sponsoring  a three-day  Symposium  on  Common 
Pediatric  Problems,  June  8-10,  1977.  Tliis  will 
feature  a Symposium  on  Hematology,  Oncolog-y 
and  Immunology;  a Symposium  on  Adolescence; 


and  a day  of  workshops.  The  guest  faculty  con- 
sists of  Drs.  Robert  Baehner,  Lewis  Barness, 
Harvey  Colten,  Charles  Dinarello,  Margaret 
Smith,  and  Sheldon  Wolff. 

I'he  continuing  medical  education  program 
has  been  approved  for  credit  by  the  American 
Medical  A.ssociation  and  the  American  Academy 
of  Family  Physicians.  Further  information  may 
be  obtained  by  writing  to  Mrs.  Susan  Weiss,  13407 
Brackley  Terrace,  Silver  Springs,  Maryland  20904. 

Fortieth  Annual  New  Orleans 
Graduate  Medical  Assembly 

The  40th  Annual  New  Orleans  Graduate 
Medical  Assembly  will  be  held  March  28  through 
March  31,  1977,  at  the  Fairmont  in  New  Orleans. 
Registration  fee  is  $125.00  and  hotel  reservations 
should  be  made  well  in  advance. 

"Lhe  Assembly  will  have  seventeen  distin- 
guished speakers  and  there  will  be  clinicopatho- 
logic  conference,  trauma  symposium,  scientific 
exliibits,  lectures,  tours  for  wives,  general  as- 
send)ly  luncheon,  LSLJ  Medical  Television,  and 
a Mississippi  River  Gruise  aboard  the  S.  S. 
Natchez.  For  further  information  write  the 
NOGMA,  Room  1538,  1430  Tulane  Avenue, 
New  Orleans,  Louisiana  70112,  or  phone  504/ 
525-9930.  4’o  make  hotel  re.servations  at  the 
Fairmont  jihone  800-527-4727  (toll  free)  . 
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HEADQUARTERS  OFFICE: 

214  NORTH  12TH  STREET 
POST  OFFICE  BOX  1208 
FORT  SMITH,  ARKANSAS  72902 
TELEPHONE:  501  782-8218 


Type  of 
Practice 


MEMBERSHIP  ROSTER  OF  THE  ARKANSAS  MEDICAL  SOCIETY  1976-77 


Telephone 

Number 


Member's  Name 


Address 


R 

FP.. 
FP.. 
FP.. 
FP.. 
FP. 
GS 
GS 
FP. 
GP 
FP 
GP. 
GP 
#. , 
GP. 
GP. 


Burroughs,  Clement  D... 

Cross.  Joseph  E 

Daniel , Noble  B..  Ill 

Guyer,  Gerald  L 

Hestir,  John  M 

John,  Milton  C.,  Jr 

LIgon,  Ralph  E 

Millar,  Paul  H.,  Jr 

Morgan.  Jerry  D 

McCracken.  Elbert  A 

Northcutt,  Carl  E 

Pritchard,  Jack  L 

Rasco,  C.  W.,  Jr 

.Stone.  Fred  B 

.Van  Duyn,  Thomas  S. 
.Whitehead.  R.  H 


GP Bradley,  William  G..., 

FP  Bui,  Thieu 

GP Burt,  Frederick  N 

FP Cothern,  William  R,... 

Edwards,  Lawrence  E. 

Mask,  Don  L 

FP Rankin,  James  D.,  Jr. 

FP Ripley,  C.  E 

GS Salb,  Robert  L 

GP Ton,  De  That 

FP Toon.  D.  L 


CD Abraham,  K.  Simon.. 

FP Arnold,  Carl  B 

GP Beard.  Arthur  L 

EM ^Black,  John  P 

FP Bozeman.  Jimmy  G... 

!M Cheney,  Maxwell  G.. 

R DeLany,  Clarence  L.. 

GP Ducker,  David  E 

FP Dunbar,  James  C 

GP Gotaas.  Bernice  E 

FP Grasse,  A.  Meryl 

GP Guenthner,  John  F.... 

GS Hawkins,  Michael  L.. 

RD Hildebrand,  Eugene. 

FP Kelley,  Lawrence  A... 

FP Kerr,  Robert  L 

GS Langevin.  Jack  A 

OPH Massey,  James  Y 

R Matuga,  Theodore  J 

FP Moody,  Michael  N... 

pp Penly,  Don  H 

PTH Peterson.  Hubert  C.. 

OPH Sneed.  John  W.,  Jr... 

IK*! Tolleson,  William  J.. 

R .Tullls,  Joe  M 

FP Wilson,  Jack  C 

R .Wilson,  M.  Carolyn.. 


p Ball.  Eugene  H - 

RD Casebeer,  R.  L 

GP Clower.  John  D 

GP Cohagan,  Donald  L. 

RD Compton,  Neil  E 

R Cooper,  Edward  M.. 

R Davies,  Dale  H 

pTH .....Denman,  David  A 

GP Garrett,  John  L 

RD  Gunter,  Caldeen  D... 

GP Hall.  Billy  V 

PD Harmon.  Harry  M 

GP Hitt,  Jerry  L 

pp Howard.  Willard  H., 

PP Hull,  Robert  R 

GP Jennings,  William  E, 

ORS Kendrick,  Carl  M 

R Knapp.  James  R 

IM Miles,  Richard  W 

FP McCollum,  E.  N 

OPH McNair,  James  R 

GS Pearson,  Richard  N.. 

OPH Pickens,  James  L 

OTO Reese,  Michael  C 

PH Robbins.  Robert  H... 

FP Rollow,  John  A 

GP Ronald,  Douglas  C... 

U Turley,  Jan  Thomas... 

GP Warren.  Grier  D 

PP Webb,  William  F 

GP White,  Harry  M. 

IM Wilson,  Stewart  M.. 


GS Bell,  Thomas  E. 

R Bennett,  Joe  D 


ARKANSAS  COUNTY 

Stuttgart  Memorial  Hospital,  Stuttgart  72160 

.P.  O.  Box  472,  DeWItt  72042 

. Route  I,  Box  21-D,  Stuttgart  72160 

Route  I,  Box  21-D,  Stuttgart  72160  

,220  W.  Gibson,  DeWitt  72042 

...Route  I,  Box  21-D,  Stuttgart  72160 

#75  Kings  River  Road,  North  Little  Rock  72116  (res.j. 

Route  I,  Box  21-D,  Stuttgart  72160 

Route  I,  Box  2t-D.  Stuttgart  72160 

.509  S.  Main,  Stuttgart  72160 

Route  I,  Box  21-D,  Stuttgart  72160 

..  .1022  S.  Main,  Stuttgart  72160 

...Ill  S.  Jackson.  DeWitt  72042 

Stuttgart 

..  .P.  O.  Box  110,  Stuttgart  72160 

121  N.  Adams,  DeWitt  72042 

ASHLEY  COUNTY 

...315  N.  Alabama,  Crossett  71635 

P.  O.  Box  248,  Wilmot  71676 

310  N.  Alabama,  Crossett  71635 

P.  O.  Box  577,  Crossett  71635 

Shalimar.  Florida 

Alexander,  Alabama 

P.  O.  Box  232,  Hamburg  71646  

317  N.  Alabama,  Crossett  71635 

113  Pine,  Crossett  71635 

P.  O.  Box  248,  Wilmot  71676 

310  N.  Alabama,  Crossett  71635 

BAXTER  COUNTY 

Green  Valley  Drive,  Mountain  Home  72653 

^Salem  Clinic,  Salem  72576 

126  W.  6th,  Mountain  Home  72653 

Baxter  General  Hospital,  Mountain  Home  72653 

Highway  9 North,  Salem  72576 

353  E.  8th,  Mountain  Home  72653 

Fulton  County  Hospital,  Salem  72576 

P.  O.  Box  547,  Salem  72576 

617  S.  Baker,  Mountain  Home  72653 

P.  O.  Box  44,  Bull  Shoals  72619 

P.  O.  Box  438,  Calico  Rock  72519 

126  W.  6th,  Mountain  Home  72653 

^..812  Baker.  Mountain  Home  72653 

Route  3,  Mountain  Home  72653  (Res.) 

P.  O.  Box  342,  Bull  Shoals  72619 

P.  O.  Box  432,  Mountain  Home  72653 

P.  O.  Box  348,  West  Plains,  Missouri  65775 

P.  O.  Drawer  H,  Mountain  Home  72653 

P.  O.  Box  210,  Bull  Shoals  72619 

Family  Clinic.  Salem  72576  

603  W.  Market  St..  Horseshoe  Bend  72512 

Baxter  General  Hospital,  Mountain  Home  72653 

P.  O.  Box  H,  Mountain  Home  72653 

126  W.  6th,  Mountain  Home  72653  

P.  O.  Box  373,  Mountain  Home  72653 

353  E.  8th,  Mountain  Home  72653 

P.  O.  Box  373,  Mountain  Home  72653 

BENTON  COUNTY 

Route  2,  Box  53.  Rogers  72756 

Route  3,  South  Park  Rd.,  Rogers  72756  (Res.) 

P.  O.  Box  737.  Rogers  72756 

408  N.W.  "I”,  Bentonville  72712 

P.  O.  Box  209,  Bentonville  72712 

Concordia  Medical  Clinic,  Bella  Vista  72712 

13  Britten  Circle,  Bella  Vista  72712  (Res.) 

Rogers  Memorial  Hospital,  Rogers  72756  

P.  O.  Box  369,  Gravette  72736 

218  S.  Wright,  Slloam  Springs  72761  (Res.) 

P.  O.  Box  369,  Gravette  72736 

.1105  Chestnut,  Rogers  72756 

P.  O.  Box  737,  Rogers  72756 

_903  N.W.  9th,  Bentonville  72712 

_I30I  W,  Persimmon,  Rogers  72756 

P.  O.  Box  737,  Rogers  72756 

1225  W.  Walnut,  Rogers  72756 

Rogers  Memorial  Hospital,  Rogers  72756 

P.  O.  Box  737.  Rogers  72756  

P.  O.  Box  127,  Decatur  72722 

P.  O.  Box  1197.  Rogers  72756 

1223  W,  Walnut  St.,  Rogers  72766 

P.  O.  Box  128.  Rogers  72756 

1110  W.  Elm,  Rogers  72756 

122  See  Street,  Rogers  72756  (Res.) 

-408  N.W.  "I",  Bentonville  72712 

Concordia  Medical  Center,  Bella  Vista  72712 

1217  W.  Walnut,  Rogers  72756 

P.  O.  Box  737,  Rogers  72756 

P.  O.  Box  368,  Decatur  72722 

. - P.  O.  Box  737.  Rogers  72756 

P.  O.  Box  737,  Rogers  72756 

BOONE  COUNTY 

..  . — P.  O.  Box  MI6,  Harrison  72601 

651  N.  Spring,  Harrison  72601 


.673-3511.  Ext.  227 

946-1676 

673-7211 

673-7211 

946-3637 

673-7211 

NF 

673-7211 

673-7211 

673-8571 

673-7211 

673-2331 

946-3156 

673-7291 

946-4181 


,364-6478 

.473-2274 

.364-2137 

364-6111 


.853-8271 

.364-5113 

.364-2138 

.473-2274 

.364-5762 


425-6991 

895-3281 

425-3131 

425-3141 

895-3281 

425-3125 

895-3124 

895-3215 

425-2020 

445-4755 

297-3726 

425-3131 

425-6988 

491-5240 

445-4292 

425-6971 

.417-256-8161 

425-6026 

445-4292 

895-2541 

670-5147 

425-8411 

425-6026 

425-3131 

425-3141 

425-3125 

425-3141 


636-8307 

636-4812 

636-2711 

273-5548 

273-5123 

855-3736 

855-9477 

636-020a 

787-5221 

524-5858 

787-5221 

636-9234 

636-2711 

273-5551 

636-7004 

636-2711 

636-9607 

636-0200.  Ext.  264 

637-271 1 

752-3233 

636-0238 

636-5411 

636-3220“ 

636-0110 

636-2942 

273-2497- 

855-3781 

636-9669- 

636-2711 

752-3238 

636-2711 

636-2711 


365-6418 

.365-966? 
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Member's  Name 
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Telephone- 

Number 


P Butts.  Donald  R 

OTO Chambers,  CarMon  L.,  Ill 

PD Chambers.  Elizabeth  S 

FP Daniel,  Charles  D 

U Ferguson,  Noel  F 

GP Fowler.  Ross  E. 

IM  . Garland.  William  J.,  Jr..,, 

GS Gladden,  Jean  C 

FP  Haller,  Harold  H 

FP Haller.  Nancy  T 

FP Hammon,  Albert  R 

GS Hoberock.  Thomas  R 

TS  Hudson,  William  A 

FP Jackson,  Ulys 

FP  Kirby.  Henry  V 

PTH Kreutzer,  Donald  W. 

OPH Kuharich,  Richard  M 

OP Langston,  Robert  H 

ORS Ledbetter,  Charles  A 

OBG Mahoney,  Paul  L.,  Jr 

FP Maris,  Mahlon  O 

FP McCoy.  O.  B 

RD Owens,  D.  L 

FP Reese,  Ronald  R 

R Robinson,  G.  Allen 

GP Scroggins,  Sam  J 

OBG Simpson.  Thomas  J 

IM Smith,  Van 

R Thomas,  Leo  D 

ORS Vowell,  Don  R 

FP  Wallace.  Oliver 

ORS Williams.  Ralph  E 

GS Williams.  Rhys  A 

FP Wilson.  Joe  Bill 


GP Crow.  Merl  T 

GP Marsh.  James  W., 

FP  Whaley,  W.C 

FP Wynne,  George  F 


FP Blackmon.  Charles  D 

GS  Burge,  John  H 

GS  Burge.  John  P.  

FP  Henjyoii.  Howard  S.. 

FP Smiley.  George  W.,,.. 

GP Smith,  Major  E 

GP Talbot.  Allen  G 

GP Thomas,  H.  W 

GP  Weaver,  William  J,... 

FP Wilson,  Thomas  C. 


GS  Anderson,  P.  R... 

FP jBalay,  John  W 

'GS Blackmon,  James  T, 

RD  Clark,  Charles  G.... 

FP Gary,  Eli 

PH  Kennedy,  Jack  W. . 

FP  Luck,  Herman  D..  . 

FP  Mann,  R.  Jerry 

NP Parsons,  Earl 

FP  Peeples,  George  R. 

FP  Speer,  Hoy  B.,  Jr..., 

R Speer,  Marolyn  N.  , 

FP  Stover,  Curtis  E.  ... 

ADM Toombs,  Vernon  L. . 


OPH Baldridge,  Max 

RD Barnett,  James  C. 

GP Barnett,  Michael  E. 

GP  Hinkle,  Richard  A.. 

GP McClanahan,  D.  H, 

FP  Pott,  Nathan  L 

R Scruggs.  Joe  B 

I M Sharp.  Jack  V,  

GP  Smith.  W.  Wayne.. 

FP Wells,  William  M. 


FP Alexander,  John  E. 

PD Baldwin.  Ronald  L. . 

FP Farmer.  John  M. 

FP Griffin,  Rodney  L 

R Hunter,  Robert  W. 

GP Jones.  T.  H 

FP Kelley,  Charles  W... 

GS McMahen,  H.  Scott. 

FP  Pulllg,  Thomas  A 

GP ...Ruff,  John  L......  ...  . 

GS Rushton,  Joseph  F..., 

# Sizemore.  Paul 

GS Strange,  Vance  M.... 

FP Walker,  Jack  T 

FP Weber,  Charles  H., 

FP Wilson.  John  H 


P.  O.  Box  1214,  Harrison  72601 365-3915 

651  N.  Spring.  Harrison  72601 365-7684 

- .651  N.  Spring.  Harrison  72601 365-7684 

• P.  O.  Box  E,  Marshall  72650 448-3327 

P.  O.  Box  1276.  Harrison  72601 365-9481 

215  W.  Stephenson,  Harrison  72601 365-8651 

P.  O.  Box  1077.  Harrison  72601 ..  .365-3459 

P.  O.  Box  1118  Harrison  72601 365-8275 

P.  O.  Box  327,  Jasper  72641 446-2203 

P.  O.  Box  327,  Jasper  72641 446-2203 

P.  O.  Box  1076,  Harrison  72601 365-5461 

651  N.  Spring,  Harrison  72601 365-7411 

P.  O.  Box  237,  Jasper  72641  446-2203 

118  S.  Pine,  Harrison  72601 365-5333 

651  N.  Spring,  Harrison  72601  365-5022 

Boone  County  Hospital,  Harrison  72601 ..365-6141 

--.707  N.  Vine,  Harrison  72601 365-9492 

520  N.  Spring,  Harrison  72601 365-8286 

Erie  and  Spring  Sts.,  Harrison  72601 365-8289 

P.  O.  Box  1241,  Harrison  72601 365-7334 

P.  O.  Box  759,  Harrison  72601 365-8247 

-P.  O.  Box  578,  Harrison  72601 365-3592 

- . --P.  O.  Box  875,  Harrison  72601 365-3232 

P.  O.  Box  759,  Harrison  72601 365-8247 

P.  O.  Box  728,  Harrison  72601 365-2763 

520  N.  Spring,  Harrison  72601 365-8286 

651  N.  Spring,  Harrison  72601 ..365-2441 

--P.  O.  Box  1077.  Harrison  72601 365-3459 

651  N.  Spring,  Harrison  72601 365-9667 

Erie  and  Spring  Sts.,  Harrison  72601 365-8289 

P.  O.  Drawer  AA,  Green  Forest  72638 438-5218 

- 302  Rice  Road,  Berryville  72616 423-3338 

P.  O.  Box  1118,  Harrison  72601 365-8275 

520  N.  Spring,  Harrison  72601 .365-8286 

BRADLEY  COUNTY 

205  E.  Church,  Warren  71671 .226-5811 

302  N.  Main,  Warren  71671 226-2112 

. ..  205  E.  Church,  Warren  71671 226-5811 

113  W.  Cypress,  Warren  71671 226-2844 

CHICOT  COUNTY 

Lake  Village  Clinic.  Lake  Village  71653 265-5343 

Lake  Village  Clinic,  Lake  Village  71653 265-5343 

Lake  Village  Clinic,  Lake  Village  71653 265-5343 

Lake  Village  Clinic,  Lake  Village  71653 265-5343 

Lake  Village  Clinic,  Lake  Village  71653 265-5343 

.,  ..P.  O.  Box  310,  Dermott  71638 538-5717 

..Lake  Village  Clinic,  Lake  Village  71653 265-5343 

P.  O.  Box  250,  Dermott  71638 538-5255 

P.  O.  Box  Q,  Eudora  71640 355-4376 

115  E.  Peddicord,  Dermott  71638 538-5253 


CLARK  COUNTY 

416  Main,  Arkadelphla  71923 

..  416  Main,  Arkadelphla  71923 

...1008  Pine,  Arkadelphla  71923 

- 1108  Huddleston,  Arkadelphla  71923  (Res.) 

. P.  O.  Box  475,  Arkadelphla  71923  

. 106  Evonshire  St.,  Arkadelphla  71923  (Res.) 

...Route  I,  Box  25,  Arkadelphla  71923 

.416  Main,  Arkadelphla  71923 

117  N.  Nth  St.,  Arkadelphla  71923 

.. . 305  E.  Main,  Gurdon  71743  

..  Route  I,  Box  21-D,  Stuttgart  72160 

1420  W.  Pine,  Arkadelphla  71923 

. -204  N.  26th.  Arkadelphla  71923 

P.  O.  Box  70.  Arkadelphla  71923 


..246-2431 

.246-2431 

.246-6734 

.246-4493 

.246-2491 

.246-8105 

.246-2471 

.246-2431 

.246-8364 

..353-4422 

673-7211 

,246-2441 

246-5866 

246-5851 


CLEBURNE  COUNTY 


P.  O.  Box  431,  Heber  Springs  72543 362-3479 

Front  St.,  Heber  Springs  72543  (Res.) 362-2786 

....4th  and  Spring,  Heber  Springs  72543  362-3143 

. P.  O.  Box  128.  Quitman  72131 589-2600 

401  W.  Searcy,  Heber  Springs  72543.  ..  362-2414 

. 401  W.  Searcy,  Heber  Springs  72543 362-2414 

P.  O.  Box  510.  Heber  Springs  72543 362-3121 

P.  O.  Box  70,  Heber  Springs  72543 362-3316 

P.  O.  Box  272,  Heber  Springs  72543  362-2451 

4th  and  Spring,  Heber  Springs  72543 362-3145 

COLUMBIA  COUNTY 

.707  N.  Washington,  Magnolia  71753 234-2288 

110  W.  North,  Magnolia  71753 234-4411 

104  E.  Columbia,  Magnolia  71753 234-2230 

123  N.  Jackson,  Magnolia  71753 234-3040 

Rt.  4,  2602  Crestview,  Magnolia  71753 234-6117 

P.  O.  Box  387,  Waldo  71770 693-5634 

...-1327  N.  Washington,  Magnolia  71753 234-5544 

P.  O.  Box  647.  Magnolia  71753 234-3340 

105  W.  North.  Magnolia  71753 234-8570 

104  Hospital  Rd.,  Magnolia  71753 234-2144 

-219  N.  Washington,  Magnolia  71753 .....234-1168 

Magnolia 

P,  O.  Box  67,  Stamps  71860 533-4478 

..123  N.  Jackson,  Magnolia  71753 234-3040 

110  W.  North  Magnolia  71753 234-4411 

...123  N.  Jackson.  Magnolia  71753 234-3040 
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CONWAY  COUNTY 


FP 

Buchanan,  Thomas  L 

35't-'1637 

FP  

. P O.  Box  677,  Morrilton  72110  

. ..  35'(-2'l56 

FP 

35'(.'t62‘( 

GP 

. . 354-4505 

IM  

P.  O.  Box  587i  Morrilton  72110 

354-5555 

FP 

White,  Henry  B . 

P.  0.  Box  230,  Morrilton  72110 

354-4623 

0 Alston,  Herman  D 

bM  Barnett,  Horace  C 

OBG Basinger,  James  W 

RD Bell.  William  K 

OBG Berry,  Donald  M 

OPH Blanton,  Martin  E 

P -Blaylock,  Jerry  D 

U Bogaev,  Leonard  R 

I M Burns,  Richard  G 

IM  Clopton,  Owen  H.,  Jr... 

HEM —Cohen,  Robert  S 

GP Craig,  Gus  A 

ORS Dickson,  Glenn  E 

OTO Eddington,  William  R 

ORS Edwards,  Harvey  O 

GS Paris,  John  C 

FP Forestiere,  A.  J 

R Garner,  William  L 

OTO Gossett.  Clarence  E 

R Green,  William  R 

IM Guinn,  Donald  R 

P ...  .Guthrie.  Alastair  N 

FP Harper,  T.  P 

GP Hogue.  Ernest  L 

R Holland,  James  A 

P James,  Frank  M 

AN Johnson.  Larry  H. 

PD Johnson,  Roehl  W 

Jones,  R.  J. 

GS Keisker,  H.  W 

PD  Kemp,  Cha ries  E 

OBG Klrkley,  John  B 

PTH Kroe,  Donald  J 

FP Lawrence.  Robert  O.,  Jr. 

GP - Ledbetter,  Joseph  W 

ORS Mahon,  Larry  E 

AN Mitchell,  George  E 

GP Modelevsky,  A.  C 

RD McCurry  John  H 

OPH —.McKee,  Bobby  E 

EM Peeler,  M.  O 

P Peirce,  Charlotte  T 

GP Plunk.  Hermle  G 

GP Poff,  Joseph  H 

GP Poole,  Grover  D 

P Price.  Edwin  F 

PD Rainwater.  W.  T 

FP Raney.  Bascom  P 

FP Reynolds,  Roland  C 

P Richardson,  William  W.. 

FP Robinette,  James  M 

D Rogers,  James  F 

GS Sanders,  James  W 

U Scriber.  Ladd  J 

RD Shanlever,  R.  C 

ORS Shanlever,  William  T 

FP Smith,  Floyd  A.,  Jr 

GP Smith,  Vestal  B 

R .Smoot,  John  D 

AN Sparks.  E.  Barrett 

PTH Stainton,  Robert  M.,  Jr... 

FP Stallings.  Joe  H.,  Jr 

IM  Starnes.  C.  Wayne 

OBG St.  Clair,  John  T.,  Jr 

RD Stroud,  Paul  T 

GP Swingle,  Charles  G 

Taylor,  G.  Wayne 

FP Thomas  James  F 

GPM Utley,  Anne  C 

OPH Utley,  Phillip  M 

FP Verser,  Joe 

PTH Vollman.  Don  B 

OPH Webb,  James  W. 

U Williams,  E.  Walden 

GS Wilson.  Francis  M 

PTH Wilson,  Joseph  T.,  Jr 

FP Winters,  W.  L. 

GP Wisdom,  Durwood 


FP Darden,  L.  R. 

FP Durmon,  Beuford 

FP  Edds,  Millard  C 

FP Hopkins,  Ed  G 

GP Parkhurst,  Yale  E 

GP Shearer,  F.  E 

FP Skipper,  Kenneth  H 


IM Bernstein,  Lawrence  D 

FP Deneke,  Milton  D. 

OBG Ferguson,  T.  Murray 


CRAIGHEAD-POINSEH  COUNTY 

...  .816  Cobb,  Jonesboro  72401 

1301  Terrace  Ct.,  Jonesboro  72401  (Res.) 

505  E.  Matthews,  Jonesboro  72401 

517  W.  Jefferson,  Jonesboro  72401  (Res.) 

P.  O.  Box  1478,  Jonesboro  72401 

P,  O.  Box  1268,  Jonesboro  72401 

505  E.  Matthews,  Jonesboro  72401 

812  Cobb,  Jonesboro  72401 

505  E.  Matthews,  Jonesboro  72401 

- - 505  E.  Matthews,  Jonesboro  72401 

223  E.  Jackson,  Jonesboro  72401 

920  Union,  Jonesboro  72401 

505  E.  Matthews.  Jonesboro  72401 

505  E.  Matthews,  Jonesboro  72401 

924  S.  Main,  Jonesboro  72401 

907  Union,  Jonesboro,  72401 

P.  O.  Box  106,  Harrisburg  72432 

...  224  E.  Matthews,  Jonesboro  72401 

• ••505  E.  Matthews,  Jonesboro  72401 

224  E.  Matthews,  Jonesboro  72401 

505  E.  Matthews,  Jonesboro  72401 

..  ..  2711  S.  Caraway  Rd.,  Jonesboro  72401 

P.  O.  Box  C,  Monette  72447 

505  E.  Matthews,  Jonesboro  72401.... 

P.  O.  Box  1124,  Jonesboro  72401 

2920  McClellan  Dr..  Jonesboro  72401 

818  Cobb,  Jonesboro  72401 

505  E.  Matthews.  Jonesboro  72401 

Barksdale  AFB,  Louisiana 

505  E.  Matthews,  Jonesboro  72401 

505  E.  Matthews,  Jonesboro  72401 

P.  O.  Box  1478,  Jonesboro  72401 

411  E.  Matthews,  Jonesboro  72401 

...417  E.  Matthews,  Jonesboro  72401 

804  S.  Church,  Jonesboro  72401 

924  S.  Main  Jonesboro  72401 

818  Cobb,  Jonesboro  72401 

P.  O.  Box  1427.  Jonesboro  72401 

2631  S.  12th,  St.  Louis,  Missouri  63118 

505  E.  Matthews,  Jonesboro  72401 

224  E.  Matthews,  Jonesboro  72401 

2920  McClellan  Dr.,  Jonesboro  72401 

5005  E.  Nettleton.  Jonesboro  72401 

118  E.  Main.  Trumann  72472 

P.  O.  Box  10,  Jonesboro  72401 

. .P.  O.  Box  5033,  Jonesboro  72401 

...505  E.  Matthews,  Jonesboro  72401 

. 403  E.  Matthews,  Jonesboro  72401 

—801  Osier  Dr.,  Jonesboro  72401 

2920  McClellan,  Jonesboro  72401 

801  Osier  Dr.,  Jonesboro  72401 

505  E.  Matthews,  Jonesboro  72401 

505  E.  ^^^tthews.  Jonesboro  72401 

812  Cobb,  Jonesboro  72401 

1103  Wilkins.  Jonesboro  72401  (Res.) 

924  S.  Main,  Jonesboro  72401 

415  W.  Main.  Trumann  72472 

P.  O.  Box  614,  Marked  Tree  72365 

P.  O.  Box  934,  Jonesboro  72401 

818  Cobb,  Jonesboro  72401 

.411  E.  Matthews,  Jonesboro  72401 

.417  E.  Matthews,  Jonesboro  72401 

. -224  E.  Matthews,  Jonesboro  72401 

505  E.  Matthews,  Jonesboro  72401 

P.  O.  Box  818,  Jonesboro  72401  (Res.) 

...  P.  O.  Box  267,  Marked  Tree  72365 

..  ..  San  Francisco,  California 

Southqate  Plaza,  Jonesboro  72401 

711  Morningview,  Jonesboro  72401 

...,920  S.  Main.  Jonesboro  72401  

P.  O.  Box  106,  Harrisburg  72432  

411  E.  Matthews.  Jonesboro  72401 

...920  S.  Main,  Jonesboro  72401 

. . 812  Cobb,  Jonesboro  72401 

. .505  E.  Matthews,  Jonesboro  72401 

411  E.  Matthews.  Jonesboro  72401 

...801  Osier  Dr.,  Jonesboro  72401 

. .505  E.  Matthews.  Jonesboro  72401 

CRAWFORD  COUNTY 

P.  O.  Box  623,  Van  Buren  72956 

1103  Chestnut,  Van  Buren  72956 

. .1103  Chestnut,  Van  Buren  72956 

1103  Chestnut,  Van  Buren  72956  

. 1103  Chestnut,  Van  Buren  72956 

P.  O.  Box  458.  Alma  72921 

-P.  O.  Box  359,  Van  Buren  72956 

CRIHENDEN  COUNTY 

P.  O.  Box  1705.  West  Memphis  72301 

P.  O.  Box  607.  West  Memphis  72301 

...200  S.  Rhodes,  West  Memphis  72301 


...  .932-4570 

932-7795 

935-3990 

932-9113 

...  935-3990 
...932-8433 
...935-0360 

932-2926 

932-1198 

...932-1198 

972-0063 

932-3022 

...932-1820 
....935-8132 
...935-9123 
.935-8470 
..  .578-5443 
.932-7458 
...935-8132 
, 932-7458 
.932-1198 
...932-0692 
..  .486-2131 
....932-8121 
. ...932-7458 
...972-4039 
..  932-4211 
...935-6012 

..932-4581 
.935-6012 
...935-3990 
. . 932-7430 
. .972-0550 
...935-5454 
,935-9123 
...932-421 1 
.932-0980 
NF 

.935-6396 
...972-4288 
.972-4039 
932-1181 
.483-761 1 
932-2634 
972-0290 
.935-6012 
...935-5529 
...932-2423 
,972-4039 
.932-2423 
. 935-4755 
...932-4875 
...932-2926 
...932-2450 
...935-9123 
...483-641 1 
.358-2811 
.886-661 1 
...932-4211 
...932-7430 
.972-0550 
.972-4288 
.935-3990 
932-3284 
358-2036 

.935-8510 

.932-4046 

.932-8221 

.578-5443 

.932-7430 

.932-8221 

932-2926 

.932-1987 

.932-7430 

932-2423 

.932-8121 


.474-2336 

...474-2361 

...474-2361 

..474-2361 

..474-2361 

.474-9539 

474-6832 


,735-0834 

.735-1170 

.735-2150 
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OBG Ford.  Robert  C.,  Jr 

FP Hamilton,  Ralph  B 

GS Jay.  Gilbert  D.,  Ill 

OPH Kennedy,  Keith  B 

GS Lanford,  H.  G 

FP Lubln,  Milton 

FP Miller,  James  L 

IM Peeples,  Chester,  W 

GS Plat,  Robert  D 

GS Schoettle,  Glenn  P 

FP. Smith,  Bedford  W 

Taylor,  C.  Herbert,  Jr... 

R Utley,  L.  Thomas 

Williams.  Jacob  M.,  Jr. 

FP Wright,  William  J 

FP Young,  Morris 


FP Beaton.  K.  E. 

FP Bethell,  Robert  D 

FP Burks,  Willard  G. 

GP Crain,  Vance  J 

GP Hayes,  Robert  A.. 

FP Jacobs.  James  R.. 

FP Young,  J.  Hosea.. 


FP Delamore,  John  H 

FP Dobson.  Jack  T 

FP Howard.  Don  G 

FP Nutt.  Hugh  A 

GP Taylor.  George  D.. 


GP Harris,  Howard  R 

FP Hoagland,  Robert  A.. 

FP Moss,  Swan  B 

FP Prosser,  Robert  L.,  Ill 

FP  Robinson,  Guy  U 

GP Turney,  Lonnie  R 

FP  Young,  James  E 


GP BInns,  Van  C 

FP - Busby,  Arlee  K 

#  Crane.  Henry  A..  Jr. 

GP Hicks.  Charles  E 

#  Hyatt,  C.  Lewis 

GS  Price.  J . P..  J r 

FP Wallick,  Paul  A 


RD Archer.  Charles  A.,  Jr..  . 

RD Banister.  Benjamin  F.,  Jr. 

FP Banister.  Bob  G 

AN Beasley.  Margaret  D 

FP Beasley,  T.  O 

ADM Benatleld,  Robert  B 

GP Daniel,  Sam  V 

FP Doss.  John  R 

RD- Downs,  J.  H 

R Garrison,  James  S 

FP ..  .Gordy.  Fred,  Jr 

OPH Magle,  Jimmie  J 

FP Sessions,  Leslie  H 

FP Smith,  John  D 

GP Taylor,  Robert  L 


GP Calaway,  Robert  L, 

FP Ewing.  Jon  R 

FP.... Ewing.  Rebecca  F.. 

FP  . Gibbons,  David  L.. 

ADM Long,  C.  C 


IM Adams,  Frank  M 

AN Allan,  David 

IM Arnold,  W.  O 

OTO Atkinson.  Robert  H. 

R Bohnen.  Loren  O 

IM  Bond,  John  B.,  Jr 

OTO Borg,  Robert  V 

OPH Bracken,  Ronald  J 

GS Brunner,  John  H 

U Burrow,  Thomas  E. 

GS. Burton,  Frank  M 

GS Chamberlain,  Joe  W 

GS Chamberlain.  Warren  W 

IM Clardy,  E.  K. 

RD Daniel,  R.  L 

FP Davis,  James  H 

IM Dembinski,  T.  Henry 

OPH Dodson.  John  W..  Jr 

ORS Durham,  Thomas  M 

GS Elsele,  W.  Martin 

IM Fotioo,  George  J 

GS French,  James  H. 


.—200  S.  Rhodes,  West  Memphis  72301 

. ..300  S.  Rhodes.  West  Memphis  72301 

.....200  S.  Rhodes,  West  Memphis  72301 

.—  P.  O.  Box  489,  West  Memphis  72301 

-.-.308  S.  Rhodes,  West  Memphis  72301 

.200  S.  Rhodes,  West  Memphis  72301 

. ..300  S.  Rhodes,  West  Memphis  72301 

...302  S.  Rhodes,  West  Memphis  72301 

- P.  O.  Box  1705,  West  Memphis  72301 

— 308  S.  Rhodes,  West  Memphis  72301 

.■■-300  S.  Rhodes.  West  Memphis  72301 

Anchorage,  Alaska 

--■-P.  O.  Box  248,  West  Memphis  72301 

...Juka,  Mississippi 

..  .P.  O.  Box  608,  Earle  72331 

....P.  O.  Box  587,  Parkin  72373 

CROSS  COUNTY 

....P.  O.  Box  158,  Wynne  72396 

...  P.  O.  Box  158,  Wynne  72396 

-.  P.  O.  Box  158,  Wynne  72396 

- P.  O.  Box  158.  Wynne  72396 

,...P.  O.  Box  E,  Wynne  72396 

...P.  O.  Box  E,  Wynne  72396 

...  P.  O.  Box  E.  Wynne  72396 

DALLAS  COUNTY 

P.  O.  Box  351,  Fordyce  71742 

...P.  O.  Box  816,  Fordyce  71742 

...P.  O.  Box  506,  Fordyce  71742 

...  P.  O.  Box  506,  Fordyce  71742 

...  P.  O.  Box  36.  Sparkman  71763 

DESHA  COUNTY 

...307  S.  Elm,  Dumas  71639 

...145  W.  Waterman,  Dumas  71639 

...P.  O.  Box  652,  McGehee  71654 

...600  Holly,  McGehee  71654 

...207  $.  Elm.  Dumas  71639 

...101  S.  3rd.  McGehee  71654 

...P.  O.  Box  707,  McGehee  71654 

DREW  COUNTY 

..203  E.  Trotter,  Montlcello  71655 

...733  Doctors  Dr.,  Monticello  71655 

..  Monticello 

. 232  S.  Main,  Monticello  71655 

...Monticello 

...232  S.  Main.  Monticello  71655 

-P.  O.  Box  660,  Monticello  71655 

FAULKNER  COUNTY 

..411  Western  Ave.,  Conway  72032  (Res.) 

...923  Parkway,  Conway  72032 

...923  Parkway,  Conway  72032 

...P.  O.  Box  404,  Conway  72032 

...919  Locust  St.,  Conway  72032 

...P.  O.  Box  2181,  Little  Rock  72203 

...574  Locust  St.,  Conway  72032 

...919  Locust  St.  Conway  72032 

..P.  O.  Box  56,  Nashville  71852  (Res.) 

..Conway  Memorial  Hospital,  Conway  72032 

...552  Locust  St..  Conway  72032 

. P.  O.  Box  1284,  Conway  72032 

..1300  Parkway,  Conway  72032 

. 923  Parkway.  Conway  72032 

...810  Parkway,  Conway  72032 

FRANKLIN  COUNTY 

. P.  O.  Drawer  C,  Mulberry  72947 

..604  W.  Commercial,  Ozark  72949 

...604  W.  Commercial,  Ozark  72949 

...506  W.  Commercial,  Ozark  72949 

..P.  O.  Box  1208,  Fort  Smith  72902 

GARLAND  COUNTY 

..236  Central,  Hot  Springs  71901- 

-.600  W.  Grand,  Hot  Springs  71901 

...1002  Central  Tower  Bldg.,  Hot  Springs  71901 

...303  Central  Tower  Bldg.,  Hot  Springs  71901  

.901  W.  Grand,  Hot  Springs  71901 

..tOI  Whittington.  Hot  Springs  71901 

. 4409  Central.  Hot  Springs  71901 

.505  W.  Grand,  Suite  201,  Hot  Springs  71901 

..101  Whittington.  Hot  Springs  71901 

.,903  W.  Grand,  Hot  Springs  71901 

101  Whittington,  Hot  Springs  7I90I 

..330  Sixth  St.,  Hot  Springs  71901 

..330  Sixth  St.,  Hot  Springs  71901 

. P.  O.  Box  850,  Hot  Springs  71901 

..105  Lowery.  Apt.  1203,  Hot  Springs  71901  (Res, 

..P.  O.  Box  315,  Mount  Ida  71957 

...8041/?  Central.  Hot  Springs  71901 

..505  W.  Grand,  Suite  305,  Hot  Springs  71901 

.505  W.  Grand,  Suite  200,  Hot  Springs  71901 

.101  Whittington.  Hot  Springs  71901 

.505  Central  Tower  Bldg.,  Hot  Springs  71901 

..101  Whittington,  Hot  Springs  71901 


735-2150 

735-1170 

735-4612 

735-7680 

735-3664 

735-3919 

735-1170 

735-1973 

....735-0833 

735-3664 

735-1170 

.735-1500.  Ext.  218 

792-8956 

732-2070 


.238-2321 

.238-2321 

.238-2321 

.238-2321 

.238-3261 

.238-3261 

.238-3261 


.352-7117 

.352-5125 

.352-3151 

.352-5144 

.678-2406 


.382-4425 

.382-4878 

.222-3141 

.222-6131 

.382-4425 

.222-4044 

.222-6131 


367-3531 

.367-3246 

.367-2473 

.367-2475 

.367-6868 


.329-3412 

. NF 

.329-3824 

.329-8742 

.329-2946 

.378-2164 

.329-61 1 1 

.329-2946 

.845-2265 

329-3831 

.329-6881 

.327-4444 

.329-3824 

.329-3824 

.329-3815 


.997-3941 
.667-41 1 1 
.667-4111 
.667-2285 
.782-8218 


623-8751 

.525-3414  (Res.) 

624-1397 

623-6101 

..623-6693 

321-2229 

624-5422 

624-4478 

321-2229 

623-8110 

321-2229 

623-4477 

623-4477 

624-1281 

623-9753 

867-2175 

623-9781 

623-4541 

623-7717 

321-2229 

623-5121 

321-2229 
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Type  of 
Practice 


Member's  Name 


Address 


Telephone 

Number 


EM. 

FP.. 

FP.. 

GS. 


# 

IM 

NS,  ... 
OBS. 
OTO. 
RD  ... 

GS 

FP 

IM 

D 

GYN 

CD 

PTH 

OPH 

GP 

RD  ... 
AN... 
RD  .. 
PTH 
PTH. 

N 

GP  . . 
IM  ... 

GS 

U 

ORS... 

ORS 

GYN, 

PD 

FP  ... 

PD 

OBG. 

GP 

FP 

IM 

AN 

GP 

FP  ... 
OBG. 

GP 

IM 

PD 

IM 

GS 

GP 

GS 

* 

R 

R 

GP 

D 

OPH 

OBG. 

PD 

U 

GS 


...Frye,  Ivan  L 

..Gardial,  J.  Richard 

..Gardner,  James  L 

_Garner,  Onyx  P 

Goodin,  Lyn  A 

Goodin,  Walker  D 

Goodrum,  William  A 

..Graham,  Richard  F 

Gupta,  Surinder  N 

Haggard,  John  L 

Harper,  Edwin  L 

Hebert,  Gaston  A 

..Hill,  Robert  L 

Hollis,  Thomas  H 

'Hoyt,  Jerry  L 

"Irwin,  William  G 

Jackson,  Haynes  G 

Jayaraman,  K.  K 

Jayaraman,  V.  Devi 

"Johnston,  Gaither  C 

Keadle,  William  R 

King,  Leeman  H 

’ Klugh,  Walter  G.,  Jr 

’ Klugh,  Walter  G.,  Sr 

' Knight.  Patrick  L — 

Lee,  W.  R 

Lewis,  Robert  L 

Lovell,  Clawrence  R 

Mashburn,  William  R 

Meek,  Gary  N 

Millwee,  Robert  H.,  111... 

Murray.  DuBose 

McConkie,  Stuart  B 

McCrary.  Robert  F 

McFarland,  Louis  R 

McMahan,  J.  C 

Newton,  Doane  M 

Pappas,  Deno  P 

Parkerson,  Carl  R. 

Parkerson,  Cecil  W 

..Patterson.  Ralph  M 

..Peeples,  Raymond  E 

Power,  Allyn  R 

.Queen,  George  P 

..Rainwater,  W.  S 

..Reed,  Lon  E 

Rogers,  I.  David 

..Rosenzweig,  Joseph  L 

..Rowland,  E.  Driver 

..Sammons,  Vernon  E.,  Jr... 

..Sanders,  Hallman  E 

..Seifert,  Kenneth  A 

Smith,  Oliver  A 

..Smith,  William  K 

..Springer,  M.  R..  Jr 

..Springer,  William  Y 

..Stough,  D.  B 

..Stough,  D.  B.,  Ill 

..Thomas,  Wallace  A 

..Thompson,  Thomas  P.,  Jr 

.Trieschmann,  John  W 

.Wade,  H.  King,  Jr 

..Wright,  Jack 


FP Clark,  Curtis  B 

GP Irvin,  Jack  M.... 

RD Kelly,  Miles  F... 

FP Paulk,  Clyde  D 


R Baker,  Augustus  J 

GP Baker,  Clark  M 

PTH Boggs,  Dwight  F 

FP Bradsher,  Omer  E 

FP. Collier,  George,  Jr 

FP Collier,  Jon  D 

FP Crow,  Asa  A 

GS Duckworth,  Gordon  L. 

FP Duckworth,  Hillard  R. 

GP. Futrell,  J.  B 

GPM.... Harper,  Bland  R 

ORS Hazzard,  Marion  P 

GS Lawson,  J.  Larry 

AN Martin,  Richard  O 

GP Muse,  Jerry  L 

P McGaughey,  Solon 

FP McKelvey,  Earle  D 

FP Page,  Billie  C. 

FP Price,  Robert  E 

R Purcell,  Donald  I 

PTH Richmond,  Jack  G 

GS Sellars,  John  R 

FP Shedd,  Leonus  L 

FP Watson,  Sam  D 

FP Williams,  Jacob  M. 


GP Branch,  James  W 

FP  Harris,  C.  Lynn.  .. 

FP  Harris,  Lowell  O.. 


...9600  W.  12th,  Liitle  Rock  72205 

..125  Greenwood,  Hot  Springs  71901 

...125  Greenwood,  Hot  Springs  71901 

...1705  Central,  Hot  Springs  71901 

-Wichita,  Kansas 
Wichita,  Kansas 
..Hot  Springs 

■ 505  W.  Grand,  Suite  301,  Hot  Springs  71901 

606  Central  Tower  Bldg.,  Hot  Springs  71901.  .. 
101  Whittington,  Hot  Springs  71901 

.4409  Central,  Hot  Springs  71901 

802  Prospect,  Hot  Springs  71901  (Res.) 

905  W.  Grand,  Hot  Springs  71901 

■ 125  Greenwood,  Hot  Springs  71901 

328  Quapaw,  Hot  Springs  71901 

600-1  Main,  Hot  Springs  71901 

■ P.  O.  Box  2067,  Hot  Springs  71901 

.110  Hawthorne,  Hot  Springs  71901 

. P.  O.  Box  1460,  Hot  Springs  71901 

■ 99  Little  Pine,  Doctors  Park,  Hot  Springs  71901 

408  #8  Highway,  Glenwood  71943 

610  Ramble,  Hot  Springs  71901  (Res.) 

■505  W.  Grand,  Suite  204,  Hot  Springs  71901 

-230  Pecan,  Hot  Springs  71901  (Res.) 

-P.  O.  Box  1460,  Hot  Springs  71901 

..P.  O.  Box  1460,  Hot  Springs  71901 

■ P.  O.  Box  850,  Hot  Springs  71901 

■414  Albert  Pike,  Hot  Springs  71901 

-99  Little  Pine,  Doctors  Park,  Hot  Springs  71901 
-■905  W.  Grand,  Hot  Springs  71901 

903  W.  Grand,  Hot  Springs  71901 

• 505  W.  Grand,  Suite  200,  Hot  Springs  71901 

715  W.  Grand,  Hot  Springs  71901 

505  W.  Grand,  Suite  203,  Hot  Springs  71901 

.211  Hobson,  Hot  Springs  71901 

■ 306  Albert  Pike,  Hot  Springs  71901 

236  Woodbine,  Hot  Springs  71901 

■ ■101  Whittington,  Hot  Springs  71901 

1421  Central,  Hot  Springs  71901 

1421  Central,  Hot  Springs  71901 

■ 231  Central,  Hot  Springs  71901 — 

■ 600  W.  Grand.  Suite  102,  Hot  Springs  71901 

236  Central,  Hot  Springs  71901 

■ 125  Greenwood,  Hot  Springs  71901 

-101  Whittington,  Hot  Springs  71901 

■ 1315  Central,  Hot  Springs  71901 

-125  Greenwood,  Hot  Springs  71901 

■ P.  O.  Box  2458,  Hot  Springs  71901 

-110  Hawthorne,  Hot  Springs  71901 

-905  W.  Grand,  Hot  Springs  71901 

..P.  O.  Box  1358,  Hot  Springs  71901 

■ P.  O.  Box  149,  Hot  Springs  Village  71901 

..Houston,  Texas 

. Hot  Springs 

.901  W.  Grand,  Hot  Springs  71901 

.901  W.  Grand.  Hot  Springs  71901 

.601  Central  Tower  Bldg.,  Hot  Springs  71901 

99  Little  Pine,  Doctors  Park,  Hot  Springs  71901 

. P.  O.  Drawer  D,  Hot  Springs  71901 

..101  Whittington.  Hot  Springs  71901 

.236  Woodbine  Hot  Sprinos  71901 

231  Central.  Hot  Springs  71901. 

.211  Hobson,  Hot  Springs  71901 

GRANT  COUNTY 

.200  S.  Rose,  Sheridan  72150  

.205  W.  High,  Sheridan  72150 

10700  New  Benton  Hwy..  Little  Rock  72209 

.200  S.  Rose,  Sheridan  72150 

GREENE-CLAY  COUNTY 

P.  O.  Box  339,  Paragould  72450 

.115  W.  Court,  Paragould  72450 

.905  W.  Kingshighway,  Paragould  72450 

.#1  Medical  Dr.,  Paragould  72450 

.130  S.  14th,  Paragould  72450 

.130  S.  14th,  Paragould  72450 

.#1  Medical  Dr.,  Paragould  72450 

425  W.  Jackson,  Piggott  72454 

425  W.  Jackson,  Piggott  72454 

414  W.  2nd,  Rector  72461 

P.  O.  Box  C,  Monette  72447 

,.#l  Medical  Dr.,  Paragould  72450 

-P.  O.  Box  6 Paragould  72450 

P.  O.  Box  339,  Paragould  72450 

.425  W.  Jackson,  Piggott  72454 

.94  Hlllcrest  Dr.,  Paragould  72450  (Res.) 

.409  S.  5th,  Paragould  72450 

. #1  Medical  Dr.,  Paragould  72450 

..#1  Medical  Dr.,  Paragould  72450 

. P.  O.  Box  339,  Paragould  72450 

. P.  O.  Box  339,  Paragould  72450 

.#1  Medical  Dr.,  Paragould  72450 

1015  W.  Kingshighway.  Paragould  72450 

■ 411  S.  7th,  Paragould  72450 

.1015  W.  Kingshighway,  Paragould  72450 

HEMPSTEAD  COUNTY 

426  S.  Main,  Hope  71801  

P.  O.  Box  550,  Hope  71801  

P.  O.  Box  550,  Hope  71801 


■227-2300 

■623-3373 

■623-0904 

■623-3521 


...623-4391 
...321-1329 
...321-2229 
...624-5422 
...623-7216 
...623-9581 
.623-3373 
...624-4581 
...321-9455 
...623-6628 
...624-4542 
-623-2518 
...624-7106 
...356-3155 
...623-8185 
..623-9216 
...623-2540 
...623-2518 
...623-2518 
...624-2354 
...624-1211 
...623-4453 
...623-9581 
...623-81 10 
...623-7717 
...623-5300 
...321-2217 
.321-1314 
..624-21 1 1 
-321-2546 
..321-2229 
..624-3341 
..624-3341 
-624-5567 
624-3868 
.623-3102 
-623-3373 
.321-2229 
..624-1207 
.623-3373 
-321-2546 
..623-5581 
.623-9581 
..624-4411 
-922-0540 


.623-6693 

.623-6693 

.623-6921 

.624-0673 

.624-1204 

.321-2229 

.321-2546 

.624-5641 

.623-6677 


.942-3155 
.942-3171 
. NF 
.942-3155 


.236-7733,  Ext.  330 

236-6356 

239-4046 

239-401 1 

236-6946 

236-6946 

239-401 1 

598-2237 

598-2237 

595-3332 

486-2131 

236-6996 

239-4011 

.236-7733,  Ext.  282 

598-2237 

236-8545 

236-8716 

239-4011 

239-4011 

239-8431 

236-7733 

239-4011 

239-4076 

236-8591 

239-4077 


.777-4636 

.777-2131 

.777-2131 
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Typeof 

Practice  Member's  Name  Address 


Holt,  Forney  G 

GS Martindale,  James  G 

GS..  . Martindale,  Jud  B 

FP McKenzie,  Jim 

R - .Stevens,  David  G. 

FP Wright,  George  H 


GP Brashears,  Larry  B.  . 

FP ...Cobb,  Russell  W 

GP Cole,  John  W 

FP Ellis,  C.  Randolph 

GP Kersh,  Noah  B 

GP McCray,  Raymond  V, 

FP Peters,  Claude  F 

GP Vaughan,  John  A 

FP White,  Robert  H. 

FP Wise,  John  D. 


FP Dildy,  Edwin  V 

GP Jones,  William  J 

FP King,  Joe  D 

FP Peebles,  Samuel  W.. 

GP-.-- Smith,  U.  Lee 

FP Sykes,  Robert  R 

GP Turbeville,  James  O 

GP Ward,  Hiram  T 

FP Wesson,  John  H 

FP- - White,  Phillip  L 

GP Wilmoth,  Marion  H. 


—300  E.  6th,  Texarkana  75501 

.116  S.  Main,  Hope  71801 

-.116  S.  Main,  Hope  71801 

...P.  O.  Box  10  Hope  71801 

.1900  S.  Main,  Hope  71801 

202  S.  Pine,  Hope  71801 

HOT  SPRING  COUNTY 

1234  S.  Main,  Malvern  72104 

.1420  Potts,  Malvern  72104 

- 725  E.  Page,  Malvern  72104 

...1004  S.  Main,  Malvern  72104 

...1518  McBee,  Malvern  72104  

-.214  E.  Highland,  Malvern  72104 

-.1420  Potts,  Malvern  72104 

-.115  E.  Highland,  Malvern  72104 

1004  Dyer,  Malvern  72104 

-1219  S.  Main,  Malvern  72104 

HOWARD-PIKE  COUNTY 

- P.  O.  Box  549,  Nashville  71852 

...P.  O.  Box  49,  Glenwood  71943 

--  P.  O.  Box  549,  Nashville  71852 

-.120  W.  Sypert,  Nashville  71852 

- P.  O.  Box  807,  Nashville  71852 

..  P.  O.  Box  549,  Nashville  71852 

-.1124  N.  Washington,  Murfreesboro  71958. 

- P.  O.  Box  319,  Murfreesboro  71958.. ._ 

.120  W.  Sypert,  Nashville  71852 

-P.  O.  Box  538,  Murfreesboro  71958 

...P.  O.  Box  804,  Nashville  71852 


Telephone 

Number 


.774-321 1 
.777-3464 
.777-3464 
.777-2321 
.777-2323 
.777-6722 


332-5245 

.332-3112 

.332-5641 

.332-6941 

.337-7533 

332-2704 

.332-2521 

.332-2371 

.332-3664 

.332-6961 


845-1934 

.356-3921 

.845-1933 

845-4676 

.845-3880 

.845-1933 

.285-2182 

.285-2491 

.845-4676 

.285-2491 

845-4780 


FP Beck,  Carl  T 

FP Calaway,  William  H. 

FP Gray,  W.  Paul 

# Hathcock,  Alfred  H.. 

OPH Jones,  Edward  T 

GP Ketz,  Wesley,  J 

FP Lytle,  J.  E 

GS Monroe,  Howard  U... 

GP Moody,  Lackey  G 

R McClain , C.  M .,  Jr.. 

GP....  Raney,  Troy 

FP Slaughter,  Bob  L 

FP Smith,  B.  G 

GS Stalker,  James  M 

GS Strickland,  Nathan  E. 

FP  Tatum,  Harold  M.  . 

GP Taylor,  Chaney  W. 

GP Taylor,  Charles  A 

FP  Tucker,  Charles  L 

FP  Walker,  A.  T 

GP ....Wyatt,  F.  Q 

R Young,  Jack  S.,  Ill  ... 


INDEPENDENCE  COUNTY 

. P.  O.  Drawer  J,  Mountain  View  72560.. 

.181  S.  Broad,  Batesville  72501 

.P.  O.  Box  82,  Batesville  72501.  ..  

. Batesville 

.180  N.  5th,  Batesville  72501 

.,P.  O.  Box  2695,  Batesville  72501 

..181  S.  Broad  Street,  Batesville  72501 

Monroe  Clinic,  Mountain  View  72560.. 

..P.  O.  Box  2335,  Batesville  72501 

,154  S.  3rd,  Batesville  72501 

..P.  O,  Box  83,  Cave  City  72521 

. P.  O.  Box  24!6,  Batesville  72501  

.181  S.  Broad  St.,  Batesville  72501 

..P.  O.  Box  2575,  Batesville  72501 

.109  N.  12th,  Batesville  72501 

. P.  O.  Box  147,  Melbourne  72556 

..181  S.  Broad,  Batesville  72501 

181  S.  Broad,  Batesville  72501 

..P.  O.  Box  38,  Ash  Flat  72513 

. P.  O.  Box  135,  Thayer,  Missouri  65791.... 

P.  O.  Box  2116,  Batesville  72501 

Newark  Medical  Clinic,  Newark  72562. 


269-3834 

793-5251 

793-2321 

793-5257 

793-2371 

793-5251 

269-3236 

793-6888 

793-2207 

283-5762 

....  793-2540 

793-5251 

793-5205 

698-1846 

368-4344 

793-5251 

793-5251 

994-7301 

.417-264-7121 

793-5251 

...... .799-3721 


IM  Ashley,  John  D 

GS Carney,  J.  W.  .. 

IM  Dudley,  Guilford  M 

PD Dunlap,  Warner  B. 

GS Frankum,  Jerry  M.,  Jr.. 

GP Green,  Roger  L 

GS Harris,  M.  Haymond... 

RD Jackson,  Jabez  F 

OBG Jackson,  Jabez  F.,  Jr.. . 

RD Norris,  R.  O 

OPH Stanfield,  Wayne 

RD  Williams,  Thomas  E 

GP Wright,  John  C 


ADM  Adams,  Carl  H 

R Anderson,  Charles  W.  .. 

FP Atnip,  Gwyn 

FP ....Bell,  Carl  H.,  Jr 

ORS  Blackwell,  Banks 

OBG Bracy,  Calvin  M 

U Brooks,  R.  Teryl,  Jr 

PD Bruce,  Lloyene 

FP Bryant,  R.  Frank 

OTO Buckley,  John  W. 

P Burford,  Thomas  G 

GE Butler,  Robert  C. 

GP Cheek,  Ben  H 

PTH Clark,  James  F.,  Jr 

FP Coker,  Leon  R 

OBG Coker,  S.  Dale 

IM Crenshaw,  John 

FP Cunningham,  Thomas  J 

D Davis,  Charles  M. 

P Dean,  Lee  A. 

GS Dickins,  Robert  D 

R Fendley,  Claude  E 

OPH Glasscock,  Robert  E 

PD Green,  Horace  L 

PTH Hardin,  John  David.  .. 

IM Harper,  William  F 

PD Hart,  J.  Clyde,  Jr 

OBG Hayden,  Virgil  L 

R Hegwood,  Henri  M, 


JACKSON  COUNTY 

.2nd  and  Laurel  Newport  72112 

.1205  McLain,  Newport  72112 

..1205  McLain,  Newport  72112 

.1205  McLain,  Newport  72112 

.2nd  and  Laurel.  Newport  72112 

.P.  O.  Box  159,  Newport  72112 

.1205  McLain.  Newport  72112 

304  Ash,  Newport  72112  {Res.)...„ 

.1205  McLain,  Newport  72112 

.1419  S.  Main,  Jonesboro  72401 

..P.  O.  Box  129,  Newport  72112 

.10  Park  Place,  Newport  72112  (Res.)... 
.1205  McLain,  Newport  72112 

JEFFERSON  COUNTY 

..P.  O.  Box  500,  Grady  71644 

P.  O.  Box  7863,  Pine  Bluff  7161 1 

1 1 1 1 West  15th,  Pine  Bluff  71603 

1602  W.  42nd.  Pine  Bluff  71603 

1400  W.  43rd,  Pine  Bluff  71603 

1704  W.  42nd,  Pine  Bluff  71603 

..1604  W.  42nd,  Pine  Bluff  71603. 

..1606  W.  42nd,  Pine  Bluff  71603 

1112  Linden,  Pine  Bluff  71603 

.1612  W.  42nd,  Pine  Bluff  71603 

.Benton  Services  Center,  Benton  72015. 

1624  W,  42nd,  Pine  Bluff  71603 

..1515  W.  42nd,  Pine  Bluff  71603 

..1515  W.  42nd,  Pine  Bluff  71603 

..1710  W.  42nd.  Pine  Bluff  71603 

.1720  Doctors  Dr.,  Pine  Bluff  71603 

1421  Cherry,  Pine  Bluff  71601 

300  W.  6th,  Pine  Bluff  71601 

1416  W.  43rd,  Pine  Bluff  71603 

2500  Rike  Dr.,  Pine  Bluff  71603 

. 1003  Cherry,  Pine  Bluff  71601 

..P.  O.  Box  7863,  Pine  Bluff  7161 1 

1706  Doctors  Dr.,  Pine  Bluff  71603 

1420  W.  43rd,  Pine  Bluff  71603..... 

1515  W.  42nd,  Pine  Bluff  71603 

1702  W.  42nd,  Pine  Bluff  71603 

1420  W.  43rd,  Pine  Bluff  71603 

1706  W.  42nd.  Pine  Bluff  71603 

P.  O.  Box  7863,  Pine  Bluff  7161 1 


.523-6721 
.523-8911 
.523-891 1 
.523-891 1 
.523-6721 
523-6721 
.523-891 1 
523-8314 
.523-8911 
.349-5527 
.523-3321 
.523-6121 
.523-8911 


479-3311 

534-8651 

535-3551 

535-4850 

534-3122 

536-7550 

536-7758 

534-2232 

534-4352 

535-5719 

778- 1 1 1 1 

536-7660 

535-2890 

535-6800 

535-4640 

536-4986 

535-2200 

534-4723 

535-7477 

534-1834 

534-8141 

534-8651 

534-4357 

534-6210 

.535-6800,  Ext.  4754 

536-9230 

534-6210 

535-8180 

534-8651 
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Type  of 
Practice 


Member's  Name 


Address 


Telephone 

Number 


PD Henderson,  Francis  M. 

I M Hoover.  S.  H 

OPH  Hughes,  L.  Milton 

FP  Hussain,  Shafqat 

U Hutchison,  E.  L 

OBG Hyman,  Carl  E. 

GS Irwin,  Raymond  A.,  Jr. 

P James,  William  Joe  . 

CD  Jenkins,  Bobby  J. 

AN  Jenkins,  Mary  Ellen  . .. 

R Joseph,  Aubrey  S 

an  Khan,  Mahmood  All 

GS  King,  G.  Errol 

OPH  King.  Yum  Y 

OTO Langston,  Lloyd  G 

pp  Lindsey,  James  A 

an  Malik,  Rustam  A. 

GP  Maynard,  Ross  E 

GS Meredith,  William  R. . 

ADM Miller,  Donald  L 

R Milligan,  Monte  C 

IM  Monroe,  Sanford  C 

GP  Morris,  Harold  J 

R McDonald,  Robert  L,. 

OPH Nixon,  William  R 

IM  Nuckolls,  J.  William 

RD Payne,  Virgil  L. 

CD Pearce,  Malcolm  B 

pp  Perry,  V.  Bryan 

OBG  Pierce,  J.  R,,  Jr 

pp  Raney.  Oliver  C. 

ORS  Reed,  E.  Frank 

PD  Rhyne,  James  T 

GS Rittlemeyer.  C.  M.  

GS Roberson,  George  V.., 

GP Robinette,  Joseph  S 

RD  Russell,  Allen  R 

OBG Simmons,  Calvin  R 

NS Simpson,  P.  B..  Jr 

GS Smith,  Robert  J 

GS Stern,  Howard  S 

GS Sullenberger,  A.  G 

IM Talbot,  George  B. 

PTH .Tisdale,  Alfred  D.,  Jr.. 

PD Townsend,  Thomas  E 

IM Tracy,  C.  Clyde 

GS Wilkins,  Walter  J.,  Jr 

IM Wineland,  H.  L 

A Worrell,  Aubrey  M..  Jr. 


ISIS  W.  ^nd.  Pine  Bluff  71603 

1610  W.  ^nd.  Pine  Bluff  71603 

I‘tl4  W.  ‘t3rd.  Pine  Bluff  71603 

ISIS  W.  42nd,  Pine  Bluff  71603 

.1/24  W.  42nd,  Pine  Bluff  71603 

..  121  E.  4th,  Pine  Bluff  71601 

1421  Cherry,  Pine  Bluff  71601 

2500  Rike  Dr.,  Pine  Bluff  71603 

1/14  Oocfors  Dr.,  Pine  Bluff  71603 

,1410  W.  42nd,  Pine  Bluff  71603 

. P.  O.  Box  7863,  Pine  Bluff  7161 1 

. 1410  W.  42nd,  Pine  Bluff  71603 

817  Cherry,  Pine  Bluff  71601 

4800  S.  Hazel,  Pine  Bluff  71603 

1612  W.  42nd,  Pine  Bluff  71603 

. 1310  Cherry,  Pine  Bluff  71601 

, ,1410  W.  42nd,  Pine  Bluff  71603 

IIS  E.  Sfh,  Suife  303,  Pine  Bluff  71601 

, 1716  W.  42nd,  Pine  Bluff  71603 

ISIS  W.  42nd,  Pine  Bluff  71603 

..P.  O.  Box  7863,  Pine  Bluff  7161  I 

.,.1421  Cherry,  Pine  Bluff  71601 

1030  Poplar,  Pine  Bluff  71601 

P.  O.  Box  7863,  Pine  Bluff  71611 

709  W.  6th,  Pine  Bluff  71601 

.,  1720  Doctors  Dr.,  Pine  Bluff  71603  

,802  W.  Sth,  Pine  Bluff  71601  (Res.) 

1714  Doctors  Dr.,  Pine  Bluff  71603 

1722  W.  42nd,  Pine  Bluff  71603 

1712  W.  42nd,  Pine  Bluff  71603 

,1720  W.  42nd,  Pine  Bluff  71603 

916  Cherry,  Pine  Bluff  71601 

1420  W.  43rd,  Pine  Bluff  71603 

.1716  W.  42nd,  Pine  Bluff  71603 

.1708  Docfors  Dr.,  Pine  Bluff  71603 

.1722  Doctors  Dr.,  Pine  Bluff  71603 

.12  Soufhern  Pines  Dr.,  Pine  Bluff  71603  (Res.), 

.1714  W.  42nd,  Pine  Bluff  71603 

.1724  Doctors  Dr.,  Pine  Bluff  71603 

.317  Cherry,  Pine  Bluff  71601 

1315  Linden,  Pine  Bluff  71603 

1726  W.  42nd.  Pine  Bluff  71603 

. 1421  Cherry,  Pine  Bluff  71601 

1718  W.  42nd,  Pine  Bluff  71603 

. 1420  W.  43rd,  Pine  Bluff  71603 

..1421  Cherry,  Pine  Bluff  71601 

.1421  Cherry,  Pine  Bluff  71601 

...1710  Doctors  Dr.,  Pine  Bluff  71603  

.1600  W.  42nd,  Pine  Bluff  71603 


535-2890 

536-7300 

536-7738 

535-2890 

535-1562 

534-3365 

535-2200 

534-1834 

536-3015 

535-5522 

534-8650 

535-5522 

535-1880 

536-1897 

535-5719 

535-3553 

535-5522 

534-5732 

535-8727 

535-6800.  Ext.  4735 

534-8651 

535-2200 

534-0822 

534-8651 

534-2624 

....541-0222 

534-5618 

536-3015 

535-4141 

535-3443 

534-5861 

535-0121 

534-6210 

535-8727 

535-2716 

535-2372 

534-6481 

535-3213 

536-8547 

535-1880 

534-0342 

534-4407 

535-2200 

535-6616 

534-6210 

535-2200 

535-2200 

......534-3561 

535-8200 


JOHNSON  COUNTY 

FP Patterson,  Jack  T P.  O.  Box  668,  Clarksville  72830 754-8384 

FP Pennington,  Donald  H.  P.  O.  Box  668,  Clarksville  72830 754-8384 

GP  ...Shrigley,  Guy  P P.  O.  Box  70,  Clarksville  72830 754-2043 

GP  Underwood.  Clyde  H P.  O.  Box  350,  Clarksville  72830 754-8333 

GP West.  Boyce  W P.  O.  Box  220,  Clarksville  72830 754-8384 


LAFAYETTE  COUNTY 

GP Ditsch,  Craig  E P.  O.  Box  276,  Stamps  71860. 

GP Lee,  Willie  J P.  O.  Box  276,  Stamps  71860. 


.533-4461 

.533-4461 


FP.. 

RD 

GP. 

P .... 


IM. 

FP. 

GP 

GP. 

FP... 


LAWRENCE  COUNTY 


Cruse,  Edward  J 

P.  O.  Box  1 16,  Black  Rock  72415 

704  N.W.  3rd,  Walnut  Ridge  72476  (Res.) 

878-6209 

886-5377 

321  S.W.  3rd,  Walnut  Ridge  72476  ' ....' 

. . ,886-3162 

664-4500 

886-3543 

Joseph,  Ralph  F. 

Highway  25  V7est,  Walnut  Ridge  72476  

886-321 1 

P.  O.  Box  150  Walnut  Ridge  72476 

886-3543 

886-3543 

886-3211 

Spades,  Sebastian  A 

1210  Hwy.  25  West,  Walnut  Ridge  72476 

886-3252 

LEE  COUNTY 

FP Fields,  Elizabeth  C. 77  W.  Main,  Marianna  72360  295-5244 

FP Gray,  Dwight  W 110  W.  Chestnut,  Marianna  72360  295-3131 

FP McLendon,  Mac P.  O.  Box  794,  Marianna  72360 295-2711 


LINCOLN  COUNTY 

GP Freeland,  James  W. , P.  O.  Box  159,  Star  City  71667 628-4226 

# Petty,  Richard  C. Star  City 


LITTLE  RIVER  COUNTY 

FP Armstrong,  James  D. P.  O.  Box  397,  Ashdown  71822 898-3306 

RD Peacock,  Norman  W. P.  O.  Box  667,  Ashdown  71822 898-3353 

FP Shelton,  Joe  G.,  Jr P.  O.  Box  697,  Ashdown  71822 898-3306 


LOGAN  COUNTY 

FP Chalfant,  Charles  H 114  W.  4th,  Booneville  72927 675-2455 

GP Daniel,  William  R 114  W.  4th,  Booneville  72927 675-2455 

GP Roberts,  William  J 114  W.  4th,  Boone''ilte  72927 675-2455 

GP Smith,  Charles  M P.  O.  Box  286,  Paris  72855  963-2191 

GP Smith.  James  T P.  O.  Box  286,  Paris  72855 963-2191 


LONOKE  COUNTY 


GP 

GP 

P.  O.  Box  450  Carlisle  72024  .. . 

GP 

Harris,  Willie  R 

GP 

FP 

Inman,  Fred  C.,  Jr 

521  N.  Williams,  Carlisle  72024. 

.255-3321 
.552-7561 
.842-2553 
.676-6560 
..552-7575 


297 


Practice  Member's  Name 

FP _.Morrison,  Doyle  ri 

CD Schumann,  Gerald  M 

FP Washburn,  C.  Yulan... 


R Andrews,  A.  E 

GS Bransford,  Robert  M 

PD _Burnett,  James  W 

PD Burroughs,  James  C 

PTH ....Chappell,  Robert  H 

OPH Coolt,  Lewis  C 

PD  Cowan,  Noel  W 

GS „Duncan,  Donald  L 

P Fisher,  Donald  E 

IM _Goesl,  Andrew  G 

PD Hall.  Jon  D 

GYN Harrell.  William  B..  Jr.... 

OBG Harrison.  Jack  W 

ORS Hughes,  Mary  W 

ORS -...Hughes,  Robert  P 

FP Jamison,  Garland  U.,  Jr 

GYN .Jones,  John  W 

GP -Kemp,  Karlton  H 

FP Kittrell.  James  B 

AN Laws,  John  K 

PD -Lowe,  Betty  A 

PTH Moser,  Karl  Dan 

R McGinnis.  Robert  S.,  Sr.. 

OPH Newton.  Norris  L 

OPH -.Rana,  Jayant  B 

IM Rodgers,  Nathaniel  L 

R Royal,  Jack  L 

FP - Short,  Harold  H 

TS Smith,  A.  D.,  Jr 

RD  Smith,  W.  Decker 

OPH Soyars,  James  E 

GP - Stringtellow.  Jerry  B 

RD - —Teasley,  Gerald  H 

PTH Wicker,  Eugene  H 

Wilhelm,  Frieda 

GS Wren,  Herbert  B 

U -Yarbrough,  Charles  P 

GS Young,  Mitchell 


PH Beasley,  Joseph  E 

IM Brock,  Charles  C.,  Jr 

U Campbell,  Charles  E.,  Jr, 

FP Cole,  C.  R 

FP Cullom,  Sumner  R 

GP -Elliott,  John  Q 

FP - Fairley,  Eldon 

FP Fairley,  Julian  R 

R - Gratz,  John  F.,  Jr 

GP Green,  W.  O.,  Jr 

PTH Hart,  Sybil  R 

R Hart,  Wade  A 

FP Holcomb,  C.  E 

GP Hubener,  L.  L 

Hubener,  Louis  F 

IM Jones,  Herbert 

IM — Massey,  Lorenzo  D. 

FP Osborne,  Merrill  J 

FP Pollock,  George  D 

FP Rhodes,  R.  F. 

GP -.Rodman,  Tasker  N 

GP - Russell.  James  D 

FP Shaneyfelt,  E.  A 

GS Sims,  Hunter  C.,  Jr 

FP Smith,  Ronald  D 

FP - Utley,  F.  E 

OPH Webb,  J.  J 

OBG Workman,  W.  W 


GP - Dalton,  Marvin  1 

FP David,  N.  C.,  Jr 

FP - Olaimey,  A.  N 

GP Pupsta,  Benedict  F, 

GP Stone,  Herd  E 

FP Walker,  Walter  L... 

FP Williams,  J.  P.,  Jr. 


GP Avery,  Charles  D.. 

GP Crow,  H.  Blake 

GP - Hairston.  G.  G 

GP Harrell,  L.  J 

FP Portis,  Richard  P... 

FP Russell,  James  T,... 

FP Young,  Michael  C 


U -Brown,  Charles  H 

FP Davidson,  Dennis  O, 

IM — Dedman,  J.  L 

FP Drewrey,  L.  E 

AN Ellis,  Joseph  L 

GS - Fohn,  Charles  H 

GP Guthrie,  James 

FP Hout,  Judson  N 

GS Jameson,  J.  B.,  Jr... 

FP Kendall,  J.  R 

FP Livingston,  Bill  B 

RD —Miller,  John  H 


Address 


...P.  O.  Box  993,  Cabot  72023 

...P.  O.  Drawer  1,  Des  Arc  72040 — 

„.P.  O.  Box  H,  Cabot  72023 

MILLER  COUNTY 

..  P.  O.  Box  689,  Texarkana  75503...- 

-P.  O.  Box  778,  Texarkana  75501 

...414  Hazel,  Texarkana  7550Z 

...300  E.  6th,  Texarkana  75501 

...P.  O.  Box  1288,  Texarkana  75501 - 

-.2020  College  Dr.,  Texarkana  75503 

..300  E.  6th,  Texarkana  75501 

...P,  O.  Box  778,  Texarkana  75501 

...P.  O.  Box  1987,  Texarkana  75501 

-P.  O.  Box  2027,  Texarkana  75501 

...300  E.  6th,  Texarkana  75501  - 

...317  State  Line,  Texarkana  75501 - 

,..P.  O.  Box  778,  Texarkana  75501 

...1001  Main,  Texarkana  75501 

...300  E.  6th,  Texarkana  75501 

...610  Hazel,  Texarkana  75502 

...300  E.  6th,  Texarkana  75501 

...408  Hazel,  Texarkana  75502 

...1001  Main,  Texarkana  75502 

...P.  O.  Box  1140,  Texarkana  75501 

...804  Wolfe,  Little  Rock  72201 

...315  E.  5th,  Texarkana  75501 

...P.  O.  Box  1409,  Texarkana  75501 

..P.  O.  Box  2830,  Texarkana  75501 

._I406  College  Dr.,  Texarkana  75503 

...300  E.  6th,  Texarkana  75501 — 

-.300  E.  6th,  Texarkana  75501 

...1400  College  Dr.,  Texarkana  75503 

...P.  O.  Box  1409,  Texarkana  75501 

2300  Laurel,  Texarkana  75501  (Res.) 

..2020  College  Dr.,  Texarkana  75503 

...1205  E.  35th.  Texarkana  75501 - 

...1317  Rio  Grande.  Texarkana  75501  (Res.) 

...315  E.  5th,  Texarkana  75501 

...Dallas,  Texas 

...P.  O.  Box  1409,  Texarkana,  Tx.  75503 

--,1102  Main,  Texarkana  75501 

...1406  College  Dr.,  Texarkana  75503 

MISSISSIPPI  COUNTY 

...N.  loth  St.,  Blytheville  72315 

...527  N.  6th,  Blytheville  72315 

...501  Hutson,  Blytheville  72315 

...519  N.  6th,  Blytheville  72315 

.608  W.  Lee,  Osceola  72370 

-.209  W.  Ash,  Blytheville  72315 

...  P.  O.  Box  68,  Osceola  72370 

...P.  O.  Box  68,  Osceola  72370 

...Osceola  Memorial  Hospital,  Osceola  72370 

.,  P.  O.  Box  268,  Blytheville  72315 

...Rt.  4,  Box  327,  Blytheville  72315  (Res.) 

.... Rt.  4,  Box  327  Blytheville  72315  (Res.) 

...511  N.  6th,  Blytheville  72315 

...P.  O.  Box  1806.  Blytheville  72315 

...Gainesville,  Florida 

...P.  O.  Box  321,  Blytheville  72315 

...P,  O.  Box  388,  Osceola  72370 

...527  N.  6th,  Blytheville  72315 

...-608  W.  Lee,  Osceola  72370 

...608  W.  Lee,  Osceola  72370 

, -P.  O.  Box  260,  Leachville  72438 

...527  N.  6th,  Blytheville  72315 

....P.  O.  Box  630,  Manila  72442 

,.-.525  N.  lOth,  Blytheville  72315 

. 620  W.  Walnut,  Blytheville  72315 

...515  N.  6th,  Blytheville  72315 

.---520  W.  Main,  Blytheville  72315 - 

....527  N.  6th,  Blytheville  72315 

MONROE  COUNTY 

...  P.  O.  Box  763,  Brinkley  72021 

....108  W.  Ash,  Brinkley  72021 - 

...P.  O,  Box  511,  Brinkley  72021 

, -P.  O,  Box  250,  Clarendon  72029 

...  P,  O,  Box  A,  Holly  Grove  72069 - 

...114  S.  New  Orleans,  Brinkley  72021 

,-..127  S.  New  Orleans,  Brinkley  72021 

NEVADA  COUNTY 

.,.426  E.  6th,  Prescott  71857 

....327  E.  2nd,  Prescott  71857 

...  P,  O,  Box  675,  Prescott  71857 

....117  E.  2nd,  Prescott  71857 

....P,  O,  Box  442,  Prescott  71857 

....P,  O,  Box  442,  Prescott  71857 

....P.  O,  Box  442,  Prescott  71857 

OUACHITA  COUNTY 

...415  Hospital  Dr.,  S.W.,  Camden  71701 

..  .P,  O.  Box  67.  Stephens  71764 - 

415  Hospital  Dr.,  S.W.,  Camden  71701 

....430  Magnolia,  Camden  71701 

P.  O.  Box  126,  Camden  71701 

....415  Hospital  Dr.,  S.W.,  Camden  71701 

....353  Cash  Rd.,  Camden  71701 

..  353  Cash  Rd.,  Camden  71701 - 

....P.  O.  Box  994,  Camden  71701 

. 353  Cash  Rd.,  Camden  71701 

416  Hospital  Dr.,  SW.,  Camden  71701 

.....816  Clifton,  N.W.,  Camden  71701  (Res.) 


Talephon* 

Numb«r 


.843-3549 

.256-4312 

.843-3579 


- 774-2121 

774-3211 

774-7301 

774-3211 

-214-794-8311 

214-794-3733 

774-3211 

774-3211 

NF 

214-792-6946 

774-3211 

214-792-8231 

774-3211 

214-792-6976 

774-321 1 

774-4912 

774-3211 

774-5181 

214-794-6107 

- 774-7297 

.376-4621,  Ext.  22 

774-2121 

214-792-7151 

214-792-3541 

792-3729 

774-3211 

774-3211 

214-793-5671 

214-792-7151 

775-3503 

214-794-3732 

773-6745 

...214-794-5245 

774-2121 

214-792-7151 

214-793-5608 

214-792-8264 


763-7064 

763-8118 

763-0855 

763-1554 

563-2608 

763-4548 

563-6568 

563-6568 

563-261 1 

763-6802 

763-5111 

763-1617 

763-3922 

762-202 1 

763-8032 

563-6242 

763-81 18 

563-2608 

563-2608 

539-6337 

763-8118 

561-4421 

763-0521 

763-4541 

763-4575 

762-2131 

......763-8118 


...734-4161 

.734-2212 

...734-4137 

...747-3321 

...462-3393 

...734-3242 

...734-1331 


887-2625 

887-3846 

887-2211 

887-2312 

...887-6651 

887-6651 

887-6651 


836-5013 

786-5404 

.836-5013 

836-6811 

836-7144 

836-5013 

..836-8101 

836-8101 

836-5088 

..836-8101 

836-7367 

.836-2549 
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Type  of 
Prectice 


Member's  Name 


Address 


Telephone 

Number 


FP Nunnally,  Robert  H 353  Cash  Rd.,  Camden  71701. 

IM Ozment,  Lowell  V 353  Cash  Rd.,  Camden  71701. 

FP Sanders,  Cal  R . 353  Cash  Rd.,  Camden  71701. 

R Thorne,  A.  E P.  O.  Box  797,  Camden  71701 


.835-8101 

.835-8101 

.835-8101 

.835-9321 


GP .Barrow,  John  H 

FP Bell,  L.  J.  Patrick 

OPH-OTO Berger,  Alfred  A.. 

R Biggs,  William  W. ... 

RD Butts,  James  W 

FP Capes,  Bernard 

GP Ellis,  William  A 

GP Faulkner,  H.  N 

FP Kirkman,  C.  M.  T 

P Mateus,  Francy  M. 

FP Miller,  Robert  D 

GP McCarty,  C.  P 

GP McDaniel,  M.  A.. 

GP Oldham,  Ft.  B 

GP Paine,  W.  T. 

GP Tonymon,  Daniel 

GP Wise,  James  E.,  Jr. 


PHILLIPS  COUNTY 

5M  Oakland  Ave.,  Helena  72342 

525  Poplar,  Helena  72342 

801  Perry,  Helena  72342 

Helena  Hospital,  Helena  72342 

.708  McDonough,  Helena  72342  (Res. 
P.  O.  Box  2398.  West  Helena  72390... 

503  Porter,  Helena  72342 

.513  Porter,  Helena  72342 

1105  Perry,  Helena  72342  

. 305  Valiev  Dr.,  Helena  72342 

.515  Elm  St.,  Helena  72342 

...513  Porter,  Helena  72342 

.513  Porter,  Helena  72342 

..P.  O.  Box  2538,  West  Helena  72390  . 

. 571  Oakland.  Helena  72342 

P.  O.  Box  278,  Marvell  72355 

P.  O.  Box  55,  Marvell  72355 


.338-8522 

.338-8153 

.338-8781 

.338-5411 

.338-8005 

.572-2521 

.338-3037 

.338-7401 

.338-8712 

.338-5741 

.338-8531 

.338-7401 

.338-7401 

.572-7581 

.572-5413 

.829-2721 

.829-2385 


POLK  COUNTY 

GP Austin,  Calvin  D 1210  DeOueen.  Mena  71953 394-1441 

FP Fried,  David  D Northside  Shopping  Center.  Mena  71953  394-5880 

GP Hefner,  David  P.  518  Janssen  St.,  Mena  71953 394-3550 

PD Murphy,  G.  D.,  Ill 1210  DeOueen.  Mena  71953  394-1441 

FP Redman,  Pierre  P 513  Mena  St.,  Mena  71953 394-2277 

GP Rogers,  Henry  N 500  W.  7th,  Mena  71953  394-3344 

FP Stephens,  Maurice  L 1210  DeOueen,  Mena  71953  394-1441 

GS Wood,  John  P.  707  Mena,  Mena  71953 394-4221 

POPE  COUNTY 

GP Ashcraft,  Ted  E .2524  W.  Main,  Russellville  72801 958-7170 

GS Bachman  David  S 3105  W.  Main  Place,  Russellville  72801 958-2345 

p Bell,  Linda  0 7301  W.  Main,  Russellville  72801 958-3323 

U.  Bell'  Robert  A, 2301  W,  Main,  Russellville  72801 958-3323 

an  ...  ....Birum  Patricia  J P.  O.  Box  785,  Russellville  72801 958-5570 

R , ’ ’ Burgess  James  G 2504  W.  Main,  Suite  C,  Russellville  72801 958-7930 

pp Carter.  James  M - 3105  W.  Main  Place,  Russellville  72801 958-2345 

GS.,  ..,." Grumpier  Joe  B 3105  W.  Main  Place,  Russellville  72801 958-2345 

OPH Gardner,  Ellis P-  O-  Sox  400,  Russellville  72801 958-2242 

RD Gavlas,  Frank  E 310  N.  2nd,  Dardanelle  72834  (Res.)  229-4225 

RD  Heidqen  Martin  F 3028  Painted  Valley  Dr.,  Little  Rock  72212  (Res.) 227-5107 

gp  Henry,  John  A 3105  W.  Main  P[ace,  Russellville  7280J^ 958-2345 


ORS 

GS 

R 

GP 

ORS 

FP 

OPH 

FP 

OPH 

GP 

FP 

RD  

OPH 

RD McNamara,  Will 

FP  New,  Kenneth  O 

PTH _...Stolz,  Gerald  A 

FP. 

IM 


72801. 


2504  W.  Main,  Suite  A Russellvlll 

1919  W.  Main,  Russellville  72801 

2504  W,  Main,  Suite  C,  Russellville  72801 

3105  W.  Main  Place,  Russellville  72801 

. 305  Skyline  Dr.,  Russellville  72801 

,.525  Wate  ‘ 


958-3200 

,958-3511 

.958-7930 

958-2345 

958-2124 


...Honghiran,  Ted 
...Kimball,  G.  Howard 

...King,  John  W 

...King,  W.  Ernest,  Jr.. 

...Kolb,  James  M.,  Jr. 

...  Lane.  W.  H.,  Jr 525  Water  St,,  Dover  72837 331-2828 

...Lovell,  Richard  K.,  Sr.  P,  O.  Box  1107,  Russellville  72801 958-7302 

Lowrey  Douglas  H.  809  Main  Russellville  72801  958-2155 

^..Lyford,' Joe  H.,  Jr P O.  Box  1107,  Russellville  72801 958-7302 

...Malone.  George  E ..  P.  O.  Box  187,  Atkins  72823  541-2992 

...Mauch  E.  Jane  3105  W.  Main  Place,  Russellville  72801 958-2345 

...  Millard  Roy  I '704  W.  3rd  Ct.,  Russellville  72801  (Res.)  958-2504 

...Mobley,  Max  J P O.  Box  400.  Russellville  72801 958-2242 

L. 2121  Towson,  Fort  Smith  72901  (Res.) 785-1441 

3105  W.  Main  Place.  Russellville  72801 958-2345 

.P.  O.  Box  925  Russellville  72801 958-5781 

Main  Place,  Russellville  72801  958-2345 

t4a'n  Place,  Russellville  72801 958-2345 


IM 


Teeter,  Stanley  D. 3105  W. 

Thurlby,  W.  Robert  3105  W. 


Wilkins,  Charles  F..  Jr. 


..3105  W.  Main  Pla 


Russellville  72801. 


958-2345 


OBG 

300  E.  Roosevelt  Rd..  Little  Rock  72205  

372-8351 

FP 

2524  W.  Main.  Russellville  72801 

958-7170 

PULASKI  COUNTY 

AN 

664-4532 

IM 

lOOOl  Llle  Dr.,  Little  Rock  72212 

227-8000 

NS 

Adametz,  John  H. 

750  Medical  Towers  Building,  Little  Rock  72205 

.....225-0880 

IM 

224-01 10 

OPH 

5700  W.  Markham.  Little  Rock  72205  

664-5100 

nR(^ 

6M-4I3I 

OBG 

664-9191 

TS 

227-8300 

PS 

664-0900 

FP 

982-4551 

OM 

227-7888 

PTH 

663-4116 

RD 

1810  W.  Long  17th  St.,  North  Little  Rock  72114  (Res.)  

374-0748 

PD 

6M-4044 

RD 

1900  N.  Tyler,  Little  Rock  72207  (Res.) 

664-2332 

GS 

664-2434 

P 

121 15  Hinson  Rd.,  Little  Rock  72212 

227-0680 

OT 

.1700  Medical  Towers  Building,  Little  Rock  72205 

227-5050 

Fp  

372-8361 

PTH 

664-2593 

U 

664-4364 

IM 

372-8316 

PD 

664-4044 

FP 

227-6363 

OBG 

Barclay,  David  L 

4301  W.  Markham.  Little  Rock  72201 

551-5921 

CD 

664-5860 

R 

Barnhard,  Howard  J. 

4301  W.  Markham  Slot  598,  Little  Rock  72201 

661-5683 

FP 

.7915  Cantrell  Rd  Little  Rock  72207  

775-9727 

GS 

500  S.  University  ' Suite  701  Little  Rock  72205 

664-2245 

R 

227-5240 

OPH 

115  W.  5th  Little  Rock  72201'  

375-4419 

FP 

Belicnap,  Melvin  L 

1801  Maple,  North  Little  Rock  72114 

758-1002 
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Practice 


Member’s  Name 


Address 


Telephone 

Number 


RD Bennett,  Eaton  W. 

CDS..  Berry,  Frederick  B 

!M Bethell,  John  P.,  Jr 

P Betts,  Charles  S 

GS Bevans,  David  W.,  )r..  . 

AN Beverly,  Nolan  F. 

D Blondo.  Raymond  V 

CD Bishop,  William  B 

U Bissada,  Nabil  K 

FP Bizzell,  Ross 

U Black,  Hal  R.,  Jr 

GP Black,  H.  Thurston 

FP Black.  Millard  W 

GE Blackshear,  Jack  L.,  Jr. 

#  Blakely,  Rupert  M 

ORS Blankenship.  William  F., 

N Boellner,  Samuel  W. 

CD Boger.  James  E 

NS Boop,  Warren  C.,  Ji.  ... 

ADM Bost,  Roger  B. 

ORS  Bowker.  John  H 

NM  Boyd,  Charles  M 

P Boyle,  Ronald  H 

U Bradburn,  Curry  B.,  Jr. 

R Brenner.  George  H.,  Jr. 

PD Briggs,  Barney  P 

PD  Briggs,  Dale  D. 

IM Brinkley,  Roy  A 

OT Brizzolara,  A.  J 

P Broach,  R.  Fred 

RD  Brown,  Martha  M. 

U .Brown.  T.  Duel 

GE  Browning.  Donald  G..  ... 

ADM Bruce.  Thomas  A 

GS Buchanan,  F.  R 

PD Buchanan.  Gilbert  A.  . 

GS Buchman.  Joseph  A.. 

CD Bulloch,  Robert  T. 

AN  Bumpas,  Joe  H 

PTH  Burger,  Robert  A. 

P Busby,  John  V. 

AN  Byrd,  Lucas  M.,  Jr 

OPH Calcote.  Robert  A 

GS Caldwell,  Fred  T.,  Jr. 

FP Calhoon,  J.  Dale 

R -Calhoun,  Joseph  D 

TS  Campbell,  Gilbert  S. 

R Campbell,  James  W,.  . 

A Caplinger,  Kelsy  J 

P Carnahan,  Robert  G. 

FP  Carson,  Layne  E 

RD  Cazort,  Alan  G 

ORS  Chakales,  Harold  H. 

OPH Chandler.  Billy  M. 

RD  Chappell,  Ewin  S...  . 

FP  Chealrs,  David  B.,  . 

RD Choate.  Hoyt  

U Chrlsteson.  William  W. 

ORS Christian.  John  D. 

FP Chudy,  Amail 

FP  Church.  B.  L 

OBG Church,  Marlon  M. 

PD  Clardy.  William  F. 

AN Clark,  Richard  B, 

OPH  Clifton.  Cliff  

FP Cobb,  Jock  S. 

R Cockrill,  Howard.  Jr. 

OTO Colclasure.  Joe  B 

OPH Cook,  Raymond  C.. 

GS Cooper,  W.  G. 

OBG Cornell.  Paul  J 

FP Cornett,  James  K 

OPH Cosgrove,  K.  W.,  Jr. 

CRS  Craig,  Marlon  S 

OBG Crews,  J.  Travis 

OPH Cross,  J.  B. 

CDS Crow.  R.  Lewis  ..  .. 

IM Cullen,  Philin  T. 

R _Dalrymple  Glenn  V. 

FP -Darwin,  William.  G.  . 

GS Dean,  Gllberr  O.,  Sr. 

R Deed,  Eleanor  P. 

OPH  Deer.  Philip  J..  Jr. 

# DeJanIs,  Aurelius  R. 

ADM Dennis,  James  L.  . . 

NS  Dickins,  Robert  D.,  Jr. 

PTH  Dilday,  Thomas  F.  .. 

IM  Dlldy,  Hal  R 

FP  Dillard,  Daniel  C.  

R Diner,  Wilma  C 

R .Dodd,  Doyne.  Jr., 

OBG r)odne  Eva  F 

ORS  Dodson.  C.  Frank.  Jr. 

ORS Dornenbura,  Peter  R. 

P Douglas.  Warren  M. 

GS  Downs,  John  W 

U Downs,  Ralnh  A 

PDC  Dunqan  William  T. 

FP  Durham  James  W.  ... 

pH.  Easley.  Edgar  J. 

ORS Paster.  Rex  M 

P Prkart.  Fmile  P.  . . 

FP  Fills.  Jeffrey  W.  .. 

GP  Evans,  Gilbert  C. 

Gp  Farmer,  Joseoh  F 

FP  Farris,  Guy  R. 

a Fein,  Norman  N. 

IM  Fendley,  Jack  T.  . 


1003  Loretta  Lane,  Little  Rock  72207  (Res.)  

1060  Medical  Towers  Bldg.,  Little  Rock  72205 

180!  Maple,  North  Little  Rock  72114  

. .50  Westwind  Dr.,  Rt.  6,  North  Little  Rock  72118 

406  Pershing,  North  Little  Rock  72*14 

...  St.  Vincent  Infirmary,  Little  Rock  72201 

P.  O.  Box  921,  North  Little  Rock  72115 

lOOOl  Llle  Dr.,  Little  Rock  72212 

4301  W.  Markham.  Slot  540,  Little  Rock  72201 

13  Roblnwood,  Little  Rock  72207  (Res.) 

200  Doctors  Park  Building,  Little  Rock  72205 

123  N.  Van  Buren,  Little  Rock  72205 

. .705  N.  Ash.  Little  Rock  72205 

650  Medical  Towers  Bldg.,  Little  Rock  72205 

Little  Rock 

405  N.  University,  Little  Rock  72205 

300  Medical  Towers  Building.  Little  Rock  72205 

690  Medical  Towers  Building,  Little  Rock  72205 

4301  W.  Markham,  Slot  507,  Little  Rock  72201 

4301  W.  Markham,  Slot  599.  Little  Rock  72201 

4301  W.  Markham,  Little  Rock  72201 

4301  W.  Markham,  Little  Rock  72201 

12115  Hinson  Road.  Little  Rock  72212 

200  Doctors  Park  Building,  Little  Rock  72205  

1100  Medical  Towers  Building.  Little  Rock  72205 

....500  S.  University,  Little  Rock  72205 

. -£00  S.  University,  Little  Rock  72205 

100  Doctors  Park  Building,  Little  Rock  72205 

...500  S.  University,  Little  Rock  72205  

121 15  Hinson  Rd.,  Little  Rock  72212 

. ...7014  Boulevard,  Little  Rock  72204  (Res.) 

1120  Marshall,  Suite  516,  Little  Rock  72202  

409  N.  University,  Little  Rock  72205  

....4301  W.  Markham,  Little  Rock  72201  

500  S.  University.  Suite  405.  Little  Rock  72205 

500  S.  University.  Little  Rock  72205 

...500  S.  University,  Suite  508,  Little  Rock  72205 

4301  W.  Markham,  Little  Rock  72201 

St.  Vincent  Infirmary,  Little  Rock  72201 

....9600  W.  12th  Little  Rock  72205 

121 15  Hinson  Rd.,  Little  Rock  72212 

36  Lakeshore  Dr.,  Little  Rock  72204  

2500  McCain  Place.  Suite  215.  North  Little  Rock  72116. 

4301  W.  Markham.  Little  Rock  72201 

P.  O.  Box  805,  Jacksonville  72076  

500  S.  University,  Little  Rock  72205  

4301  W.  Markham,  Little  Rock  72201 

.500  S.  University  Suite  lOI,  Little  Rock  72205 

P.  O.  Box  5675,  Little  Rock  72215 

. .4313  W.  Markham,  Little  Rock  72205  

. 300  E.  Roosevelt  Rd.,  Little  Rock  72206 

5117  Edaewood,  Little  Rock  72207  (Res.) 

405  N.  University,  Little  Rock  72205 

406  Pershing.  North  Little  Rock  72114 

...400  N.  University,  Little  Rock  72205 

330  Doctors  Park  Building,  Little  Rock  72205.  . 

1100  Kavanaugh.  Little  Rock  72205  (Res.) 

300  E.  Roosevelt  Rd.,  Little  Rock  72206  

. ..MOO  N.  University,  Suite  30,  Little  Rock  72207 

.180!  Maple,  North  Little  Rock  72114  

-.321  Maple,  North  Little  Rock  72114  

-.410  Pershing.  North  Little  Rock  72114 

.4301  W.  Markham,  Little  Rock  72201 

.4301  W.  Markham,  Little  Rock  72201 

516  Scott  Little  Rock  72201 

North  Hills  Family  Clinic.  Sherwood  72116  

500  S.  University.  Little  Rock  72205 

..1200  Medical  Towers  Building,  Little  Rock  72205 

601  Scott,  Little  Rock  72201 

.500  S.  University,  Little  Rock  72205 

500  S.  University.  Little  Rock  72205 

5326  W.  Markham.  Little  Rock  72205.  ..  

.630  Medical  Towers  Building  Little  Rock  72205 

.500  S.  University,  Suite  307  Little  Rock  72705  

...500  S.  University,  Suite  815  Little  Rock  72205 

-500  S.  University,  Suite  113,  Little  Rock  72205 

...600  Medical  Towers  Buildlna.  Little  Rock  72205 

...500  $.  University,  Little  Rock  72205  

...JlOO  K4edical  Towers  Building,  Little  Rock  72205 

6924  Geyer  Springs  Rd.  Little  Rock  72209 

...'103  Donaohev  Building.  Little  Rock  72201  

'’301  W.  Markham  Little  Rock  72201 

601  Scott,  Little  Rock  72201 

North  Little  Rock 

--i^OI  W.  Markham,  Little  Rock  72201  

...750  Medical  Towers  Building,  Lltt'e  Rock  777^5 

...P.  O.  Box  5507.  Brady  Station,  Little  Rock  77'’n5  

. ..-500  S.  University,  Suite  321,  Littip  Rock  72205 

3500  S.  University,  Little  Rock  77704  

.4301  W.  Markham,  Little  Rock  72701  

1100  Medical  Towers  Building  I i*tl«»  Rock  72205  

'*815  W.  Markham.  Little  Rock  72205  

....0.  O.  Box  5270,  Little  Rock  72205  

500  South  Universitv.  Suite  103  • l^-^le  Rock  72205  

171 15  Hinson  Rd.,  Little  Rock  727*7  . 

FOO  S.  University,  Little  Rock  77705  

*^00  S.  University.  Little  Rock  77705  

'1301  W.  Markham.  Little  Rock  72201  

. ..P.  O.  Box  805.  Jacksonville  72076  

4815  W.  Markham.  Little  Rock  7^705  

601  N.  University.  Ll+tle  Rock  722*35 

...4313  W,  Markham,  Little  Rock  72705.  . . 

*000  Medical  Towers  Building  Li++’e  Rock  72205 

'’942  W.  Markham,  Little  Rork  77705  

9501  Rodney  Parham  Rd.  *12,  Little  Rock  72207  

6213  Lee,  Little  Rock  72205 

Little  Rock 

-2500  McCain  Place,  Suite  219,  North  Little  Rock  72116. 


225-2478 

224-3424 

758-1002 

771-1927 

758-1620 

661-3578 

758-2588 

227-8000 

661-5240 

225-3666 

225-9755 

666-0142 

663-5413 

227-8074 

664-1500 

227-4750 

227-7596 

661-5270 

661-5260 

661-5251 

661-5760 

227-0680 

225-9755 

227-2771 

664-41 17 

....664-0804 

227-6350 

664-4381 

227-0680 

663-7697 

375-3376 

664-6980 

...661-5350 

664-4324 

664-4117 

664-9116 

661-5883 

661-3578 

227-2888 

227-0680 

565-6046 

771-1166 

661-6173 

982-4551 

664-3914 

661-6177 

664-3914 

227-5210 

664-4500 

372-8361,  Ext.  411 

663-3623 

664-1500 

758-1651 

663-4747 

227-6363 

663-4362 

372-8361 

664-7710 

758-1002 

374-7796 

758-1022 

661-5991 

661-5000 

374-6338 

835-6800 

664-39(4 

.227-5050 

- 375-8273 

666-0149 

664-2277 

664-6603 

224-0400 

666-0106 

664-8505 

666-0126 

277-9434 

. 664-4171 

227-5240 

562-1463 

375-5543 

661-5740 

375-8273 

,663-3482 

225-0880 

664-2593 

664-8111 

562-4838 

661-5740 

227-5240 

661-2242 

664-7600 

.664-1222 

227-0680 

666-599'> 

664-1762 

661-5991 

982-455 1 

661-2123 
666-0144 
664-4500,  Ext.  208 

- 227-8180 

664-4127 

,225-2594 

664-2115 


.771-0300 
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Address 
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Number 


FP 

es 

R 

u 

PD 

ADM 

FP 

Nb 

Nb 

P 

Nb 

FP 

FP 

U 

OPH. 


OPFI 

toP 

N 

(JIO 

N 

Nb 

(^YN 

PD 

AN 

END 

K 

P 

A...._ 

PD 

(db 

IM 

R 

IM 

ORS 

Gb 

FP 

GYN 

IM 

OPH 

an 

IM 

P 

R 

IM 

P 

R 

P 

FP 

PTH 

P 

GS 

Pb 

R 

U 

P 

FP 

A 

P 

GYN-  . 
OPH.... 

N 

PD 

IM 

AN 

FP.. 

R 

GS 

P 

FP 

GS 

R 

FP 

D 

PH 

P 

N 

ORS.  - 

ORS 

ADM  . 

FP 

D 

PTH 

IM 

FP 

ORS.... 

A 

PD. 

ORS  . . 

GS 

D 

N 

NS 

R 

RD  . 

FP 

IM, .. 
PTH.  . 

PM 

D 

FP 

PD 

GS 

A 

CD  , 
P 


Fewell,  Ronald  D 

Fielder,  Charles  R. 

Fincher.  Robert  L..  . 

Finkbeiner,  Alex  E. 

Fiser,  Robert  H.,  Jr. 

.....Fitzgibbon,  Carney,  Jr.. 

Flacx,  James  V.,  Jr 

Flanigan,  Stevenson 

Flanigin,  Herman  F 

Fletcher,  Elizabeth  D. 

Fletcher,  Thomas  M. 

Floyd,  Bill  G 

Fortson,  Wayne  E 

Foster,  Julian  L 

Fraiser,  L.  P 

Fraunfelder,  F.  T 

Fulmer,  H.  Ray 

Fulmer,  John  M 

Fulton,  William  L 

Galbraith,  Robert  C. 

Gay,  Ellery  C.,  Jr 

Gibson.  Gordon  L 

Giles,  Wilbur  M. 

Gillespie,  A.  Tharp 

Glenn.  Robert  t 

Glenn,  Wayne  B 

Glover,  Lawson  E.,  Jr 

■ -Glover,  William  C 

Good,  Henry  H 

Gordon,  Vida  H 

Gosser,  Bob  L 

Graham,  G.  Grimsley... 

Graupner,  Kathryn  I 

-Gray,  Edwin  F 

Greutter,  John  E 

Grimes,  H.  Austin 

Growdon,  James  H 

Gustavus,  John  L. 

Hagler,  James  L 

Hall,  Alastair  D. 

— Hankins,  Edwin,  III 

Harger,  C.  Harold 

Harper,  Ernest  H 

Harrendorf,  Cagle. 

Harris.  Donald  R 

Harris,  Michael  N 

Harris,  T.  Stuart 

Harris,  William  T 

Harrison,  A.  Vale 

Harrison,  Roy  E 

Harville,  William  E 

Hawley,  Harold  B 

Hayden.  William  F 

Hayes,  Harry,  Jr 

Haynes,  W.  Ducote 

Headstream,  James  W 

-Hearnsberger,  Henry  G.,  Jr. 

Hedges,  Harold  H 

Hefley,  Bill  F 

Henker,  Fred  O 

Henry,  Charles  R 

Henry,  Forrest,  Jr 

Henry,  G.  Morrison 

Henry,  Robert  L 

Herron,  Jerry  M 

Hickey,  Joseph  P 

-Hodges,  William  B. 

Holder,  John  C 

Hollenberg,  Henry  G 

-Hollis.  Nicholas  T. 

Holmes.  Harlan  C. 

Holt,  L.  Gordon 

Holton,  Jerry  C 

Honeycutt,  Thomas  D 

Honeycutt,  W.  Mage 

Hotchkiss,  Robert  L 

Howard,  John  G.,  Jr 

Howell,  Coburn  S.,  Jr 

Hundley,  John  M 

Hutson,  Harold  G. 

Jackson,  George  W. 

Jackson.  M.  A 

Jansen.  G.  Thomas 

Johnson.  B,  Richard 

Johnson.  Henry  D.  

Johnson,  J.  Albert 

Johnson,  Philip  H 

Johnston,  Thomas  G 

Jones,  Jerry  G 

Jones.  Kenneth  G 

Jones.  Robert  D.  

Jones,  William  N. 

Jordan,  William  K 

Jouett.jW.  Ray 

Joyce,  John  W 

Junkin,  Ruth  H 

Kagy,  John  K 

Kahn,  Alfred,  Jr 

Kalderon,  Albert  E. 

Keeler,  Keith  C 

Keeran.  Michael  G. 

Kennedy,  Charles  H 

Kennedy,  H.  Frazier 

Kilbury,  Merlin  J..  Jr.  

Klttler,  Fred  J. 

Kizziar,  Jim  C. 

Koehler,  Thomas  R. 


...P.  O.  Box  459,  Jacksonville  72075 

406  Pershing,  North  Little  Rock  72114  

1100  Medical  Towers  Building,  Little  Rock  72205 

4301  W.  Markham,  Little  Rock  72201 

4301  W.  Markham,  Little  Rock  72201 

410  S.  Martin,  Little  Rock  72205  (Res.) 

424  N.  University,  Little  Rock  72205 

4301  VV.  Markham,  Little  Rock  72201 

-4301  W.  Markham.  Slot  507,  Little  Rock  72201 

4313  W.  Markham,  Little  Rock  72205 

-500  S.  University,  Suite  207,  Little  Rock  72205 

JIO  Doctors  Park  Building,  Little  Rock  72205 

I0I2I  N.  Rodney  Parham,  Little  Rock  72207 

J500  S.  University,  Little  Rock  72204 

JOO  Doctors  Park  Building,  Little  Rock  72205 

4301  W.  Markham,  Little  Rock  72201 

1414  Donaghey  Building,  Little  Rock  72201 

5410  W.  Markham,  Little  Rock  72205 

513  Main,  North  Little  Rock  72114 

300  Medical  Towers  Building,  Little  Rock  72205 

1200  Medical  Towers  Building,  Little  Rock  72205 

300  Medical  Towers  Building,  Little  Rock  72205 

750  Medical  Towers  Building,  Little  Rock  72205  

500  S.  University.  Little  Rock  72205 

516  W.  Pershing.  North  Little  Rock  72114 

500  S.  University.  Suite  220.  Little  Rock  72205 

-.10001  Lile  Drive,  Little  Rock  72112 

MOO  Medical  Towers  Building,  Little  Rock  72205 

Rt.  6.  50  Westwind  Dr.,  North  Little  Rock  72118 

. -....9501  N.  Rodney  Parham,  Little  Rock  72205 

516  Pershing,  North  Little  Rock  721 14  

990  Medical  Towers  Building.  Little  Rock  72205 

VA  Hospital,  North  Little  Rock  72114 

11901  Fairway  Dr..  Little  Rock  72207 

1014  Donaghey  Building,  Little  Rock  72201 

P.  O.  Box  5270.  Little  Rock  72205 

500  S.  University,  Little  Rock  72205  

2003  Fendley,  North  Little  Rock  721 14  

500  S.  University,  Suite  400,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205  

500  S.  University,  Little  Rock  72205  

1150  Medical  Towers  Building,  Little  Rock  72205 

400  Pershing.  North  Little  Rock  72114 

500  S.  University,  Suite  320.  Little  Rock  72205 

P.  O.  Box  7509,  Little  Rock  72207 

lOOOl  Lile  Dr.,  Little  Rock  72112 

121 15  Hinson  Rd.,  Little  Rock  72212 

500  S.  University,  Suite  101,  Little  Rock  72205 

.930  Medical  Towers  Building  Little  Rock  72205  . .. 

9824  Chicot  Rd.  Little  Rock  72209 

9400  W.  12th,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205  

500  S.  University,  Little  Rock  72205  

500  S.  University.  Little  Rock  72205  . 

500  S.  University,  Suite  101.  Little  Rock  72205  

500  S.  University,  Little  Rock  72205  

3515  W.  Markham,  Little  Rock  72201  

424  N.  University,  Little  Rock  72205 

P.  O.  Box  5675  Little  Rock  72205 

4301  W.  Markham,  Little  Rock  72201 

500  S.  University.  Little  Rock  72205 

516  Scott,  Little  Rock  72201 

300  Medical  Towers  Building,  Little  Rock  72205  

500  S.  University,  Suite  302,  Little  Rock  72205 

890  Medical  Towers  Building.  Little  Rock  72205  . .. , 

1150  Medical  Towers  Building,  Little  Rock  72205 

1800  Maple.  North  Little  Rock  72114 

4301  W,  Markham,  Little  Rock  72201 

500  S.  University.  Little  Rock  72205 

P.  O.  Box  4042.  Little  Rock  72204  

1160  Medical  Towers  Building.  Little  Rock  72205 

5326  W.  Markham.  Little  Rock  72205 

500  S.  University,  Suite  101,  Little  Rock  72205  

4174  W.  nth.  Little  Rock  72204  

500  S.  University  Little  Rock  72205 

4RIB  W.  Markham,  Little  Rock  72205  

790  Medical  Towers  Building.  Little  Rock  72205 

300  Medical  Towers  Building,  Little  Rock  72205 

412  Cross,  Little  Rock  72201 

NO  Doctors  Park  Bldg.  Little  Rock  72205  

4313  W.  Markham,  Little  Rock  72205 

1304  Wright  Ave..  Little  Rock  72206 

500  S.  University  Little  Rock  72205 

9600  W.  12th,  Little  Rock  72205  

500  S.  University,  Little  Rock  72205  

P.  O.  Box  747  Jacksonville  72076  

P.  O.  Box  5270  Little  Rock  72205  

P.  O.  Drawer  A,  Hillcrest  Station,  Little  Rock  72205 

. 500  S.  University,  Suite  214.  Little  Rock  72205 

P.  O.  Box  5270.  Little  Rock  72205  

500  S,  University  Little  Rock  72205  

..  500  S.  University  Little  Rock  72205  

P.  O.  Box  75^5,  Little  Rock  72205  

750  Medical  Towers  Building,  Little  Rock  72205  

1100  Medical  Towers  Building,  Little  Rock  72205 

Route  3,  Box  367-D.  Little  Rock  7221 1 (Res.) 

10121  N.  Rodney  Parham.  Little  Rock  72207 

1300  W.  6th,  Little  Rock  72201 

4301  W.  Markham,  Little  Rock  72201 

12th  and  Marshall,  Little  Rock  72201 

500  S.  University,  Little  Rock  72205  

3115  JFK  Boulevard,  North  Little  Rock  72116 

500  S.  University  Little  Rock  72205  

950  Medical  Towers  Building  Little  Rock  72205  

P.  O.  Box  5675,  Little  Rock  72205 

lOOOl  Lile  Dr.,  Little  Rock  72112  

4313  W.  Markham.  Little  Rock  72205 


982-2141 
..  .758-1620 
.227-5240 
661-5240 

661-5906 

666-8861 

664-4810 

661-5270 

661-5270 

664-4500 

664-3021 

227-7555 

224-2525 

562-4838 

225-9755 

.661-5150 

374-1649 

664-3142 

375-2433 

227-4750 

227-5050 

227-4750 

225-0880 

664-9555 

.758-1530 

664-4532 

227-8000 

227-5402 

771-1187 

227-8545 

758-1530 

227-9080 

372-8361 

661-3671 

372-6139 

664-7600 

664-4146 

758-9350 

664-5330 

664-0027 

666-0311 

...227-7590 

227-8000 

663-6346 

664-8573 

227-8000 

227-0680 

664-3914 

225-7433 

562-8600 

227-2888 

664-9029 

664-2434 

666-281 1 

664-3914 

664-4365 

664-4500 

664-4810 

227-5210 

66I-59C0 

664-4191 

374-6338 

227-4750 

664-4044 

224-01 10 

664-2496 

758-1450 

661-5740 

664-4747 

664-3926 

225-6123 

666-9442 

664-3914 

664-4389 

,664-4161 

661-2209 

227-6370 

227-4750 

375-5338 

227-4150 

.664-4500,  Ext.  401 

374-7940 

664-4161 

227-2888 

664-4171 

982-4525 

. 664-7600 

664-3904 

664-0804 

666-9491 

664-4747 

664-0418 

663-8371 

275-0880 

227-2771 

..821-3276 

224-2525 

374-5588 

66I-5I7I 

227-3532 

66I-4I6I 

753-9464 

664-4117 

227-6840 

227-5210 

227-8000 

664-4500 
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Type  of 
Practice 


Member's  Name 


Address 


Telephone 

Number 


AN Kolb,  Agnes  C 

P Kolb,  W!  Payton 

P Kozberg,  Oscar 

GYN Kreth,  Kay  M 

GS Kumpuris,  Prank  G 

OBG Kwee,  James  T.  Y 

OTO Kyser,  James  F 

R Lane,  John  W 

R Langston,  Harold  D 

FP Laurenzana,  Donald  A 

RD- Lawson,  Mason  G 

AN Lawson,  Noel  W 

A Lee,  J.  Fred 

FP Leonard,  Garnett  J 

ORS Lester,  Joe  K 

|M~. Levy,  Jerome  S 

CD Lewis,  W.  Sexton 

R Lile,  Henry  A 

GS Lincoln,  Ben  M 

0 Logan,  Charles  W 

ORS Logue,  Richard  M 

N Lucy,  Dennis  D.,  Jr 

GS Ludwig,  Frank  R 

GS Lyons,  Virqle  E.,  Jr 

FP Mallory,  George  L.,  Jr... 

IM Malott,  Jerry  D 

PTH -...Markland.  Gary  S 

GP -Marvin,  Horace  N.,  Jr. ... 

PUD Mason,  William  L 

HEM Massey,  C.  Garnett 

A Matthews,  Joe  W... 

P Matthews,  Robert  R 

AN Means,  Paul  N 

N Miles,  David  A 

ORS Millard.  I.  Leighton 

NEP Miller,  C.  Lindsey 

FP Miller,  Forrest  B.,  Jr,.  . 

IM  -.Miller,  Raymond  P.,  Sr.  . 

OTO Milner,  E.  L 

ADM Mitchell.  George  K 

D Moore.  Burton  A,. 

NS Moore,  Jim  J 

U Moore,  J.  Malcolm 

FP Moore,  Rex  N . .. 

IM Moore,  Robert  B 

OBG Morgan  Frank  E 

IM Morris.  Woodbridge  E. 

R Morrison,  James  R 

ORS Morrissv.  Raymond  T 

ORS t;1ulhoIIan  James  S 

GP Murphy,  James  E. 

P Murphy,  Randolph  ..  .. 

R McAdoo,  Hosea  W.,  Jr. 

OBG t/IcCasklll.  Melvin  R 

FP  McClain,  Monroe  D.  ... 

OBG McCIIntock,  Everett  M. 

PTH McConnell,  John  D 

CDS McCracken,  John  D 

FP —McCrary,  George  A. ... 

FP McGowan  Robert  J.,  Jr. 

OTO McGrew,  Robert  N. 

OBG McKelvey,  K.  David 

ORS McKenzie  Charles  N. 

OBG McKnIqht,  C.  Allen 

IM McMillan,  James  A 

GP McMillln,  Lamar 

FP  Napper  George  S. 

ORS Nasca,  Richard  J. 

R Nelson,  Alvah  J . Ill 

ORS Nelson,  Carl  L.,  Jr. 

R Newbern,  David  H.  . 

RD NIsbett  James  M. 

ORS Nixon,  Ewing  M. 

R - Norton,  Joseph  A 

FP Ogden,  Mahlon  D. 

P -Oglesby,  Walter  R 

IM O'Neal.  Walter  H 

PTH Orr,  William  S.,  Jr 

GS Ozment,  Kerry  L 

PTH Packmore,  Dalton  E,. 

ADM Padberg.  Frank  T 

OT Pappas,  James  J 

OPH Parker,  J.  Mayne 

GS.. Parnell  Clifton  I...  Ill 

PD Payne,  William  F. 

PTH Pehrson,  Nils  C 

CHP Peters.  John  E. 

OPH Petursson  Gussur  J. 

OPH Phillips,  Bert  L 

GS Phipps,  Woodrow  E. 

CD Pickens,  William  S 

GS Pike,  John  D 

AN Pollard,  A.  E 

P Pool,  Chalmers  S 

PS Pope,  Norton  A. 

GE Power,  Robert  C 

CD Price,  Ben  O 

IM Pringos,  Andrew  A. 

RD Proctor,  Clark  B 

FP Pruitt,  Willard  H 

FP Purdy,  Harold  D 

IM Pyle,  Hoyte  R.,  Jr 

Ouiftner,  Howard  

PH Ramsay  Rex  C.  

FP Raney,  Donald  M 

D Raque,  Carl  J 


1150  Medical  Towers  Building,  Little  Rock  72205 

230  Medical  Towers  Building,  Little  Rock  72205 

-Oia  W.  Markham,  Little  Rock  72205 

417  N.  University,  Little  Rock  72205 

415  N.  University,  Little  Rock  72205 

310  Doctors  Park  Building,  Little  Rock  72205 

900  Medical  Towers  Building,  Little  Rock  72205 

1100  Medical  Towers  Building,  Little  Rock  72205 

C.A.R.T.I.,  Markham  & University,  Little  Rock  72205 

3423  Pike  Ave.,  North  Little  Rock  72118 

200  Ridgeway,  Little  Rock  72205  (Res.) 

4301  W.  Markham.  Little  Rock  72201 

P.  O.  Drawer  A,  Hillcrest  Station,  Little  Rock  72205 

3115  JFK  Boulevard,  North  Little  Rock  72116 

1518  Main,  North  Little  Rock  72114 

500  S.  Universitv,  Little  Rock  72205 

700  Medical  Towers  Building,  Little  Rock  72205 

IlOO  Medical  Towers  Building,  Little  Rock  72205 

5326  W.  Markham.  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

-601  N.  University,  Little  Rock  722^ 

4301  W.  Markham,  Little  Rock  72201 

406  Pershing,  North  Little  Rock  72114 

500  S.  University,  Suite  421,  Little  Rock  72205 

4511  Lynch  Dr.,  North  Little  Rock  72117 

670  Medical  Towers  Building,  Little  Rock  72205  

9600  W.  12th.  Little  Rock  72205 

8824  Chicot  Rd.,  Little  Rock  72209 

500  S.  University,  Suite  817,  Little  Rock  72205 

1 120  Medical  Towers  Building,  Little  Rock  72205 

P.  O.  Box  5675,  Little  Rock  72205 

4301  W.  Markham,  Slot  568,  Little  Rock  72201 

1150  Medical  Towers  Building,  Little  Rock  72205 

500  S.  Universitv,  Suite  613,  Little  Rock  72205 

...  P.  O.  Box  5270.  Little  Rock  72205  

350  Medical  Towers  Building,  Little  Rock  72205 

3500  S.  University,  Little  Rock  72204 

5918  Lee,  Little  Rock  72205.. 

..500  S.  University,  Suite  208,  Little  Rock  72205 

P.  O.  Box  2181  Little  Rock  72203 

500  S.  University,  Suite  SOI,  Little  Rock  72205 

500  S.  University,  Suite  812,  Little  Rock  72205 

500  S.  University,  Suite  512,  Little  Rock  72205 

P.  O.  Box  459,  Jacksonville  72076 

.■.■.■;.'.'.59I8  Lee,  Little  Rock  72205 

410  Pershing.  North  Little  Rock  72114  

5576  W.  Markham,  #13,  Little  Rock  72205  

5.  University  Little  Rock  72205 

;;  804  Wolfe,  Little  Rock  72202 

500  S.  University.  Suite  102.  Little  Rock  72205 

1800  Maple,  North  Little  Rock  72114 

4313  W.  Markham,  Little  Rock  72205 

MOO  Medical  Towers  Building,  Little  Rock  72205 

500  S.  University.  Little  Rock  72205 

VA  Hospital,  North  Little  Rock  72114 

P.  O.  Box  5761,  Little  Rock  72205 

P.  O.  Box  5507,  Brady  Station.  Little  Rock  72205 

..Medical  Towers  Bldg.,  Little  Rock  72205  

P.  O,  Box  805,  Jacksonville  72076  

474  N.  University,  Little  Rock  72205 

1800  Medical  Towers  Building,  Little  Rock  72205 

500  S.  University,  Suite  414,  Little  Rock  72205 .... 

807  N.  University,  Little  Rock  72205  

8no  Medical  Towers  Building,  Little  Rock  72205 

570  Medical  Towers  Building  Little  Rock  72205 

1311  Louisiana,  Little  Rock  72202 

-....513  Main,  North  Little  Rock  72114  

lino  N.  University,  Suite  30,  Little  Rock  72207 , 

500  S.  University,  Little  Rock  72205 

4301  W.  Markham,  Little  Rock  72201 

500  S.  University,  Little  Rock  72205 

517  E.  7th,  Little  Rock  72202  (Res.) 

no  Doctors  Park  Building.  Little  Rock  72205 

8570  Cantrell  Rd.,  Little  Rock  72207 

4601  Woodlawn,  Little  Rock  72205 

374  Pershing.  North  Little  Rock  72114  

100  Doctors  Park  Building,  Little  Rock  72205 

St.  Vincent  Infirmary,  Little  Rock  72201 

1000  Medical  Towers  Building,  Little  Rock  72205 

St.  Vincent  Infirmary.  Little  Rock  72201 

55  E.  Erie  St.,  Chicago,  Illinois  60611  

1200  Medical  Towers  Building,  Little  Rock  72205 

500  S.  University,  Suite  113.  Little  Rock  72205  

Little  Rock  Air  Force  Base  Hospital  Jacksonville  72076. 

500  S.  University,  Suite  214,  Little  Rock  72205 

P.  O.  Box  5507,  Brady  Station,  Little  Rock  72205 ... 

4301  W,  Markham,  Little  Rock  72201 

■ 4301  W.  Markham.  Little  Rock  72201 

1403  Main  North  Little  Rock  72114  

....'.'.P.  O.  Box  13,  North  Little  Rock  721 15 

500  S.  Universitv,  Little  Rock  77705 

----500  5,  University,  Little  Rock  72205  

500  5,  Unlversl+v  Suite  220  I ittle  Rock  72205 

VA  Hosnital  North  Little  Rock  721 14 

...850  Medical  Towers  Building  Little  Rock  72205  

409  N.  University,  Little  Rock  72205 

500  S.  University  Little  Rock  72205 

102  National  Old  Line  Building,  Little  Rock  72205 

63  Sherrill  Heights  Little  Rock  72202  (Res.) 

1700  W.  13th  St..  Little  Rock  72202 - 

. ,6974  Geyer  Snrlnns  Rd.  I Ittle  Rock  72209 

5918  Lee,  Little  Rock  72205 

New  Orleans  Louisiana 

....  .4815  W.  Markham.  Little  Rock  72205 

P.  O.  Box  459,  Jacksonville  72076  

500  S.  University,  Little  Rock  72205  


227-7590 

225-0887 

664-4500,  Ext.  404 

663-9441 

664-1521 

227-7555 

_....227-850l 

227-5240 

664-8573 

753-3661 

663-4834 

661-6114 

664-3904 

753-9464 

375-0102 

664-4181 

227-4434 

227-5240 

664-6705 

664-4364 

666-0144 

661-5134 

758-1620 

664-2434 

945-9171 

224-2424 

227-2888 

562-8600 

661-9393 

227-6770 

227-5210 

661-5903 

227-7590 

664-3018 

664-7600 

224-2141 

562-4838 

664-2500 

664-4318 

378-2133 

664-4161 

664-4560 

664-4364 

982-7141 

664-2500 

758-1022 

664-21 1 1 

664-3914 

376-4621 

664-1227 

758-1640 

664-^500 

227-5240 

664-4131 

372-8361,  Ext.  7591 

664-0480 

664-2593 

227-8180 

982-4551 

664-6810 

227-5050 

664-8490 

666-0251 

277-5885 

724-7424 

378-0770 

375-2433 

664-7710 

664-3914 

661-5252 

,664-3914 

...375-2252 

227-4150 

661-3671 

.....664-0769 

753-5180 

227-6350 

661-3371 

227-8180 

661-3371 

312-664-4050 

227-5050 

666-9632 

988-6193 

664-0804 

664-2593 

661-5800 

66I-5I5I 

376-2840 

374-4821 

664-9040 

664-4371 

664-4533 

...  372-8361,  Ext.  627 

227-646n 

664-6980 

664-2089 

375-3231 

663-5269 

661-6300 

562-1463 

664-2500 

661-21 1 1 

982-9451 

664-4161 
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Type  of 

Prectic* 

Member's  Name 

IM 

TS 

RD 

NS 

u 

OBG 

Reed,  Ewing  C.,  Jr. 

P 

Reese.  William  G 

R 

Regnier,  George  G 

R 

Rhinehart,  William  J 

GS 

Richardson,  Robert  E. 

# 

Richmond,  Samuel  V 

GP 

Riddle,  John  F.,  Jr. 

FP 

RIegler,  Nicholas  W.,  Jr.  

GS 

FP 

Riley,  William  H 

CHP 

RIngdahl.  Irving  C. 

FP 

Ritchie,  Elmer  j' 

OPH 

Roberson,  Michael  C 

IM 

Robertson.  Fred  T 

IM 

Robins,  Rowland  R 

OBG 

.Rodgers,  C.  Dudley 

FP 

Rodgers,  Charles  H 

RD  . 

Rodgers,  Clyde  D 

GYN 

Roman-Lopez,  Juan  J 

ORS 

Rooney,  Thomas  P 

RD 

Rosenbaum,  Carl  A 

ORS 

Ross.  Ashlev  S 

GYN 

Ross,  Robert  W 

HEM  

Ross,  S.  William 

PTH 

Roth.  Sanford  1 

RD 

. ...  Rothert,  Frances  C 

OTO 

Rounsaville,  Harry  L. 

OPH 

Roy,  F.  Hampton 

PTH 

R 

OTO 

ORS 

ADM 

..Saltzman,  Ben  N.._ 

TS 

Satterfield,  John  V 

P 

^Schneider,  Mildred  F 

ORS 

FP 

Schratz,  Bruce  E 

OPH 

IM 

Schultz,  John  C 

GS 

OPH 

ORS 

p 

.^Shannon,  Robert  F 

# 

Shorey,  Winston  K 

ORS 

Shufflftld,  H.  Elvin 

OBG 

.Simmons,  Orman  W 

IM 

Simpson,  N.  Henry 

P 

_Sims,  James  M 

PD 

Sims,  Neil  H 

GS 

, Sipes,  Frank  M 

R 

Slayden  John  E 

AN 

GYN 

Sloan,  James  M 

GE 

. Smart,  Douglas  F.. 

P 

FP 

„Smith,  Hule  H 

OPH 

Smith.  James  L 

OPH  . . 

^Smlth,  Joe  E 

FP 

OTO 

.Smith,  John  W 

GYN 

..  Smith,  Mose,  1 1 1 

R 

Smith,  Phillip  L 

A 

Smith,  Purcell,  Jr. 

GE  

Smith,  Thomas  J 

PD 

, , Smith,  Thomas  W. 

OTO 

..Smith,  Tom 

RD 

Snodgrass,  William  A.,  Jr 

ORS 

Sorrells.  R.  Barry 

RD 

Soitzbera.  Irvina  J. 

GP 

Springer,  Worthie  R.,  Jr. 

PUD 

GS 

Stainton,  Robert  M. 

IM 

Stanley,  Joe  P 

# 

Stathakis.  John  A. 

ORS 

PH 

Steinkamp.  Ruth  C. 

P 

.Stephens,  Wanda  J 

TS 

Stewart.  Bill  D 

FP 

Stotts.  John  R 

CD 

Stout,  Klmber  M. 

FP 

^Strauss,  Alvin  W.,  Jr 

IM 

PD 

PS 

OTO 

U 

P 

.^undermann,  Richard  H 

P 

Sutton,  Lewis  R 

PH 

OBG 

Tafley,  H.  Aubry  

IM 

Taylor,  Eugene  H 

PD 

IM 

OPH 

ORS 

GS 

_Thomas,  Peter  O 

CD 

GS 

AN 

Thompson.  Dola  S 

ORS 

Thompson,  Lawrence  L. 

Address 


Telephone 

Number 


,10001  Lile  Dr.,  Little  Rock  72112 227-8000 

300  E.  Roosevelt  Rd.,  Little  Rock  72206 372-8361 

.4  tdgehill  Kd.,  Little  Kocfc  /22U/  IKes.j 663-1570 

750  Medical  lowers  Building,  Little  Kock  72205 225-0880 

4301  W.  Markham.  Little  Rock  722UI 661*5240 

300  Doctors  Hark  Building,  Little  Rock  /220b 227-637/ 

4301  W.  Markham,  Slot  506,  Little  Kock  72201 661-5266 

500  S.  University.  Little  Rock  72205 664-3914 

,500  S.  University,  Suite  101,  Little  Kock  72205 664-3914 

bOO  S.  University,  Little  Rock  72205 664-4321 

.Little  Rock 

8824  Chicot  Rd.,  Little  Rock  72209 562-8600 

.1024  Scott.  Little  Rock  72202 3/5-3326 

1300  N.  Hughes,  Little  Rock  72207  iRes.) 666-7314 

3500  S.  University.  Little  Rock  72204 562-4838 

4301  W.  Markham,  Little  Rock  72201 664-5810 

.1401  Main,  North  Little  Rock  72114 372-5253 

623  Woodlane,  Little  Rock  72201 3/4-6‘iVi 

,500  S.  University,  Suite  716,  Little  Rock  72205 664-8784 

,VA  Hospital,  North  Little  Rock  72114 372-8361,  Ext.  609 

500  S.  University,  Little  Kock  72205 664-4131 

3500  S.  University,  Little  Rock  72204 562-48j8 

,5223  Hawthorne  Kd..  Little  Rock  72207  (Res.) 663-75U2 

500  S.  University,  Little  Kock  72205 - 664-4191 

.501  W.  25th.  North  Little  Rock  72114 758-2046 

Route  I.  Box  274,  Scott  72142  (Res.) 961-9228 

500  S.  University.  Suite  103,  Little  Rock  72205 664-1222 

.417  N.  University,  Little  Rock  72205 664-8200 

lOOOl  Lile  Dr..  Little  Rock  72112. 227-8000 

‘tool  W.  Markham,  Little  Rock  72201 661-51/U 

C»uatemala  City,  Guatemala 

,500  S.  University.  Suite  206.  Little  Rock  72205 664-4381 

970  Medical  Towers  Building,  Little  Kock  72205 227-6980 

,500  S.  University,  Suite  504,  Little  Rock  72205 663-4116 

4301  W.  Markham,  Little  Rock  72201 661-57^0 

,520  W.  26th.  North  Little  Rock  72114 758-656U 


.4301  W.  Markham,  Slot  590,  Little  Rock  72201 ..661-5371 

500  S.  University,  Little  Rock  72205 664-6050 

VA  Hospital,  North  Little  Rock  72114 372-8361,  Ext.  593 


.1801  Maple,  North  Little  Rock  72114 758-1002 

5700  W.  Markham.  Little  Rock  72205 664-51L0 

10001  Lile  Dr..  Little  Rock  72112 227-8000 

320  Doctors  Park  Building,  Little  Rock  /2205 - 227-7200 

405  N.  University,  Little  Rock  72205 - 664-5354 

.500  S.  University,  Suite  408,  Little  Rock  72205 666-2824 

,4301  W.  Markham.  Little  Rock  72201 661-5266 

Little  Rock 


Little  Rock  72205.. 


.227-7555 


324  Pershing.  North  Little  Rock  72114 753-5180 

4301  W.  Markham.  Little  Rock  72201 661-5000 

403  Donaghey  Building.  Little  Rock  72201 375-5543 

4301  W.  Markham,  Little  Rock  72201 - ^661-5760 

1150  Medical  Towers  Building,  Little  Rock  72205 227-7590 

500  S,  University,  Suite  413.  Little  Rock  72205 664-2277 

409  N.  University,  Little  Rock  72205 664-6980 

12115  Hinson  Rd.,  Little  Rock  72112 227-0680 

4007  Lakeview  Rd.,  North  Little  Rock  72116  (Res.) 753-1336 

623  Woodlane,  Little  Rock  72201 - 374-6491 

.7107  W.  12th.  Little  Rock  72204 666-8627 

4000  Woodlawn.  Little  Rock  72205 666-6570 

1415  W.  6th.  Little  Rock  72201 372-0036 

.5326  W.  Markham.  Little  Rock  72205 664-1527 

.4301  W.  Markham,  Little  Rock  72201 661-5740 

P.  O.  Box  5675.  Little  Rock  72205 227-5210 

.409  N.  University.  Little  Rock  72205 ^664-6980 

.500  S.  University,  Suite  200,  Little  Rock  72205 664-4117 

.330  Medical  Towers  Building.  Little  Rock  72205 227-4863 

3850  B Rue  Maison,  Mobile,  Alabama  36608  (Res.) 205-342-4845 

P.  O.  Box  5270,  Little  Rock  72205 664-7600 

307  N.  Cedar,  Little  Rock  72205  (Res.) 663-6877 

1624  Maryland.  Little  Rock  72202 _374-2635 

lOOOl  Lile  Dr.,  Little  Rock  72112 227-8000 

500  S.  University.  Little  Rock  72205 664-4175 

Pike  Plaza  Center,  North  Little  Rock  72114 758-9823 


University,  Suite  30,  Little  Rock  72207 664-7710 


.1090  Medical  Towers  Building.  Little  Rock  72205 225-9750 

,415  N.  University,  Little  Rock  72205 664-1521 

.5905  "R"  St.,  Little  Rock  72207 _.663.94I5 

690  Medical  Towers  Building,  Little  Rock  72205 227-7596 

.1026  Donaghey  Building,  Little  Rock  72201 372-1828 

.1026  Donaghey  Building,  Little  Rock  72201 372-1828 

.516  Pershing.  North  Little  Rock  72114  758-1530 

500  5.  University,  Suite  601,  Little  Rock  72205 664-4383 

4301  W.  Markham.  Little  Rock  72201 661-5140 

518  W.  26th,  North  Little  Rock  72114 758-61 1 1 

4301  W.  Markham,  Slot  568,  Little  Rock  72201 661-5900 

.12115  Hinson  Rd..  Little  Rock  72212 227-0680 

4815  W.  Markham.  Little  Rock  72205 661-2124 

.500  South  University.  Suite  414,  Little  Rock  72205 664-4191 

.10001  Lile  Dr..  Little  Rock  72112 227-8000 

5804  W.  Markham,  Little 


4301  W.  Markham, 
500  S.  University, 
500  S.  University, 
1310  Cantrell  Rd.. 
500  S.  University, 


Little  Rock 
Little  Rock 
Little  Rock 
Little 


300  E.  Roosevelt  Rd.,  Little  Rock  72206 


...Thompson.  Robert  M.. 


1310  Cantrell  Rd.,  Little  Rod 
819  University  Tower  Building, 


72205  

664-1767 

; 72201 

661-5177 

72205  

664-8445 

72205 

664-1222 

72201 

374-5703 

72205 

664-5860 

lock  72206  

- 372-8361 

: 72201  

661-61 14 

72201 

375-5381 

Little  Rock  72204. 


.664-2444 
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Type  of 
Practice 


Member's  Name 


Addiess 


Telephone 

Number 


ORS Thompson,  Samuel  B 

ADM I horn,  G.  Max 

FP I iliey,  Stephen 

R lirman,  Robert  M 

IM lolbert,  Louis  E.,  Jr 

ADM lowbin,  Eugene  J 

AN - iseng,  Jyi-Ming .. 

FP Tudor,  John  M.,  Jr 

AN valentine.  Robert  G. 

AN vaughter,  W.  Roger 

FP vi/aoe.  William  I 

I M Wagoner.  Jack 

# vvaliace,  Deane  D 

OPH Wallace,  Thomas  R. 

RD v/allis,  Charles 

GS Walt,  James  R 

AN  Wang,  Jerry  S.  Y 

AN ward,  Joseph  F 

FF Ward,  Mildred  E 

FD v/artord,  Lloyd  R. 

P vyartord.  Walton  R 

GF Wassell.  John  R 

OPH Vvatkins,  John  O 

Ni) Watson,  Robert 

ORS Weber,  Edward  R. 

FF Weber,  James  R. 

IM  Vvellons,  James  A.,  Jr. 

IM Vveils,  Travis  L 

GS Wenger,  Carl  E 

GS Westbrook.  Kent  C. 

F Westerfield,  Frank  M.,  Jr. 

FP White,  Oba  B. 

F Vvhitehead.  R.  H.,  Jr. 

RD w iibur,  t.  Lloyd 

GF vyiikes.  Elbert  H 

TS Williams.  C.  David 

TS vyilliams,  G.  Doyne 

AN vyilson,  George  c.,  Jr. 

CD Wilson,  James  W.  D 

ORS vy iison,  John  L. 

OFH Wilson,  R.  Sloan 

IM vyilson,  T.  Ben 

IM Winn.  Charles  R 

GYN Wood.  Gary  P 

FP Wortham,  Thomas  H 

END Wynn,  James  O 

PTH Young,  Douglas  E 

U Young,  Jerry  M 

P Young,  William  O 

D Zell,  Lawrence  M 


FP Baltz,  Albert  L 

FP Baltz,  M.  A 

FP Barre,  Hal  S 

FP DeClerk,  Thomas  B, 

FP Scott,  William  W... 

GP Smith,  Norman  K... 

GS Wyllie,  James  J. 


GP Ashby,  John  W 

R Ashby,  Robert  M 

GS Baber,  Quin  M.,  Jr 

Barbour,  Victor  H 

FP Bethel.  James  C 

FP  Callaway.  James  R. 

ORS Cash.  Ralph  D 

PM Cornwell,  Samuel  L 

OBG Council,  R.  A.  (Tony),  jr, 

ORS Duncan,  J.  Shelby 

FP  Hogue,  F.  Paul 

GP Izard.  Ralph 

FP Jones,  Curtis  W.,  Jr 

FP Jones,  Curtis  W.,  Sr 

GP Jones,  Robert  E 

FP  Kirk.  Marvin  N 

GP Martindale,  J.  L 

P Mizell,  Walter  S 

McNichol,  Ronald  W..  . 

AN Porter.  Jim  C 

A Rountree,  Helen 

GP Steward,  David  L. 

# Stocker,  William  J 

GP Stubbs,  Samuel  P. 

OBG Thlbault,  Frank  G.,  Jr 

P Thompson,  John  P 

GP Thorn,  H.  B.,  Jr 

GS VIner,  Donald  L 

FP Wright,  John  D 


...1100  N.  University,  Suite  30,  Little  Rock  72207 664-7710 

...St.  Vincent  Infirmary,  Little  Rock  72201 661-3154 

...5905  "R"  St..  Little  Rock  72205 663-9415 

-iOO  £.  Roosevelt  Rd.,  Little  Rock  72206 3/2-8361  Ext.  383 

...bOO  S.  University,  Little  Rock  72205 666-0136 

- .300  E.  Roosevelt  Rd.,  Little  Rock  72206 3/2-8361  Ext.  291 

...1150  Medical  Towers  Building,  Little  Rock  72205 227-7590 

...4301  W.  Markham,  Little  Rock  72201 661-5874 

-.201  W.  18th  St.,  North  Little  Rock  72114 758-4806 

....3  Ken  Circle.  Little  Rock  72207 664-3789 

N.  University,  Little  Rock  72205 664-4810 

...5918  Lee.  Little  Rock  72205 664-2500 

....  Little  Rock 

...-430I  W.  Markham,  Little  Rock  72201 661-5000 

- 5909  Country  Club,  Little  Rock  72207  (Res.) 663-2132 

...500  S.  University,  Suite  600,  Little  Rock  72205 664-4146 

.---1150  Medical  Towers  Building,  Little  Rock  72205 227-7590 

1150  Medical  Towers  Building,  Little  Rock  72205 227-7590 

-4301  W.  Markham,  Slot  611,  Little  Rock  72201 661-5672 

- .500  S.  University,  Suite  302,  Little  Rock  72205 664-4044 

..  VA  Hospital.  North  Little  Rock  72114 372-8361.  Ext.  691 

.- -VA  Hospital,  North  Little  Rock  72114 ....  372-8361 

..  .230  Doctors  Park  Building,  Little  Rock  72205 227-6797 

...750  Medical  Towers  Building,  Little  Rock  72205 225-0880 

-.4301  W.  Markham,  Little  Rock  72201. 661-5251 

-P.  O.  Box  188,  Jacksonville  72076 982-2108 

...890  Medical  Towers  Building,  Little  Rock  72205 224-0110 

...216  Donaghey  Building,  Little  Rock  72201 375-7121 

....330  Doctors  Park  Building,  Little  Rock  72205 227-6363 

...4301  W.  Markham,  Little  Rock  72201 661-6175 

...230  Medical  Towers  Building.  Little  Rock  72205 225-0777 

. 908  High  Street.  Little  Rock  72202 374-3609 

...  VA  Hospital.  North  Little  Rock  72114 372-8361.  Ext.  636 

...3  Wingate  Dr.,  Little  Rock  72205  (Res.) 225-1252 

.5322  W.  Markham,  Suite  10,  Little  Rock  72205 663-4114 

. 500  S.  University.  Suite  315,  Little  Rock  72205 664-5720 

...4301  W.  Markham.  Little  Rock  72201 661-6175 

...500  S.  University,  Little  Rock  72205 664-4532 

. 500  S.  University.  Suite  316.  Little  Rock  72205 664-9040 

bOI  N.  University,  Little  Rock  72205 666-0144 

• bOO  S.  University.  Suite  519,  Little  Rock  72205 664-1104 

..  /800  McCain  Blvd..  Suite  219.  North  Little  Rock  72116 771-0300 

..  .240  Doctors  Park  Building.  Little  Rock  72205 227-6659 

..  500  S.  University,  Suite  614,  Little  Rock  72205 664-6127 

..  .P.  O.  Box  459.  Jacksonville  72076 982-2141 

...  1301  W.  Markham.  Little  Rock  72201 661-5000 

. ..9600  W.  t2th.  Little  Rock  72205 227-2888 

. 406  Pershing,  North  Little  Rock  72114 758-1310 

. 500  S.  University.  Suite  215,  Little  Rock  72205 664-8440 

937  Donaghey  Building,  Little  Rock  72201 374-5158 

RANDOLPH  COUNTY 

...110  W.  Broadway,  Pocahontas  72455 892-3111 

....I  10  W.  Broadway,  Pocahontas  72455 892-3111 

P.  O.  Box  585,  Pocahontas  72455 892-3371 

. 204  Thomasville.  Pocahontas  72455 892-3344 

...P.  O.  Box  585,  Pocahontas  72455 892-3371 

. 107  Van  Bibber,  Poncahontas  72455 892-3389 

.308  W.  Broadway.  Pocahontas  72455 892-5100 

SALINE  COUNTY 

..  .302  W.  South  St..  Benton  72015 778-4511 

...Saline  Memorial  Hospital,  Benton  72015 776-0611 

...  105  McNeil.  Benton  72015 778-7435 

. ..ban  Antonio,  Texas 

.300  E.  Roosevelt  Road,  Little  Rock  72206 372-8361,  Ext.  300 

. Benton  Services  Center,  Benton  72015 778-IIII 

...105  McNeil.  Benton  72015 778-1388 

..  Route  3.  Box  225,  Benton  72015 371-1906 

...910  N.  East.  Benton  72015 778-0426 

...105  McNeil,  Benton  72015 778-1388 

..  P.  O.  Box  307,  Benton  72015 778-4511 

...P,  O.  Box  AA,  Bryant  72022 847-0289 

. 223  S.  Market.  Benton  72015 778-2722 

...225  S.  Market,  Benton  72015 778-2722 

. ..225  S.  Market,  Benton  72015 778-3608 

...P,  O.  Box  299.  Benton  72015 778-8264 

..  .323  Short  St..  Benton  72015 778-1124 

..  Benton  Services  Center.  Benton  72015 778-IIII 

..Jamestown,  North  Dakota 

...910  N.  East,  Benton  72015 - 776-0052 

. P.  O.  Box  370.  Benton  72015 778-0421 

..  P.  O.  Box  399,  Benton  72015 778-8264 

. Little  Rock 

Benton  Services  Center,  Benton  72015 778-IIII,  Ext.  371 

. 910  N.  East,  Benton  72015 778-0426 

Benton  Services  Center.  Benton  72015 778-1111,  Ext.  339 

.302  W.  South  St.,  Benton  72015 778-4511 

.105  McNeil.  Benton  72015 778-7435 

321  Short  St.,  Benton  72015 776-0603 


SCOTT  COUNTY 

GP Wright,  Harold  B P.  O.  Box  249,  Waldron  72958. 


.637-3111 


PD 

RD  ... 
ORS. 
EM.... 

GS 

OBG. 
GP... 
P 


SEBASTIAN  COUNTY 


Aclin,  Richard  R 500  S.  16th,  Fort  Smith  72901 

Adams,  W.  F 1100  Murta  Rd.,  Lincoln  Hill,  Van  Buren  72956  (Res.) 

Alberty,  Joe  Paul 300  N.  Greenwood,  Fort  Smith  72901 

Alexander.  R.  Kent 1311  S.  "I",  Fort  Smith  72901 

Anderson.  Paul  M 320  N.  Greenwood,  Fort  Smith  72901 

Atkins,  Jimmie  G. 1500  Dodson,  Fort  Smith  72901 

Bailey,  Charles  W P.  O.  Box  426,  Greenwood  72936 

Baker.  Max  A 924  Adelaide,  Fort  Smith  72901 


.783-1085 

.474-8668 

.783-0225 

.441-4381 

.782-4066 

.782-2071 

.996-4111 

.785-1428 
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Typo  ot  Telephone 

Prnctice  Member's  Name  Address  Number 


GE  . 

D 

R 

ORS. 

RD 

ORS. 

EP 

PD.  . 
R .. 

P 

AN... 
TS.  .. 
AN  . 
NEP.. 
CRS.. 

R 

R . . 
EM  .. 
EM  . 
PTH... 
P 

OBG. 

OPH. 

HEM. 

U 

FP.. .. 
OPH. 
AN.  . 

PD 

U 

OTO. 
R . . 
POC. 
PTH... 
RD... 
AN  . . 
N ... 
ORS.. 

GS 

U 

GS 

IM 

GS 

ADM 

OPH. 

R 

OBG. 

FP...... 

ORS.. 

GS 

EM... 

OBG. 

RD 

CD... 

ORS.. 

END.. 

PTH... 

PTH.. 

OBG. 

FP 

RD..... 

FP 

IM 

PTH.. 

GS 

OTO. 

AN... 

IM 

FP. ... 

NS 

GS 

ORS.. 

NS 

D 

IM 

FP 

OBG. 
IM.  .. 
GP..... 

R 

GS 

OPH. 

RD 

# 

FP 

OPH. 

IM 

D 

AN.  . 

GS 

GE 

PD 

R 

GP.. . 

TS 

IM  ... 
GYN. 

FP 

IM 

CD... 

PD 

CD  .. 

IM 

OTO. 

N 

R 

R 


....Barker,  Robert  C.,  Jr. 

....Bradiord,  A.  C. 

....Broadwater,  John  R 

....  Brown.  Byron  L 

....Brown.  James  A. 

....  Buie,  James  H 

...Busby,  James  D 

....Cabell,  Ben  B 

....Cassady,  Calvin  R 

Chambers.  Donald  S. 

....Chamblin,  Don  W 

...Clemmons,  Edward  E 

...Cotfman,  Edwin  L. 

Coleman,  Michael  D 

....Crigler,  Ralph  E 

....Crow,  Neil  E 

....Culp,  William  C 

....Cunningham,  Charles  S 

....Darnall,  Harley  C 

.....Davenport.  Leo 

....Dorzab,  Joe  H 

._. Ellis,  Homer  G 

....  Faier,  Samuel  Z 

Fecher,  Dennis  R 

....Feder,  Frederick  P 

....Feild.  T.  A.,  Ill 

....Felker,  Gary  V 

...Fisher.  Robert  D 

...  Floyd,  Charles  H 

....Francis,  Darryl  R.,  II  

Gedosh,  Edgar  A 

....Gill,  James  A 

....Gilliland,  J.  Campbell 

....GIrkIn,  R.  Gene 

...Goldstein,  Davis  W 

...Goodman,  Raymond  C 

...  Griggs,  William,  L.,  II I 

....  Hathcock.  Alfred  B 

. .Hawkins,  S.  Wright 

. ..Hewett,  Archie  L. 

.- Hoge,  Marlin  8 

...Holman,  William  A. 

...  Holmes,  Williams  C.,  Jr.... 
...  Hornberger,  Evans  Z.,  Jr... 

....Hughes,  Robert  P.,  Jr 

...Huskison,  William  T 

....Hyde,  Marshall  L. 

...Ingram,  Ralph  N. 

....Irwin,  Peter  J 

....Janes,  Robert  H 

....Jones,  W.  Duane 

....  Kelsey.  J . F 

...Kennedy,  Virgil  N 

..  Klopfenstein,  Keith 

....  Knight.  William  E. 

....Kocher,  David  B 

....Koenig.  A.  Samuel,  Ml 

..  .Koenig,  Albert  S.,  Jr.. 

....Kradel,  R.  Paul 

....Kramer,  Ralph  G 

..  Krock,  Fred  H 

..  .Kutait,  Kemal  E 

....Lamblotte,  Louis  O 

..  .Landrum,  Annette  V. 

....Landrum,  Samuel  E. 

....  Lane,  Charles  S.,  Jr 

....Lenington,  Jerry  O 

....Lewing,  Hugh  S. 

....Lilly,  Ken  E 

....Lockhart,  William  G > 

..  Lockwood,  Frank  M 

....  Long,  James  W 

..-MacDade,  Albert  D. 

....Magness,  Jack  L.,  Jr. 

...  Martin.  Art  B 

....Martin.  Maurice  C.  (Rick) 

Mason,  Joe  N 

....Masri,  Hassan  M 

....Meador,  Don  M. 

.....Mendelsohn,  E.  A 

....Mings,  Harold  H 

....Moulton,  Everett  C.,  Jr. 

Murchison,  Roary  A. 

....McCraney,  Holden  C 

....McDonald,  H.  P 

..  McEwen,  Stanley  R. 

.... McMInImy,  D.  J 

....Niemann,  Jeffrey  M 

....Northum,  Charles  S...  . 

...Olson,  John  D 

....Paris,  Charles  H. 

...  Parker,  Joel  E.,  J r 

..Parker,  Thomas  G 

....Parta,  H.  John 

...  Patrick,  Donald  I 

....  Pence,  Eldon  D.,  Jr 

....Phillips,  W.  P 

...  Plllstrom,  Lawrence  G 

.. Poe,  McDonald,  Jr 

. Pope,  J.  R 

....  Post,  James  M.,  Jr 

..  Prewitt,  Taylor  A. 

...  Price,  Lawrence  C.  . 

...  Raymond,  Thomas  H. 

...  Reel,  Charles  G 

..  . Rogers,  Paul  L. 

...Russell,  Rex  D 


...1500  Dodson,  Fort  Smith  72901 

VValdron  Road  at  Ellsworth,  Fort  Smith  72903 

...1500  Dodson,  Fort  Smith  72901 

100  N.  16th,  Fort  Smith  72901 

. 6810  S.  "T",  Fort  Smith  72903  (Res.) 

- 1500  Dodson,  Fort  Smith  72901 

...100  South  1‘Hh,  Fort  Smith  72901 

312  S.  16th,  Fort  Smith  72901 

..  P.  O.  Box  1612,  Fort  Smith  7290Z 

924  Adelaide,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

522  S.  16th,  Fort  Smith  72901 

I5U0  Dodson,  Fort  Smith  72901 

1500  Dodson.  Fort  Smith  72901 

.1500  Dodson,  Fort  Smith  72901 

P.  O.  Box  1612,  Fort  Smith  72902 

318  N.  trreenwood.  Fort  Smith  72901 

1311  S.  "I",  Fort  Smith  72901 

..P,  O.  Box  3491,  Fort  Smith  72913 

922  Lexington,  Fort  Smith  72901 

924  Adelaide,  Fort  Smith  72901 

P.  O.  Box  3507,  Fort  Smith  72913 

1500  Dodson,  Fort  Smith  72901 

1500  Dodson.  Fort  Smith  72901 

720  Lexington,  Fort  Smith  72901 

3600  N.  "O",  Fort  Smith  72904 

...3000  Rogers,  Fort  Smith  72901 

1500  Dodson.  Fort  Smith  72901 

617  S.  16th,  Fort  Smith  72901 

600  S.  14th,  Fort  Smith  72901 

600  S.  16th,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

. ...922  Lexington,  Fort  Smith  72901 

Waldron  Road  at  Ellsworth,  Fort  Smith  72901. 

..  .1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

Waldron  Road  at  Ellsworth,  Fort  Smith  72903. 

600  S.  14th,  Fort  Smith  72901 

320  N.  Greenwood.  Fort  Smith  72901 . 

Waldron  Road  at  Ellsworth,  Fort  Smith  72903. 

Waldron  Road  at  Ellsworth,  Fort  Smith  72903. 

1311  S.  "I",  Fort  Smith  72901 

3000  Rogers,  Fort  Smith  72901  

318  N.  Greenwood.  Fort  Smith  72901 

P.  O.  Box  3507,  Fort  Smith  72913 

1120  Lexington,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901  

. .1311  South  "I",  Fort  Smith  72901 

P.  O.  Box  3507,  Fort  Smith  72913 

5417  Grand  Ave.,  Fort  Smith  72903  (Res.) 

..  .1500  Dodson,  Fort  Smith  72901  

1500  Dodson.  Fort  Smith  72901 

Waldron  Road  at  Ellsworth,  Fort  Smith  72903. 

922  Lexington,  Fort  Smith  72901 

.922  Lexington.  Fort  Smith  72901 

Waldron  Road  at  Ellsworth,  Fort  Smith  72903. 

603  Lexington.  Fort  Smith  72901  ...  

...3700  Free  Ferry,  Fort  Smith  72903  (Res.) 

1120  Lexington,  Fort  Smith  72901 

1500  Dodson.  Fort  Smith  72901 

P.  O.  Box  1684,  Fort  Smith  72902 

522  S.  16th.  Fort  Smith  72901 

600  S.  16th,  Fort  Smith  72901 

1500  Dodson.  Fort  Smith  72901 

P.  O.  Box  3006,  Fort  Smith  72913 

1120  Lexington,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

1500  Dodson.  Fort  Smith  72901 

1500  Dodson.  Fort  Smith  72901 

1500  Dodson.  Fort  Smith  72901 

. ..Oklahoma  City,  Oklahoma 

1500  Dodson,  Fort  Smith  72901 

P.  O.  Box  366,  Greenwood  72936 

1500  Dodson.  Fort  Smith  72901 

1500  Dodson.  Fort  Smith  72901  

3600  N.  "O",  Fort  Smith  72904 

1500  Dodson.  Fort  Smith  72901  

1500  Dodson.  Fort  Smith  72901  

3000  Rogers,  Fort  Smith  72901  

. ...-I9  Haven  Dr.,  Fort  Smith  72901  (Res.) 

Fort  Smith 

2044  N.  29th.  Fort  Smith  72904 

3000  Rogers,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

316  Lexington,  Fort  Smith  72901 

....1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smilh  72901 

Waldron  Road  at  Ellsworth,  Fort  Smith  72903 

617  S.  16th  Fort  Smith  72901 

318  N.  Greenwood,  Fort  Smith  72901 

3120  Jenny  Lind,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

314  N.  Greenwood,  Fort  Smith  72901 

P.  O.  Box  3507,  Fort  Smith  72913 

1120  Lexington,  Fort  Smith  72901 

320  N.  Greenwood,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901  

617  S.  16th,  Fort  Smith  72901  

Waldron  Road  at  Ellsworth,  Fort  Smith  72903.. 

P.  O.  Box  3006  Fort  Smith  72913 

600  S.  16th.  Fort  Smith  72901  

1500  Dodson,  Fort  Smith  7290! 

318  N.  Greenwood,  Fort  Smith  72901 

....  1500  Dodson,  Fort  Smith  72901 


. .782-2071 
,452-2077 
...782-2071 
...783-3604 
...452-1231 
...782-2071 
...785-2431 
...782-7921 
...782-5035 
...785-1428 
...782-2071 
...785-1413 
...782-2071 
...782-2071 
...782-2071 
...782-2071 
...783-6174 
...441-4381 
.441-4381 
...785-1447 
...785-1428 
...785-2411 
.782-2071 
...782-2071 
...782-7261 
...783-5158 
...782-8892 
...782-2071 
...783-3165 
...785-2604 
...782-6022 
...782-2071 
.782-2071 
...785-1447 
...452-2077 
...782-2071 
. .782-2071 
...782-2071 
...452-2077 
...785-2604 
...782-4066 
...452-2077 
...452-2077 
..441-4601 
...782-8892 
...783-6174 
...785-2411 
.785-2657 
782-2071 
. 782-2071 
...441-4381 
...785-241 1 
..452-3351 
.782-2071 
.782-2071 
.452-2077 
...785-1447 
...785-1447 
.452-2077 
.783-8917 
. .783-4832 
.785-2655 
.782-2071 
.732-4983 
.785-1413 
.782-6022 
782-2071 
.783-3158 
785-2655 
782-2071 
.782-2071 
...782-2071 
. 782-2071 

.782-2071 
996-411  I 
782-2071 
782-7071 
.783-5158 
.782-2071 
.782-2071 
.782-8892 
782-5323 

.782-4833 

.782-8892 

782- 2071 

783- 1 121 
782-7071 

782- 7071 
452-2077 

783- 3165 
783-6174 
782-4986 
782-7071 
782-3001 

...785-2411 
.785-2655 
...782-3001 
. 782-2071 
.783-3165 
. 452-2077 
.783-3158 
.782-6022 

782- 2071 

783- 6174 
.782-2071 
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AN..., 

GS.... 

A...._ 

IM 

N 

GYN. 

GP...., 

w 

OBG. 

PTH.. 

R 

ORS.. 

PUD.. 

GP 

PS 

FP 

OBG. 

GP...., 

IM 

FP 

HEM, 

D 

U 

OPH. 

PD 

PD 

HEM 

AN,,,. 

OBG. 

IM 

PH 

ORS.. 

CDS.. 

FP 

CD. ... 
OTO. 

U.. 

U 

U 

CDS.. 
RD.. .. 


.Safranek,  Edward  J 216-A  N.  Greenwood,  Fort  Smith  72901--. 

.Saviers,  Boyd  M 1500  Dodson.  Fort  Smith  72901 

.Schirmer,  Roy  E 1420  S.  "I",  Fort  Smith  72901 

.Schwarz,  Paul  R 404  S.  i6th.  Fort  Smith  72901 

Serrano,  Ernest  E 1500  Dodson,  Fort  Smith  72901 

Sherman,  Robert  L.  .. P.  O.  Box  3507,  Fort  Smith  72913 

.Shermer,  J.  P 623  S.  21st,  Fort  Smith  72901 

Shippey,  W.  L Fort  Smith 

Smith,  Douglas  B P.  O.  Box  3507,  Fort  Smith  72913 

Smith,  Kent 922  Lexington,  Fort  Smith  72901 

.Snider,  James  R P.  O.  Box  1612,  Fort  Smith  72902 

Stanton,  William  B 300  N.  Greenwood.  Fort  Smith  72901 

Stewart,  Jerry  R Waldron  Road  at  Ellsworth,  Fort  Smith  72903. 

.Stewart,  John  B 603  Lexington,  Fort  Smith  72901 

Still,  Eugene  F.,  Il._ 1500  Dodson,  Fort  Smith  72901 

.Swena,  Richard  R 1322  N.  "B",  Fort  Smith  72901 

Tate.  William  B 1500  Dodson,  Fort  Smith  72901 

.Thompson,  James  B 605  Lexington,  Fort  Smith  72901 

Thompson,  J.  Kenneth Waldron  Road  at  Ellsworth,  Fort  Smith  72903 

Thompson,  Robert  J .....605  Lexington,  Fort  Smith  72901 

.Turner.  William  F — 1500  Dodson,  Fort  Smith  72901 

-Vanderpool,  Roy  E Waldron  Road  at  Ellsworth,  Fort  Smith  72903 

.Wahman,  Gerald  E 1500  Dodson,  Fort  Smith  72901 

Wallace,  Kenneth  K 3000  Rogers,  Fort  Smith  72901 

Walling.  Robert  V 617  South  i6th,  Fort  Smith  72901 

Watts,  John  C 500  S.  16th,  Fort  Smith  72901 

.Wells,  John  D Waldron  Road  at  Ellsworth,  Fort  Smith  72903 

Westermann,  Norman  F 1500  Dodson,  Fort  Smith  72901 

Whitaker,  T.  J.,  Jr 1823  Dodson,  Fort  Smith  72901 

White,  J.  Earle 2702  Barry,  Fort  Smith  72901 

.Whittaker.  L.  A 708  Lexington,  Fort  Smith  72901 

Wideman,  John  W 300  N.  Greenwood.  Fort  Smith  72901 

Williams.  Carl  L 522  S.  16th,  Fort  Smith  72901 

Williams,  John  R 100  S.  14th,  Fort  Smith  72901 

.Williams,  Thomas  N 1500  Dodson.  Fort  Smith  72901 

Wills,  Paul  1 600  S.  16th,  Fort  Smith  72901 

.Wilson,  Carl  L..... 1500  Dodson,  Fort  Smith  72901 

.Wilson,  Morton  C 1500  Dodson,  Fort  Smith  72901 

.Wilson.  Steven  K... 1500  Dodson,  Fort  Smith  72901 

Woods.  Leon  P 1500  Dodson  Fort  Smith  72901 

Woods,  William  M P.  O.  Box  63G,  Hackett  72937  (Res.) 


783-1497 

782-2071 

-....782-2983 

783-3159 

782-2071 

.-...785-2411 
783-1520 

785-2411 

785-1447 

782-2071 

783-0225 

452-2077 

783-8917 

782-2071 

785-2426 

782-2071 

782-6081 

452-2077 

782-6081 

782-2071 

452-2077 

782-2071 

.....782-8894 

783-3165 

783-1085 

452-2077 

782-2071 

782-4929 

783-3126 

785-2801 

783-0225 

785-1413 

785-243 1 

782-2071 

782-6022 

782-2071 

782-2071 

782-2071 

782-2071 

638-5301 


GS.. 

GP. 

FP... 

FP... 

GP. 

GP.. 

RD.. 

FP,. 

GS. 

PD. 

FP... 

R 


.Balch,  James  I 

.Brown,  Ollie  D.,  Jr 

Buffington,  Mike 

Daniel,  J.  Frank 

Daugherty,  Joe  D 

Dickinson,  George  W 

Dickinson,  Richard  B.  (Bill) 

Dickinson,  Rodger  C 

Jones,  Charles  N 

Norwood,  William  L 

Parkin,  Douglas  E 

Pullen,  Wayne  G 

.Williams.  William  C 


SEVIER  COUNTY 

..P.  O.  Box  68,  DeQueen  71832 

..P.  O.  Box  890,  DeQueen  71832 

...P.  O.  Box  391,  DeQueen  71832 

..Highway  70  VVest,  DeQueen  71832 

...P.  O.  Box  890,  DeQueen  71832 

..Highway  70  West,  DeQueen  71832. 
..422  7th  St.,  DeQueen  71832  (Res.) 
..Iran 

,.  P.  O.  Box  391,  DeQueen  71832.. 

..Highway  70  West,  DeQueen  71832. 
..Highway  70  West,  DeQueen  71832. 

..P.  O.  Box  391,  DeQueen  71832 

...Highway  70  West,  DeQueen  71832, 


.584-3520 

.584-2465 

.584-2022 

.584-2022 

.584-2465 

.584-2022 

.584-2085 

.584-2022 

.584-2022 

.584-2022 

584-2022 

.584-2022 


RD Chaffin,  E.  J 

FP Cogburn,  Harold  N.. 

GP Collins,  E.  Morgan 

FP Collum,  Grady  R 

GP - Crawley,  Charles  E.... 

FP Fong,  Fun  H 

FP Hammons.  Edward  P 

GP Hollis.  Herbert  H 

GP Laney,  J.  Neal 

FP Lockhart.  David  1 

FP McPhail,  George  T.  .. 

FP Sexton,  Giles  A 


ST.  FRANCIS  COUNTY 

P.  O.  Box  667,  Hughes  72348 

P.  O.  Box  4000,  Forrest  City  72335 

P.  O.  Box  989,  Forrest  City  72335 

-P.  O.  Box  577,  Hughes  72348 

P.  O.  Box  4000,  Forrest  City  72335 

P.  O.  Box  735,  Hughes  72348 

P.  O.  Box  4000,  Forrest  City  72335 

.317  N.  Washington,  Forrest  City  72335. 
.325  N.  Washington,  Forrest  City  72335. 

-P.  O.  Box  70,  Forrest  City  72335 

P.  O.  Box  989,  Forrest  City  72335 

P.  O.  Box  4000,  Forrest  City  72335 


.339-2398 

.633-1425 

.633-1952 

.339-2111 

.633-1425 

.339-2373 

.633-1425 

.633-4209 

633-4711 

.633-1243 

.633-1952 

633-1425 


ORS Callaway,  James  C 

FP Carroll,  Peter  J. 

RD Cathey,  A.  D 

U Clark,  James  F 

FP Clowney,  A.  R 

# Culllns,  John  G 

OTO Cyphers,  Charles  D 

GP Dunn.  Tom  L 

PTH Duzan,  Kenneth  R 

PTH Elliott,  Wayne  G 

I M Ellis,  Jacob  P. 

GYN Fitch,  Leston  E.  

GP -.---Harper,  John  W. 

ORS Hartmann,  Ernest  R 

GS Henley,  Paul  G 

FP Hill,  Grady  E.,  Jr 

RD Jameson.  Sam  G 

R King,  Billy  D 

OPH Landers,  Gardner  H 

GP Moore,  Berry  L.,  Jr 

GS Moore,  John  H 

U Murfee,  Robert  M 

PD McKinney,  J.  Schuler 

R Parkman,  Robert  L.,  Jr 

GS Pinson,  John  H.,  Jr 

IM Pirnique,  Allan  S 

GP Riley  W.  S 

R Roesler,  Marvin  J. 

PD Rogers.  Henry  B 

D Sample,  Dorothy  C. 

GS Scurlock,  William  R 

GP Seale.  J.  E.,  Jr 


UNION  COUNTY 

.516  W.  Faulkner,  El  Dorado  71730 

416  N.  Newton,  El  Dorado  71730 

1200  W.  Main  St.,  El  Dorado  71730  (Res.) 

.524  W.  Faulkner,  El  Dorado  71730 

312  Thompson,  El  Dorado  71730 

.Little  Rock 

.519  W.  Faulkner,  El  Dorado  71730 

P.  O.  Box  538,  Hampton  71744 

.443  W.  Oak,  El  Dorado  71730 

443  W,  Oak,  El  Dorado  71730 

P.  O.  Box  1957,  El  Dorado  71730 

.445  W.  Oak,  El  Dorado  71730 

425  W.  Oak,  El  Dorado  71730 

619  W.  Grove,  El  Dorado  71730 

.700  W.  Faulkner,  El  Dorado  71730 

,427  W.  Oak,  El  Dorado  71730 

,711  N.  Madison,  El  Dorado  71730  (Res.) 

460  W.  Oak,  El  Dorado  71730 

.318  Thompson.  El  Dorado  71730 

615  W.  Grove,  El  Dorado  71730... 

412  N.  Washington,  El  Dorado  71730 

.619  N.  Newton,  El  Dorado  71730 

.209  Thompson,  El  Dorado  71730 

P.  O.  Box  1626,  El  Dorado  71730 

312  Thompson,  El  Dorado  71730 

.714  W.  Faulkner,  El  Dorado  71730 

526  W.  Faulkner,  El  Dorado  71730 

700  W.  Grove.  El  Dorado  71730. 

209  Thompson,  El  Dorado  71730 

525  W.  Faulkner,  El  Dorado  71730 

412  N.  Washington,  El  Dorado  71730 

528  W.  Faulkner,  El  Dorado  71730 


.863-3201 
.862-51 19 
.863-3272 
863-4267 
.863-81 16 

.862-3471 
.798-2241 
.862-1351 
.862-1351 
.862-5184 
.863-7217 
863-5135 
.863-5146 
.863-9542 
.863-7158 
.862-2681 
.863-2253 
.862-4216 
.863-4185 
.862-341 1 
.862-5439 
.862-4994 
.863-2253 
.863-81 16 
.862-5184 
.863-4508 
862-6661 
.862-4994 
,862-5485 
.862-3411 
.863-7154 
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FP - Smith,  George  W 

AN Stevens,  Willis  M.,  Jr... 

OBG Thibault,  Frank  G.,  Sr.. 

GS Tommey,  C.  E. 

OBG Turnbow,  R.  L 

FP Warren,  George  W..  .. 

IM Weedman,  James  B.  . 

GS Wharton,  Joseph  B.,  Jr 

IM Wilson,  Larkin  M 

OPH Wilson,  Paul  H 

GS Yocum,  David  M.,  Jr 


GP Hall,  John  A 

GP McBryde,  William  C 

GP Pearce,  Charles  G... 

FP Read,  Paul  S 

FP Stuteville.  Orion  H. 

# Williams.  John  H..  . 


D Albright,  Spencer  D.,  Ill 

GP Applegate,  C.  Stanley 

ORS Arnold,  James  A 

RD Baggett,  Jeff  J 

FP.. Baker,  Donald  B 

FP Benjamin,  George  H 

FP Box,  Ivan  H 

PTH Boyce,  John  M 

RD Boyer,  H.  L 

U Brandon,  H.  B 

RD Brizzolara,  Charles  M 

U Brooks,  Walter  Ely 

P Brown.  Spencer  H 

FP Buckley,  Carie  D.,  Jr 

PD Burnside,  Wade  W 

IM Butler,  G.  Harrison 

RD Butt,  William  J 

fP... Capps,  James  A.,  Jr 

AN Chester,  Robert  L 

RD Clark,  LeMon 

ORS Coker,  Tom  P 

OBG Cole,  George  R..  Jr 

OBG Councille,  Clifford  C 

OTO Crocker,  Thermon  R. 

GP Day,  John  K 

OBG DeSandre,  Frank  A 

AN Dodson,  Charles  D 

GS Dorman,  Jerry  S 

OP Dorman,  John  E 

FP - Dorman,  John  W 

IM Duncan,  Philip  E 

P Edmisten.  Jack 

R Edmondson,  Charles  T 

FP Etherington,  Robert  A 

P _FInch,  Stephen  B 

OTO Fincher,  G.  Glen 

FP Gardner.  Buford  M 

D Ginger,  John  D 

R Greenhaw.  James  J. 

•IM Hall,  Joe  B 

R Harris,  Murray  T 

OBG Harrison,  William  F 

FP Hart,  Hamilton  R. 

RD Hathcock.  Preston  L 

D Hayden,  Carson  R 

PD Haynes,  James  E 

OPH Henry,  L.  Murphey 

OPH Henry,  Louise  M 

OPH.... Henry,  Morriss  M 

IM Higginbotham,  Hugh  B.... 

AN Horner.  Glennon  A 

FP  Huskins,  James  D 

FP Hutchinson,  Harry  T 

A Hutson,  Martha 

P Jarvis,  Fred  D.,  Jr 

NS Johnson,  Jorge  H 

P Jones,  Edwin  C 

FP Jones,  Evelyn  R 

FP Jones,  J.  Laurence 

ORS Kaylor,  Coy  C 

A Koehn.  Laura  J 

PD Lawson,  Wilbur  G 

RD Lesh,  Ruth  E 

RD Lesh,  Vincent  O 

OBG Lushbaugh,  Harmon 

FP Martin,  J.  David 

OBG Mashburn.  James  D 

TS Miller,  Charles  H. 

IM Moore,  Arthur  F 

ORS Moore,  James  F 

GP Moose,  John  1 

GP Morgan,  Tad  M. 

GS Murry,  J,  Warren 

R McAlister,  Joseph  H. 

OPH McAllister,  Max  F 

GP McCollum.  Robert  H. 

GP McEvoy,  Francis  E 

PTH Nettleship,  Mae  B 

^M Painter.  Monroe  B 

OPH Parker,  Joe  C. 

FP Parker,  Lee  B.,  Jr 

FP Patrick,  James  K. 

R Platt,  Michael  R.  

FP Power,  John  R 


...427  W.  Oak,  El  Dorado  71730 862-7661 

. 2200  W.  Elm,  El  Dorado  71730 862-3828 

.416  N,  Newton,  El  Dorado  71730 862-5403 

412  N.  Washington,  El  Dorado  71730 862-3412 

...427  W.  Oak.  El  Dorado  71730 863-6157 

P.  O.  Box  W.  Smackover  71762 725-3471 

P.  O.  Box  1957,  El  Dorado  71730 862-5184 

. 317  Thompson,  El  Dorado  71730 862-4221 

...714  W.  Faulkner,  El  Dorado  71730 862-5184 

514  W.  Faulkner,  El  Dorado  71730 862-5352 

...412  N.  Washington.  El  Dorado  71730 862-3411 

VAN  BUREN  COUNTY 

P.  O.  Box  310,  Clinton  72031 745-2111 

...P,  O.  Box  II,  Fairfield  Bay  72153 884-3399 

P.  O.  Box  51,  Clinton.  72031 745-2412 

Route  2,  Box  277,  Fairfield  Bay  72153 884-3939 

P.  O.  Box  397.  Leslie  72645 447-2711 

...  Marshall 

WASHINGTON  COUNTY 

....1925  Green  Acres  Rd.,  Fayetteville  72701 443-3413 

..  .220  Meadow  Avenue.  Springdale  72764 751-4637 

...P,  O.  Box  1608.  Fayetteville  72701 521-2752 

...P.  O.  Box  233,  Prairie  Grove  72753 846-2312 

...241  West  Spring,  Fayetteville  72701 521-8260 

. .304  S.  Maxwell,  Siloam  Springs  72761 524-3141 

...P,  O.  Box  E,  Huntsville  72740 738-2115 

....609  W.  Maple,  Springdale  72764 751-5711 

107  N.  Star,  Lincoln  72744  (Res.) 824-3203 

1300  Zion  Rd.,  Fayetteville  72701 521-8980 

5512  S.  Grandview  Rd.,  Little  Rock  72207  (Res.) 666-5977 

. 1300  Zion  Rd.,  Fayetteville  72701 521-8980 

..  .4313  W.  Markham.  Little  Rock  72205 664-4500 

241  W.  Spring,  Fayetteville  72701.... 521-8260 

...  207  E.  Dickson,  Fayetteville  72701 443-3471 

675  Lollar  Lane.  Fayetteville  72701 52I-82C0 

....P.  O.  Box  1147,  Fayetteville  72701  (Res.) 442-7563 

...1215  S.  Thompson,  Springdale  72764 756-0610 

....660  Lollar  Lane,  Fayetteville  72701 521-3050 

.....1679  Elmwood,  Fayetteville  72701  (Res.) 521-7657 

...  P.  O.  Box  1608,  Fayetteville  72701 521-2752 

740  Lollar  Lane,  Fayetteville  72701 - .521-4433 

...207  E.  Dickson,  Fayetteville  72701 442-5377 

-..102  W.  Dickson,  Fayetteville  72701 - 521-1238 

...Student  Health  Services,  UofA,  Fayetteville  72701 575-4451 

...606  S.  Young.  Springdale  72764 751-6284 

...  946  California,  Fayetteville  72701 443-3387 

-..-P.  O.  Box  689,  Springdale  72764 756-6161 

...  P.  O.  Box  689,  Springdale  72764 756-6161 

— P.  O.  Box  689,  Springdale  72764 756-6161 

...675  Lollar  Lane.  Fayetteville  72701 521-8200 

...-P.  O.  Box  1108,  Fayetteville  72701 521-1221 

...607  W,  Maple,  Springdale  72764 751-5711 

...41  Kingshlghway,  Eureka  Springs  72632 253-9746 

...617  W.  Dickson,  Fayetteville  72701 443-3491 

...2100  Green  Acres  Rd.,  Fayetteville  72701 521-3363 

...  P.O.  Box  730,  Fayetteville  72701 443-5291 

.—1925  Green  Acres  Rd.,  Fayetteville  72701 443-3413 

...Siloam  Springs  Memorial  Hospital,  Siloam  Springs  72761 524-4141 

....675  Lollar  Lane,  Fayetteville  72701 521-8200 

P.O.  Box  1286,  Fayetteville  72701 521-6480 

...207  E.  Dickson,  Fayetteville  72701 442-5377 

...241  W.  Spring.  Fayetteville  72701 - 521-3600 

...909  Hall  Ave.,  Fayetteville  72701  (Res.) 442-4424 

...Evelyn  Hills  Shopping  Ctr.,  Fayetteville  72701 442-9211 

...207  E.  Dickson,  Fayetteville  72701 443-3471 

...P.O.  Box  1267,  Fayetteville  72701 442-2981 

...P.O.  Box  1267,  Fayetteville  72701 442-5227 

P.  O.  Box  1767,  Fayetteville  7270! 442-2981 

-.675  Lollar  Lane.  Fayetteville  72701 521-8200 

...1665  N,  College  Fayetteville  72701 521-3832 

...304  S.  Maxwell,  Siloam  Springs  72761 524-3141 

...304  S.  Maxwell,  Siloam  Springs  72761 524-3141 

....2100  Green  Acres  Rd.,  Fayetteville  72701 521-3363 

— P.O.  Box  1185,  Fayetteville  72701 442-5482 

...P.O,  Box  1608,  Fayetteville  72701 521-2752 

...P.  O.  Box  728,  Springdale  72764 751-7052 

..VA  Hospital,  Fayetteville  72701 443-2301,  Ext.  529 

...Student  Health  Service.  UofA  Fayetteville  72701 575-4451 

...P.  O.  Box  1608,  Fayetteville  72701 521-2752 

...ZlOO  Green  Acres  Rd.,  Fayetteville  72701 521-3363 

...207  E.  Dickson,  Fayetteville  72701 442-6226 

...356  N.  Washington.  Fayetteville  72701  (Res.) 442-2163 

...Route  6,  Box  273,  Rogers  72756  (Res.) 636-6811 

....740  Lollar  Lane,  Fayetteville  72701 521-4433 

...2100  Green  Acres  Rd..  Fayetteville  72701 521-1662 

-207  E.  Dickson.  Fayetteville  72701 442-5377 

...1749  N.  College,  Fayetteville  72701 521-3300 

-675  Lollar  Lane.  Fayetteville  72701 521-8200 

. P.  O.  Box  1608.  Fayetteville  72701 ..521-2752 

...304  S.  Maxwell,  Siloam  Springs  72761 524-3141 

...Quandt  and  Young  Sts.,  Springdale  72764 751-9236 

...1749  N.  College  Fayetteville  72701 521-3300 

...Route  4,  Box  188,  Huntsville  72740 665-2735 

...P.O.  Box  1065,  Fayetteville  72701 442-4011 

...102  W.  Dickson,  Fayetteville  72701 521-1 1 14 

...803  Quandt,  Springdale  72764 751-9236 

...P.O.  Box  817,  Fayetteville  72701 443-3050 

...675  Lollar  Lane.  Fayetteville  72701 521-8200 

...700  S.  Young  St.,  Springdale  72764 751-1028 

.241  W.  Spring  Fayetteville  72701 521-8260 

..241  W.  Spring,  Fayetteville  72701 521-8260 

-1409  Camino  Real,  Springdale  72764  751-2388 

-.220  Meadow  Ave.,  Springdale  72764  751-4637 


307 


Type  of 
Practice 


Member's  Name 


Address 


Telephone 

Number 


PP 

OBG 

R 

GS.. .. 
OBG. 

FP 

GS 

RD,  ... 
OPH. 

A 

GP.  .. 

FP 

FP 

FP 

RD. ... 

FP 

R 

GP 

GP. ... 

GP 

A 

FP 

FP 

GS. ... 


Puckett,  Billy  J 

Rabon,  Nancy  A 

Riddick,  Earl  B.,  J r 

Roluts,  Lloyd  S 

Romine,  James  C 

Rouse,  Joe  P.... 

Rudko,  Michael..... 

.....Siegel,  Lawrence  H.. , 

Singleton,  E.  Mitchell 

Sisco,  Charles  P 

Sisco,  Friedman 

Smith,  Austin  C 

Steadman,  Hunter  M..  Jr.. 

Stinnett,  Charles  H . 

Van  Pelt,  Ross 

Vinzant,  John  W 

..Ward,  H.  Wendell 

Weaver,  Donald  D 

Weaver,  Robert  H 

Wheat,  Ed 

Whiteside,  Edwin 

Whiting.  Tom  D. 

Wilson,  Robert  B,,  Jr 

Wood , Jack  A 


304  S.  Maxwell,  Siloam  Springs  72761 

.Evelyn  Hills  Shopping  Ctr.,  Fayetteville  7270 

1617  N.  College,  Fayetteville  72701 

41  Kingshighway,  Eureka  Springs  72632 

740  Lollar  Lane,  Fayetteville  72701 

241  West  Spring,  Fayetteville  72701 

908  Rolling  Hills,  Fayetteville  72701 

233  Oakwood,  Fayetteville  72701  (Res.) 

P.  O.  Box  1343,  Fayetteville  72701 

P.  O.  Box  65,  Springdale  72764 

P.  O.  Box  65,  Springdale  72764 

..  P.  O.  Box  E,  Huntsville  72740 

41  Kingshighway,  Eureka  Springs  72632 

...  304  S.  Maxwell,  Siloam  Springs  72761 

P.  O.  Box  126,  Beaver  72613  (Res.) 

22  E.  Spring,  Fayetteville  72701 

P.  O.  Box  1786,  Fayetteville  72701  (Res.) 

P.  O.  Box  9.  Gentry  72734 

P.  O.  Box  9.  Gentry  72734 

...130  N.  Spring,  Springdale  72764  

...  P.  O.  Box  1208,  Fayetteville  72701 

803  Quandt,  Springdale  72764 

P.  O.  Box  E,  Huntsville  72740 

....1749  N.  College,  Fayetteville  72701 


..524-3141 
..442-8261 
..521-6480 
..253-9746 
..521-4433 
.,,52 1 -8260 
.521-6780 
..442-2083 
..521-4843 
..751-4579 
...751-4579 
..738-2115 
...253-9746 
...524-3141 
.253-8546 
.443-3417 
..521-6556 
.736-2213 
.736-2213 
..751-5704 
..443-5241 
.751-9236 
.738-2115 
.521-3300 


WHITE  COUNTY 


GP 

R 

FP Bridges,  Olen  W P.  O.  Box  476,  Searcy  72143.. 

IM Brown,  Arnold  R P.  O.  Box  108,  Searcy  72143 

FP Citty,  Jim 2900  Hawkins,  Searcy  72143 

FP Dobbs,  John  C 2900  Hawkins,  Searcy  72143.. 

GP  Dodd,  William  C P.  O.  Box  149,  Bald  Knob  72010.. 

GP ....Edwards,  Hugh  R..... ..601  W.  Woodruff,  Searcy  72143... 

R Elliott,  Robert  E 1400  W.  Pleasure,  Searcy  72143.. 


GS.. 

FP,. 


. Farrar,  Henry  C.. 

. Formby,  Thomas  A.. 


.2900  Hawkins,  Searcy  72l43.. 
.2900  Hawkins,  Searcy  72143.. 


- Adair,  Thomas  L P.  O.  Box  350,  Bald  Knob  72010 724-3220 

.Bell,  John  E 1400  W.  Pleasure,  Searcy  72143 268-8500 

268-2407 

268-5364 
268-5364 
268-5364 
.724-3240 
268-5361 
268-8500 
268-5364 
268-5364 
268-5364 
268-7186 
268-8573 
268-5364 
268-2183 
268-5364 
268-7143 
268-7143 
882-3388 
882-5400 
268-5845 


PTH 

RD  

Golleher,  James  H 

P.  O.  Box  458,  Searcy  /2I43 

CD 

FP 

IM 

2900  Hawkins  Searcy  72143  

FP  . . 

FP  

FP 

RD 

P.  O.  Box  430,  Beebe  72012 

FP  

Koch,  C.  W.,  Jr. 

. .1407  E.  Race,  Searcy  72143 

D - 

OPH. 

GP 

Lowery,  Benjamin  R 

Lutz,  Florida 

FP 

P.  O.  Box  640,  Beebe  72012 

FP 

,,  , 1407  E.  Race,  Searcy  72143 

GS 

FP 

Ross  Rex  W 

FP 

GS 

. P.  O.  Box  156,  Searcy  72143 

FP  

PD 

Smith,  Bernard  C 

P.  O.  Drawer  C,  Bradford  72020 

GP 

IM 

White.  William  D 

2900  Hawkins,  Searcy  72143 

268-2441 

268-5364 

882-5561 

268-2441 

344-2788 

268-5364 

729-3435 

268-5364 


WOODRUFF  COUNTY 


FP Hendrixson,  8.  E. 

RD  Morris,  John  W... 

FP  Rowe,  James  E.. 


P.  O.  Box  171,  McCrory  72101 731-5755 

.110  E.  Ranev  McCrory  72101  (Res.) 731-2142 

,P.  O.  Box  387,  McCrory  72101 731-2511 


YELL  COUNTY 


GPM 

Bull,  L.  J 

..  . P.  O.  Box  217,  Plainview  72857  

GP  

.. ..  P.  O.  Box  386,  Danville  72833 

RD 

Highway  27  E.,  Danville  72833  (Res.) 

GP 

P.  O.  Box  127,  Danville  72833 

GP 

Rt.  2.  Mt.  Nebo  Rd..  Dardanelle  72834  

GP 

P.  O.  Box  487,  Danville  72833 

FP 

GP 

P.  O.  Box  328,  Ola  72853 

FP 

GP 

Maupin,  James  L 

P.  O.  Drawer  L,  Dardanelle  72834 

P.  O.  Box  68,  Ola  72853 

FP 

Ring,  Gene  D 

P.  O.  Drawer  L,  Dardanelle  72834 

272-4236 


,495-7331 

229-4836 

.495-2714 

,229-4172 

.489-4801 

229-4172 

489-5241 

229-4172 


CODES  FOR  TYPE  OF  PRACTICE 


A 

Allergy 

GYN... 

Gynecology 

PDA 

Pediatric  Allergy 

ADM 

HEM 

PDC 

AN 

Anesthesiology 

IM 

1 nterna  1 Medicine 

PH 

Public  Health 

CD  

NEP 

PM 

CDS 

N 

Neurology 

PS 

CHP 

Child  Psychiatry 

NM 

Nuclear  Medicine 

PTH 

Pathology 

CRS 

Colon  and  Rectal  Surgery 

NS 

Neurological  Surgery 

PUD 

Pulmonary  Diseases 

D 

OBS 

Obstetrics 

R 

EM  

OBG.... 

Obstetrics  and  Gynecology 

RHU 

END 

OM 

TS  

FP - 

Family  Practice 

OPH 

Ophthalmology 

U 

Urology 

GE 

ORS  ... 

Orthopedic  Surgery 

RD 

GER 

Geriatrics 

OT 

Otology 

« 

1 ntern 

GP 

General  Practice 

OTO... 

Otorhinolaryngology 

Resident 

GPM 

P 

Psychiatry 

# 

GS 

General  Surgery 

PD 

Pediatrics 

NF 

No  telephone 
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INFORMATION  OF  INTEREST  TO  MEMBERSHIP 


Mailing  Addresses 


Arkansas  Medical  Society 
Post  Office  Box  1208 
Fort  Smith,  Arkansas  72902 
Phone:  782-8218 


American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
Phone:  312-751-6000 


Arkansas  State  Medical  Board 
Dr.  Joe  Verser,  Secretary 
Post  Office  Box  102 
Harrisburg,  Arkansas  72432 
Phone:  578-2677 


Legal  Counsel 

Mr.  Eugene  Warren 

Arkansas  Medical  Society 

Tower  Building 

Little  Rock,  Arkansas  72201 

Phone:  374-9292 


Arkansas  Healing  Arts  Board 
Mr.  Arch  Ford,  Secretary 
State  Department  of  Education 
Little  Rock,  Arkansas  72201 
Phone:  371-1469 

(Basic  Science  Examinations) 

Pulaski  County  Medical  Society 
3 I I Doctors  Building 
Little  Rock,  Arkansas  72205 
Phone:  664-3402 


Drug  Enforcement  Administration 
I Union  Plaza,  Suite  850 
Little  Rock,  Arkansas  72201 
Phone:  378-5265 


Arkansas  Medical  Society 
American  Medical  Association 


Meeting  Dates 

April  24-27,  1977  Camelot  Inn,  Little  Rock 
April  16-19,  1978  Arlington  Hotel,  Hot  Springs 
June  18-23,  1977  San  Francisco 

House  of  Delegates 

Interim  Meeting 

December  4-7,  1977  Chicago 

Winter  Scientific 

Meeting 

December  10-13,  1977  Miami  Beach 

Annual  Meeting 

June  17-22,  1978  St.  Louis 


Arkansas  Medical  Society  Group  Insurance  Plans 

Professional  Liability  The  St.  Paul  Companies 

Little  Rock  Service  Office 
1600  First  National  Building 
Little  Rock,  Arkansas  72201 
Phone:  376-4151 


Professional  Overhead  Expense  Plan 
Professional  Men's  Disability  Plan 


Life 


Medical,  Surgical,  Major  Medical 


Workmen's  Compensation  Dividend  Plan 


Rather,  Beyer  and  Harper,  Agents 
300  Spring  Building 
Post  Office  Box  1 22 
Little  Rock,  Arkansas  72203 
Phone:  372-41  17 

Northwestern  National  Life  Insurance  Company 
Meyer  F.  Marks,  Inc. 

1501  North  University,  Suite  470 
Little  Rock,  Arkansas  72207 
Phone:  664-7802 
Arkansas  Blue  Cross-Blue  Shield 
Post  Office  Box  2181 
Little  Rock,  Arkansas  72203 
Phone:  372-2000 
Dodson  Insurance  Group 
92nd  and  State  Line 
Kansas  City,  Missouri  64114 
Phone:  816-361-3400 


OFFICERS  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


President 

President-elect 

First  Vice  President 

Second  Vice  President 

third  Vice  President 

Secretary 

T reasurer 

Speaker,  House  of  Delegates. 

Vice  Speaker  of  House 

Journal  Editor 

Delegates  to  AMA 

•Alternate  Delegates  to  AMA. 


A.  S.  Koenig,  Jr.,  922  Lexington,  Fort  Smith  72901 
(Term  expires  April  1977) 

W.  Payton  Kolb,  230  Medical  Towers  Bldg.,  Little  Rock  72205 
(Takes  office  April  1977) 

Mahlon  O.  Maris,  P.  O.  Box  759,  Harrison  72601 
Boyce  W.  West,  P.  O.  Box  220,  Clarksville  72830 
John  M.  Hestir,  220  West  Gibson,  DeWitt  72042 
Elvln  Shuffield,  I 10  Doctors  Park  Bldg.,  Little  Rock  72205 
Kenneth  R.  Duzan,  443  West  Oak,  El  Dorado  71730 
Amail  Chudy,  1801  Maple,  North  Little  Rock  721  14 
Asa  A.  Crow,  # I Medical  Drive,  Paragould  72450 
Alfred  Kahn,  Jr.,  1300  West  Sixth,  Little  Rock  72201 
Purcell  Smith,  P.  O.  Box  5675,  Little  Rock  72205 
Joe  Verser,  P.  O.  Box  106,  Harrisburg  72432 
T.  E.  Townsend,  1420  West  43rd,  Pine  Bluff  71603 
A.  E.  Andrews,  P.  O.  Box  689,  Texarkana  75501 
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Councilors. 


First  District - Eldon  Fairley,  P.  O.  Box  68,  Osceola  72370 

John  B.  Kirkley,  P.  O.  Box  1478,  Jonesboro  72401 

Second  District Paul  Gray,  P.  O.  Box  82,  Batesville  72501 

John  E.  Bell,  1400  West  Pleasure,  Searcy  72143 

Third  District ..Fred  C.  Inman,  Jr.,  521  North  Williams,  Carlisle  72024 

L.  J.  P.  Bell,  626  Poplar,  Helena  72342 

Fourth  District ..  Raymond  Irwin,  1421  Cherry,  Pine  Bluff  71601 

John  P.  Burge,  Lake  Village  Clinic,  Lake  Village  71653 

Fifth  District - John  H.  Moore,  412  North  Washington,  El  Dorado  71730 

J.  B.  Jameson,  Jr.,  P.  O.  Box  994,  Camden  71701 

Sixth  District - -- A.  E.  Andrews,  P.  O.  Box  689,  Texarkana  75501 

C.  Lynn  Harris,  P.  O.  Box  550,  Hope  71801 

Seventh  District Curtis  B.  Clark,  200  South  Rose,  Sheridan  72150 

Robert  F.  McCrary,  505  West  Grand,  Hot  Springs  71901 

Eighth  District W.  Ray  Jouett,  750  Medical  Towers  Bldg.,  Little  Rock  72205 

William  S.  Orr,  Jr.,  St.  Vincent  Infirmary,  Little  Rock  72201 

Ninth  District Morriss  M.  Henry,  P.  O.  Box  1767,  Fayetteville  72701 

Rhys  A.  Williams,  P.  O.  Box  1118,  Harrison  72601 

Tenth  District Charles  F.  Wilkins,  3105  West  Main  Place,  Russellville  72801 

Kemal  Kutalt,  I 120  Lexington,  Fort  Smith  72901 


HEADQUARTERS  STAFF 


Executive  Vice  President C.  C.  Long 

Associate  Executive  Vice  President Miss  Leah  Richmond 

Professional  and  Public  Service  Coordinator Mr.  Kenneth  LaMastus 


COMMITTEE  CHAIRMEN 

Cancer  Control:  Charles  R.  Henry,  500  S.  University,  Little  Rock  72205 
Medical  Legislation:  Elvln  Shuffleld,  I 10  Doctors  Park  Building,  Little  Rock  72205 
National  Legislation:  William  S.  Orr,  Jr.,  St.  Vincent  Infirmary,  Little  Rock  72201 
Public  Health:  Ben  N.  Saltzman,  4301  West  Markham,  Little  Rock  72201 
Maternal  and  Child  Welfare:  Charles  H.  Floyd,  617  S.  16th  Street,  Fort  Smith  72901 
Tuberculosis:  Donald  Miller,  I 5 1 5 West  42nd,  Pine  Bluff  7 1 603 

Physical  Fitness  and  School  Health:  Ralph  Ingram,  I 120  Lexington,  Fort  Smith  72901 

Industrial  Health:  Robert  H.  Janes,  Jr.,  1500  Dodson,  Fort  Smith  72901 

Mental  Health:  W.  Payton  Kolb,  230  Medical  Towers  Building,  Little  Rock  72205 

Immunization:  Charles  E.  Kemp,  505  East  Matthews,  Jonesboro  72401 

Traffic  Safety:  Carl  L.  Williams,  522  South  16th,  Fort  Smith  72901 

Liaison  with  Vocational  Rehabilitation:  John  P.  Wood,  907  Mena,  Mena  71953 

Medical  Education:  T.  E.  Townsend,  1420  West  43rd,  Pine  Bluff  71603 

Hospitals:  Art  B.  Martin,  1500  Dodson,  Fort  Smith  72901 

Public  Relations:  W.  Ray  Jouett,  750  Medical  Towers  Bldg.,  Little  Rock  72205 

Liaison  with  the  Auxiliary:  Carl  L.  Wilson,  1500  Dodson,  Fort  Smith  72901 

State  Health  and  Medical  Resources  for  Civil  Defense:  James  T.  Blackmon,  1008  Pine,  Arkadelphia  71923 

Advisory  to  the  Medical  Assistants  Society:  G.  Grlmsley  Graham,  990  Medical  Towers,  Little  Rock  72205 

Veterans  Administration  Affairs:  Warren  Murry,  1749  North  College,  Fayetteville  72701 

Insurance:  Banks  Blackwell,  1400  West  43rd,  Pine  Bluff  7 I 603 

Medicine  and  Religion:  C,  Randolph  Ellis,  1004  South  Main,  Malvern  72104 

Arrangements  for  Annual  Session:  Ken  Lilly,  I 120  Lexington,  Fort  Smlih  72901 

Physician-Nurse  Joint  Practice:  Robert  Watson,  750  Medical  Towers  Bldg.,  Little  Rock  72205 

Constitutional  Revision:  A.  S.  Koenig,  Jr.,  922  Lexington,  Fort  Smith  72901 

Budget:  H.  W.  Thomas,  P.  O.  Box  250,  Dermott  71638 

Pharmacy:  Kelsy  Capllnger,  P.  O.  Box  5675,  Little  Rock  722  I 5 

Medical  School:  Asa  A.  Crow,  #1  Medical  Drive,  Paragould  72450 

Private  Insurance  Review:  Austin  Grimes,  P.  O.  Box  5270,  Little  Rock  72205 

Medical  Underutilization:  Art  Martin,  1500  Dodson,  Fort  Smith  72901 
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From  Lilly/Dista  Research 


NAUFON’ 

fenoprofen  cabium 

300-mg.*  Pulvules® 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 


^Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrate 
eauivalent  to  300  mn  fpnnnrofen. 


it.c.  SAN  wtAMftieen 
JAN  31  1977 


A pharmacokinetic 
character  all  its  own 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 

to  reflex  spasm  to  local 


U 

0-hydroxydiQzepom 


D 

desmethyldiozepom 

Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 


pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
oxazepam  months  of  age.  Acute 
narrow  angle  glaucoma; 

may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 
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Poisoning  from  the  Mushroom  Stropharia  coronilla 

(Bull,  ex  Fr.)  Quel. 


Henry  W.  Thomas,  M.D.,* *  Duane  H.  Mitchel,  M.D., 


111  spite  ol  oft-repeated  warnings  of  tlie 
tlangers  of  the  practice  of  gathering  and  eating 
nncnltivated  or  “wild  " inushrooins  by  individ- 
uals nninforined  in  identification  of  these  often 
delectable  but  sonietimes  deadly  specimens,  we 
still  read  accounts,  all  too  Irecpiently,  of  indi- 
viduals, and  in  some  instances  entire  families, 
who  suffer  serious  poisoning  and  even  death  by 
this  means.  Presented  herein  is  the  report  of 
two  patients  who  incurred  severe  poisoning  after 
ingestion  of  a species  of  mushroom  hitherto  tin- 
reported  as  a definitely  known  source  of  severe 
human  poisoning,  and  who  presented  with 
symptoms  not  ascribed  to  previously  known 
mushroom  toxins. 

Case  Report 

Two  healthy  young  men  from  Iowa,  18  and 
20  years  old,  while  visiting  relatives  in  Arkansas 
in  June,  1975,  collected  mushrooms  one  morning 
while  the  family  they  were  visiting  was  out  for 
the  day.  They  made  a soup  by  cooking  the 
mushrooms  in  water  and  adding  milk,  flour  and 
salt.  They  ate  the  soup  about  noon,  the  older 
eating  only  about  one-cupful,  the  younger  eating 
over  a pint.  About  one  liotir  later  the  younger 
noted  the  onset  of  a severe  headache  with 
generalized  aching  and  malaise.  Shortly  there- 
after the  older  experienced  the  same  symptoms 
and  both  developed  severe  aching  pains  de- 
scribed by  Ijoth  as  “in  my  bones”. 

They  both  had  difficulty  walking  because  of 
incoordination,  ataxia,  and 'or  dizziness.  The 
older  stated,  “I  coiddn’t  get  my  footing.”  d’hey 
then  vomited,  the  older  only  once  ijut  “a  lot” 
and  the  younger  “a  good  ten  times  at  least.” 
Both  had  crampy  abdominal  pains  and  the 
younger  had  a copious  loose  stool.  Both  had 
weakness,  nnsteadine,ss  of  gait,  and  felt  con- 
fused, and  the  older  “kept  seeing  things  that 

*Dcrmott  Clinic,  Uermott,  Ark.insas  71638. 

••Denver  Botanic  Gardens,  909  York  St.,  Denver,  Colorado  80206. 

•••Rocky  Mountain  Poison  Center,  West  8th  S:  Cherokee,  Denver, 
Colorado  80204, 

Case  report  of  two  patients  treated  at  Dermott  Chicot  Memorial 
Hospital,  Dermott,  Arkansas  71638,  by  H.  W.  Thomas,  M.D.,  Chief- 
of-Staff,  in  consultation  with  Poison  Control  Center. 


**  and  Barry  W.  Rumack,  M.D.*** 

wasn’t  there.”  The  younger  “got  real  hot”  and 
“thought  mushrooms  was  growing  out  of  me” 
and  later,  “pitssed  out”.  Wdiat  hapjx?ned  during 
the  next  four  or  five  hours  until  the  family 
returned  home  is  not  clear.  The  younger  ap- 
jfarenily  beciune  irrational  or  delirious  with 
fever  and  was  prosl rated.  The  older  “laid  around 
all  afternoon”.  When  the  family  came  home  the 
two  were  taken  to  the  hospital  where  they  were 
seen  in  the  Emergency  Room  about  7:00  p.m. 

The  examining  physician  described  them  both 
as  acutely  ill  and  confused  so  that  they  gave  a 
ramiding,  incoherent  history.  Both  were  fhished, 
liad  a rapid  pulse  and  low  blood  pressure.  The 
younger,  E 102°,  P 120,  BP  88/60.  The  older 
was  afebrile  1' 98°,  P 120,  BP  100/70.  Otherwise, 
except  for  the  evident  confusion  and  slight  gen- 
eralized abdominal  tenderne.ss,  their  physical 
examinations  were  normal.  ITiey  were  both 
given  atiopinc  empirically,  1\^  fluids,  magnesium 
citrate  as  a laxative,  peutazociue  (’Ealwin®)  and 
acetamiiKjphen  (I'ylenol®)  for  pain  and  stKiium 
secoljarbital  (.Seconal®)  for  sedation. 

By  the  next  day  tliey  still  had  severe  headaches 
and  ached  all  over,  particularly  in  the  back  and 
legs,  “in  the  bones”.  Both  were  afebrile  with 
normal  pulse  and  blood  pressure.  The  younger 
Iiad  a few  more  watery  stools  (possibly  from  the 
laxative).  A cousin  whom  they  were  visiting 
Itrought  in  seveial  specimens  of  three  different 
types  of  mushrooms  from  the  same  collecting 
area  and  the  Ijoys  pointed  out  the  kind  they 
had  eaten  which  was  identified  by  the  Botany 
Department  of  the  University  of  Arkansas  as 
Stropharia  coronilla  (Bull,  ex  Er.)  Quel.  'Eheir 
medical  records  and  a colored  photograph  of  tlie 
mushrooms  were  forwarded  to  the  Rocky  Moun- 
tain Poison  Uenter.  Ehe  mushrooms’  pictures 
all  api^eared  to  l)e  of  the  same  species  as  the 
one  identified. 

The  boys  persisted  in  their  story  that  they 
had  collected  the  mushrooms  for  food  as  they 
had  previously  done  at  home  in  Iowa  and  stated. 
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“w'c  must  have  got  the  wrong  kind  of  mush- 
room." The  attending  physician  had  informa- 
tion from  "a  local  hippie  drug  cult”,  that  it  was 
the  local  "lad"  to  go  “mushrooming”  in  cow 
])ast tires,  shove  aside  “a  cow  pie”  and  collect  the 
mushrooms  growing  underneath.  The  method 
used  for  identification  was  to  crush  the  stems 
and  those  with  “blue  juice”  were  considered 
non-poisonous  hut  good  for  a “trip”. 

I'wenty-four  hours  after  admission  both  parties 
ate  a soft  diet,  were  symptom-free  and  were  dis- 
charged on  the  .second  morning.  The  doctor's 
diagnosis  was  the  same  as  the  patients':  “wrong 
mushroom!” 

Discussion 

As  has  been  reported  in  mycological  and  medi- 
cal journals,!  as  well  as  in  newspapers,-  the 
custom  of  gathering  hallucinogenic  Fsilocybe 
from  cow  pastures  is  apparently  widespread. 
The  section  Caoulescentes  sensii  .Singer^  of  the 
genus  Fsilocybe,  as  its  name  implies  contains  the 
blue-footed  or  blue-stemmed  species  which  have 
both  “blue  juice”  and  hallucinogenic  jrroperties. 
Despite  warnings  from  knowledgeable  people 
th.at  poisonous  mushrooms  also  are  fotmd  in  and 
around  cow  dung,  the  practice  is  still  popular. 
Various  poisonous  species  of  Fnnaeolus  and 
Siropharia  are  frctpiently  eaten  by  mistake,  as  in 
this  case. 

Mushrooms  in  the  genus  Stropharia  are  small, 
brown  (one  species  is  bright  green)  mushrooms 
frequently  found  in  grassy  areas,  especially  in 
]xistures  and  lawns.  The  persistent  ring  around 
the  upper  part  of  the  stetn  distinguishes  these 
from  the  closely-related  Fsilocybe  species.  .Super- 
ficially they  re.semble  edible  species  in  the  genus 
Agariciis  so  that  individuals  collecting  Agaricus 
for  food  or  Fsilocybe  for  hallucinogenic  effects 
may  get  Stropharia  by  mistake.  Matty  of  the 
Stropharia  species  are  kttowti  to  be  poisonous 
but,  to  our  knowledge,  the,se  are  the  first  two 
cases  of  poisoning  by  Stropharia  coronilla  re- 
])orted  in  the  English  literature.  Most  Americati 
mushroom  books^' sitice  Kauffmati's  in  1918*' 
list  this  species  as  “suspect  or  possibly  poison- 
oit.s”.  An  exceptiott  is  dylutki*  who  lists  it  as 
“not  recommended”  for  food  but  states  that  he 
has  eaten  two  caps  without  “ill-effects”  and  that 
he  knew  “one  individual  w9io  ate  a hearty  meal 
of  it,  having  mistaken  it  for  an  Agaricus,  and 
pronounced  it  cpiite  tasty.”  Many  European 
authors  (Hennig,  Romagnesi,  and  Rinaldi,  and 
Tyndelo®  list  it  as  edible. 


The  symptoms  described  in  these  two  cases  are 
not  tho.se  of  muscarine  poi.soning  and  muscarine 
has  not  been  found  in  any  of  the  Stropharia 
species  analyzed.  Atropine  w'as  given  empirically 
before  the  mushrooms  were  identified.  It  cer- 
tainly had  no  effect  on  the  symptoms  except 
perhaps  to  reduce  the  crampy  abdominal  pains. 
It  probably  made  the  flushing  and  tachycardia 
wor.se.  Neither  are  the  symptoms  those  of  the 
hallucinogenic  indoles  found  in  Fsilocybe.  The 
weakness  and  unsteadiness  of  gait  with  confusion, 
somnolence  and  distortion  of  vision  or  vague 
hallucinations  are  similar  to  the  symptoms  of 
mtiscimol-ibot  Enic  acid  poisonings  that  occur 
with  the  ingestion  of  Amanita  muscaria  and 
Amanita  pantherina.  The  “bone  pain”  which 
seems  to  have  been  the  most  distre.ssing  symptom 
has  not  to  our  knowledge  been  described  in  any 
other  type  of  mushroom  poisoning.  Until  the 
toxin  is  identified  w'e  have  no  suggestions  as  to 
treatment  other  than  supportive  and  sympto- 
matic. 

Summary 

Two  cases  of  poisoning  from  the  ingestion  of 
the  mushroom  Stropharia  coronilla  (Bull,  ex  Er.) 
Quel,  are  reported.  This  is  the  first  known  report 
of  human  poisoning  by  this  species.  Deep  “bone” 
pain  appears  to  be  a unicpie  symptom  of  this 
jx)isoning.  The  toxin  responsible  for  the  severe 
symptoms  appears  to  be  different  from  those 
jtreviously  known  and  it  is  suggested  that  further 
investigation  of  this  aspect  is  appropriate. 
Acknowledgments.  We  wish  to  thank  Dr.  Danny 
E.  Lattin  of  the  University  of  Arkansas  College 
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Questions  and  Answers  About  DES  Exposure  Before  Birth 
Information  About  Cancers  and  Other  Abnormalities'^ 


Diethylstilbestrol-type  Drugs 

Developed  about  10  years  ago,  diethylslilbesirol 
or  stilbestrol  (DES)  is  a man-made  hormone. 
During-  the  1‘KlO's  and  1050's,  many  physicians 
prescribed  DES  or  DES-type  drugs  tcc  women 
who  had  complications  of  pregnancy,  d'hese 
conditions  included: 

• bleeding 

• possible  miscarriage 

• diabetes 

Findings  of  a number  of  scientific  studies 
had  suggested  that  pregnant  women  with  these 
problems  could  benefit  from  treatment  with 
DES. 

DES-type  drugs  were  prescribed  under  a num- 
ber of  trade  names,  some  of  which  are  listed  on 
page  315. 

DES  and  DES-type  drugs  are  no  longer  used 
during  pregnancy.  They  still  are  useful  for  a 
number  of  medical  problems,  however,  including 
unusual  menopausal  symptoms  and  certain  kinds 
of  cancer  of  the  breast  and  prostate. 

The  Problem 

Mothers  of  perhaps  several  million  young  men 
and  -w'omen  were  treated  with  DES-type  drugs 
during  pregnancy.  No  findings  of  any  kind  have 
been  reported  cvith  respect  to  cancer  in  boys  or 
men  whose  mothers  received  such  a drug. 

But  in  1971,  physicians  found  a link  between 
DES  and  cancer  of  female  reproductive  organs. 
An  unusual  cancer  of  the  vagina  or  the  cervix 
(the  lower  end  of  the  uterus)  had  developed  in 
a small  number  of  young  w'omen  whose  mothers 
had  taken  DES-type  drugs  during  pregnancy. 
This  cancer— clear-cell  adenocarcinoma— is  ex- 
tremely rare. 

Since  then,  while  very  few  DES-ex posed 
daughters  have  developed  this  cancer,  other  ab- 
nonnalities  have  been  found.  'Ehese  include 
tissue  placed  abnormally  on  the  cei  vix  or  vagina. 
I’ll  is  tissue  is  not  cancerous. 

Dejjending  on  its  location,  this  tissue  is  called 
vaginal  adenosis,  cervical  erosion  or  ectropion. 
Its  presence  in  the  vagina  would  be  like  having 
the  tissue  which  lines  the  inside  of  the  mouth 

‘Compiled  by  the  Professional  and  Public  Relations  Committee 
of  the  DESAl)  Project  ( Diethylstilbestrol  and  Adenosis)  of  the 
Division  of  Cancer  Control  and  Rehabilitation.  National  Cancer 
Institute,  and  by  the  Office  of  Cancer  Communications,  NCI,  U.  S. 
Department  of  Health,  Education,  and  Welfare,  Public  Health 
Service,  National  Institutes  of  Health. 


growing  oiu  on  to  the  face.  Although  the  tissue 
wotild  be  healthy,  it  w'ould  be  misplaced. 

How  to  Find  Out  if  a Young  Woman  or  Girl 
Has  Been  Exposed  to  DES-Type  Drugs 

If  exposure  to  DES-type  drtigs  may  have  oc- 
curred before  birth,  it  shotdd  be  verified  from 
medical  records,  if  they  are  available.  Many 
mothers  say  “I  took  something  during  jireguancy, 
but  I don't  rememlier  what  it  was.”  If  a mother 
remembers  taking  a medication,  especially  to 
jjrevent  miscarriage  or  to  treat  complications 
from  diabetes,  it  is  possible  that  DES-type  drugs 
may  have  been  prescribed. 

Records  of  the  physician  who  cared  for  the 
mother  during  that  pregnancy  are  the  best  source 
of  information.  If  these  records  are  not  avail- 
able, it  is  possible  that  the  hospital  where  the 
delivery  took  place  can  obtain  this  information. 
In  many  cases,  however,  it  may  be  impossible  to 
determine  wdiether  DES-type  drugs  were  used. 

Who  Should  Be  Examined 

If  medical  records  show  a DES-type  drug  was 
used  during  pregnancy,  or  if  there  is  any  likeli- 
hood that  it  might  have  been  used,  the  datighter 
shotdd  have  an  examination  of  the  vagina  and 
cervix  by  a physician  if  her  menstrual  periotls 
have  begtin. 

Stich  an  examination  is  usually  not  necessary 
for  girls  under  11  years  of  age  who  have  not  yet 
begun  to  menstruate,  unless  vaginal  bleeding  or 
discharge  occurs.  In  either  case,  a physician 
shotdd  always  be  consulted. 

What  the  Examination  Includes 

d'he  physician  will  perform  a pelvic  examina- 
tion, take  a Pap  smear,  and  use  an  iodine 
solution  to  stain  the  lining  of  the  vagina  tempo- 
rarily. d he  physician  occasionally  will  use  a 
magnifying  instrument  called  a colposcope  for 
the  initial  examination  and  for  followup  of 
DES-exposed  tlaughters.  The  examination  is  not 
paiid'ul.  The  physician  will  explain  the  findings 
of  the  examination  to  the  young  woman,  or  to 
the  mother  or  father  if  the  girl  is  a minor. 

Areas  of  the  vaginal  lining  that  ajipear  ab- 
normal (including  those  that  fail  to  stain  with 
iodine)  are  biopsieil  and  examined  by  a patholo- 
gist. (A  pathologist  is  a physician  trained  to 
recognize  abnormal  cells  in  tissue  samples  under 
a microscope.)  Such  biojjsies  (removal  and  e.x- 
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amination  of  tissue  specimens)  can  be  performed 
in  the  physician's  office  with  small  biopsy  in- 
struments that  usually  cause  the  patient  very- 
little  discomfort. 

Treatment  generally  will  not  he  necessary. 
The  doctor  will  recommend  followup  examina- 
tions at  regular  intervals. 

Even  though  a vast  majority  of  DES-exposed 
women  will  he  found  not  to  have  cancer,  close 
followup  is  important  to  insure  early  detection 
if  cancer  should  develop.  Treatment  of  DES- 
related  cancers  has  been  highly  effective  when 
the  cancers  have  been  detected  at  an  early, 
localized  stage. 

Questions  and  Answers: 

What  is  the  risk  of  developing  cancer  if  an 
individual’s  mother  has  taken  a DES-type  drug 
during  pregnancy? 

In  young  men,  there  have  been  no  reported 
cases  of  unusual  tumors  or  cancers.  In  women 
born  since  1940,  there  have  been  in  the  United 
States  fewer  than  150  known  cases  of  vaginal  or 
cervical  clear-cell  cancers  with  definite  evidence 
of  the  mothers  having  taken  DES-type  drugs 
during  pregnancy.  Because  well  over  one  million 
daughters  may  have  been  exposed  to  DES-type 
drugs  during  their  mothers’  pregnancies,  the 
small  number  of  known  cancers  suggests  that  the 
risk  of  developing  the  cancer  is  very  small. 

However,  because  the  cancer  can  occur  without 
causing  symptoms,  it  is  important  for  DES- 
exposed  daughters  to  be  examined  as  soon  as 
jjossible  so  that  the  very  rare  cases  of  cancer  may 
be  detected  early  in  their  development.  The 
earlier  a cancer  is  discovered  the  more  likely  it 
can  be  cured. 

Is  cancer  the  only  serious  result  of  DES- 
exposure  before  birth? 

Cancer  is  the  only  serious  ri.sk  identified  so  far 
in  several  thousand  daughters  who  have  been 
examined  thoroughly.  The  oldest  women  ex- 
posed to  DES-type  drugs  before  birth  are  only 
in  their  middle  thirties,  however.  It  is  not  pos- 
sible to  know  now  whether  there  will  be  other 
problems  as  these  women  gTow  older. 

Does  the  risk  of  cancer  depend  upon  the 
amount  of  the  DES-type  drug  taken  during  preg- 
nancy? 

No,  but  exposure  during  the  first  five  months 
of  pregnancy  does  appear  to  be  an  important 
factor. 

How  long  should  DES-exposed  daughters  be 
concerned  about  the  possibility  of  cancer? 


It  is  not  known  how  long  such  daughters  are 
at  an  increased  risk  for  development  of  this  rare 
cancer  of  the  vagina  or  cervix.  Most  of  the  more 
than  100  forms  of  cancer  occur  more  often  in  the 
general  popidation  as  men  and  women  grow 
older.  Everyone  should  avoid  known  causes  of 
cancer,  such  as  smoking,  and  be  alert  to  changes 
in  the  body  that  may  indicate  cancer  or  other 
health  problems. 

Are  there  any  symptoms  of  DES-exposure  such 
as  vaginal  discharge? 

The  only  apparent  symptom  of  DES-exposure 
which  is  occasionally  seen  is  an  increase  in 
vaginal  discharge,  due  to  the  presence  of  gland- 
like tissue  in  the  vagina  or  cervix. 

In  the  individual  not  exposed  before  birth  to 
DES-type  drugs,  titere  is  usually  some  glandular 
tissue  on  the  cervix,  but  in  the  DES-exposed 
daughters  there  is  often  much  more.  When  this 
glandular  tissue  is  found  in  the  vagina,  it  is 
called  adenosis.  This  tissue  does  secrete  mucus. 

Are  there  any  changes  in  the  DES-exposed 
daughters  that  might  interfere  laith  the  chance 
of  future  pregnancy? 

Women  who  have  been  exposed  to  DES-type 
drugs  during  their  mothers’  pregnancies  have 
given  birth  to  normal  children.  So  far,  there  is 
no  known  problem  of  infertility  in  these  women, 
nor  is  there  any  apparent  increased  risk  of  mis- 
carriage. However,  the  total  numlrer  of  such 
w'omen  in  the  childbearing  age  is  still  relatively 
small,  and  therefore  information  is  incomplete. 

Does  DES  exposure  change  mei'istrual  periods? 

At  this  time,  it  does  not  appear  that  DES 
exposure  has  any  effect  upon  the  menstrual 
pattern  or  ovulation. 

Is  there  reason  to  believe  that  a ivornan  ex- 
posed to  DES-type  drugs  before  birth  should 
avoid  taking  birth  control  pills?  If  so,  ivhat  is 
recommended  to  prevent  pregnancy? 

No  reason  has  been  found  for  such  women  to 
avoid  the  use  of  birth  control  pills,  but  the  long 
term  effects  of  these  pills  are  not  known.  Other 
standard  means  of  contraception  can  be  used. 

Whe?i  a woman  has  adenosis  or  other  irregu- 
larities associated  with  DES-type  drugs,  does 
sexual  intercourse  cause  any  irritation  to  the 
tissue  or  have  any  effect  on  the  tissue? 

As  far  as  is  known  at  present,  intercourse  does 
not  affect  the  glandular  tissue  that  may  be 
present  in  DES-exposed  women. 

If  a cancer  is  found,  ivhat  is  the  treatment? 

Removal  by  surgery  or  radiation  therapy  is 
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the  usual  inetlKKl  of  trcatiiieiii.  Either  one  of 
these  loriiis  of  treatment  tnay  result  in  the  loss 
of  the  ability  to  hear  chiklrcu.  1 lowever,  the 
earner  can  be  cured,  especially  if  detected  early. 
In  some  cases  the  ability  to  have  intercourse  may 
be  retained  after  surgery.  Each  patient  should 
discuss  these  possibilities  witli  her  physician. 

Does  a DES-type  drug  have  a pennanent  effect 
on  the  mother  who  took  it? 

d'liere  is  tio  known  effect  on  the  mother. 

Hozo  often  should  a DES-exposed  daughter  he 
examined? 

Tlie  frecjuency  of  examination  depends  upon 
what  is  found  during  the  initial  examination.  In 
some  cases  a daughter  may  be  asked  to  return  in 
three  to  four  months.  In  other  cases,  examina- 
tion every  six  months  or  even  once  a year  may 
be  appropriate,  d’he  longest  time  between  ex- 
aminations should  be  one  year. 

DES-exposed  daughters  are,  like  all  women, 
suitject  to  the  development  of  other  forms  of 
cancer  during  their  lifetimes.  AVomen  should 
begin  the  practice  of  monthly  breast  self- 
examination  in  their  teens.  Women  over  the  age 
of  IS  should  begin  to  have  an  annual  Pap  test 
for  cancer  of  the  cervix.  Tests  for  cancers  of  the 
large  bowel  and  breast  should  be  included  in  the 
annual  health  checkups  of  women  in  their  forties 
and  older. 


DES-TYPE  DRUGS  THAT  MAY  HAVE  BEEN 
PRESCRIBED  TO  PREGNANT  WOMEN 
Nonsteroidal  Estrogens 


Benzestrol 

Chlorotrianisene 

Comestrol 

Ciyren  A 

Ciyren  B 

Delvinal 

DES 

DesPlex 

Diestryl 


Mikarol 
Mikarol  forti 
Milestrol 
Monomestrol 
Neo-Oestranol  I 
Neo-Oestranol  II 
Nulabort 
Oestrogenine 
Oestromenin 


Dibestil 
Dienestrol 
Dienoestrol 
Diethylstilbestrol 
I)i[Kihnitate 
Diethylstilbestrol 
Diphosphate 
Diethylstilbestrol 
Dipropionate 
Diethylstilbenediol 
Digestil 
Domestrol 
Estilben 
Estroljene 
Estrobene  DP. 

Estrosyn 

Eonatol 

Gynlren 

Ciyneben 

I lexestrol 

I lexoestrol 

1 li-Bestrol 

Menocrin 

■Meprane 

Mestilbol 

Methallenestril 

Microest 

Nonsteroidal  Estrogen 

Amperone 

Di-Erone 

Estan 

Metystil 


Oestromon 
Orestol 
Pabestrol  1). 

Palest  rol 

Restiol 

Stil-Rol 

Stilbal 

Stilbestrol 

Stilbestronate 

Stilijctin 

.Stilbinol 

Stilboestrolorm 

■Stilboestrol 

.Stilboestrol  DP. 

.Stilestrate 

Stilpalmitate 

Stilphostrol 

.Stilronate 

Stilrone 

Stils 

•Synestrin 

Synestrol 

Synthoestrin 

Tace 

Vallestril 

Willestrol 

—Androgen  Combinations 

Teserene 

Tylandril 

Tylosterone 


Nonsteroidal  Estrogen— Progesterone 
Combination 

ProgTavidium 

Vaginal  Cream— Suppositories  with 
Nonsteroidal  Estrogens 

AVC  cream  with  Dienestrol 
Dienestrol  cream 
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Tubes  for  Middle  Ear  Ventilation: 
When,  Why,  and  How 

James  J.  Pappas,  M.D.*  and  Sharon  S.  Graham,  M.A.* 


Introduction 

It  has  now  been  over  two  decades  since  the 
first  tube  was  placed  through  the  tympanic 
membrane  for  middle  ear  ventilation.  During 
this  period,  many  different  tube  designs  have 
emerged.  Also,  varying  ideas  regarding  the  dis- 
cretionary use  of  tubes  have  developed.  Statistics 
gathered  during  five  years’  experience  using 
ventilation  tubes  in  1,460  ears  support  the  con- 
tinued conservative  use  of  ventilation  tubes  in 
middle  ear  effusion. i Based  on  this  large  sample, 
indications  for  the  use  of  middle  ear  ventilation 
tubes  are  discussed  as  well  as  the  minimal  com- 
plications encountered  in  the  use  of  this  pro- 
cedure. 

History 

The  first  artificial  tube  for  ventilation  of  the 
middle  ear  was  reported  in  1954.-  This  was  a 
vinyl  tulre  used  by  Armstrong  in  a case  of  chronic 
secretory  otitis  media  in  an  effort  to  maintain  an 
opening  in  the  drum  so  that  repeat  myringotomy 
would  not  be  recpiired.  The  earlier  tubes  were 
removed  within  two  to  three  weeks,  and  the 
myringotomy  incision  usually  closed  within  a 
week.  Since  1954,  many  otologists  have  de- 
veloped and  modified  their  own  tubes  of  various 
sizes  and  shapes.  (Figure  1) 

Prior  to  the  use  of  tympanostomy  tubes,  vari- 
ous technicpies  were  tried  in  order  to  aid  the 
ventilatioti  process  of  the  middle  ear.  Semi- 


*The  Ear  & Nose-Throat  Clinic,  I’. A.,  1200  Medical  Towers 
Building,  Little  Rock,  Arkansas  72205. 


Figure  1 . 

A variety  of  middle  ear  ventilation  tubes  is  shown  in  comparison  to 
the  size  of  a U.  S.  dime. 


permanent  openings  of  the  tympanic  membrane 
were  aeated.  Bouginage  of  the  eustachian  tube 
and  middle  ear  was  clone.  Aspiration  of  the 
middle  ear  fluid  was  performed  through  a 20 
gauge  needle.  Extreme  measures  during  World 
War  II  with  Japanese  and  German  pilots  in- 
cluded creating  some  permanent  perforations 
with  the  use  of  hot  cautery  and  creating  perma- 
nent middle  ear  ventilation  by  removing  the 
entire  tympanic  membrane.  Both  before  and 
since  the  advent  of  ventilation  tubes,  when  pa- 
tients have  failed  to  respond  to  usual  conserva- 
tive treatment  for  middle  ear  effusion,  additional 
measures  have  included  autogenous  vaccine, 
steroids  and  more  radical  treatment  in  the  form 
of  deep  x-ray  or  radium  treatment  of  the 
nasopharynx  and  simple  or  modified  radical 
mastoidectomies. 

The  idea  of  middle  ear  ventilation  by  artificial 
tubes  was  not  accepted  by  everyone.  Some 
pointed  out  that  the  tube  procedure  coidd  cause 
cholesteatoma  implants  and  other  complications; 
however,  several  innovators  were  interested  and 
willing  to  develop  this  technique  further.  This 
procedure  has  now  been  in  use  for  over  twenty 
years,  a length  of  time  sufficient  to  demonstrate 
the  significant  benefits  derived,  as  well  as  the 
minimal  complications  encountered,  when  used 
conservatively. 

Indications 

The  primary  indication  for  a patient  under- 
going a myringotomy  with  ventilation  tube  pro- 
cedure is  blockage  of  the  eustachian  tube  with 
formation  of  middle  ear  effusion  that  does  not 
respond  to  conservative  treatment.  We  agree 
with  Pratt  et  al.^  that  the  placement  of  a venti- 
lating tube  is  not  always  a benign  procedure  and 
that  comjDlications  have  residted  from  this  pro- 
cedure. For  this  reason  the  myringotomy  with 
insertion  of  ventilatitig  tube  is  not  performed  if 
it  is  felt  that  the  middle  ear  effusion  can  be 
treated  and  eliminated  by  conservative  measures. 
These  conservative  measures  may  include  the 
use  of  antihistamines,  decongestants,  eustachian 
tube  inflation,  and,  when  indicated,  allergy 
workup,  antibiotics,  or  short  courses  of  steroid 
therapy. 

Most  of  the  patients  who  are  diagnosed 
as  having  chronic  secretory  otitis  media  with 
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cHusioii  jnescnt  \\itli  the  chid  coinphiiiit  of 
licaiiii”  loss  or  sto])pc(l  up  tcdiiig  in  the  ears. 
•Vutophony,  tinnilis,  aiul  a feeling  of  fullness 
are  connnon  coinplainls.  I’ain  and /or  earache 
are  not  a frecpient  complaint.  Small  children 
who  can  give  no  history  are  nsnally  irritable, 
pidling  at  the  involved  ear  or  apparently  not 
responding  to  normal  sotinds  according  to  the 
parents. 

rite  majority  of  jxitients  who  are  old  enough 
to  receive  routine  andiometric  studies  are  lonnd 
to  have  a conductive  loss  or  condtictive  com- 
j)onent  of  20  decibels  or  greater.  In  recent  years, 
the  use  of  impedance  audiometry,  including 
tympanometry  and  reflexometry,  has  proven  an 
invaluable  tool  in  the  assessment  of  middle  ear 
function  in  patients  from  infancy  through  adult- 
hood. In  the  early  or  resolving  stages  of  fluid 
formation,  tympanometric  findings  show  a nega- 
tive middle  ear  air  pressure  indicating  eustachian 
tube  blockage.  In  the  presence  of  fluid,  non- 
compliant  tympanometric  tracings,  as  well  as 
ab,sent  stapedial  reflexes,  are  found. 

The  most  common  findings  related  to  the 
chronic  eustachian  tube  obstruction  and  middle 
ear  effusion  are:  1.  hypertrophied  adenoids  with 
or  without  tonsil  hypertrophy.  2.  nasopharyngeal 
and  upper  respiratory  infections.  3.  nasal  allergy 
with  swelling  of  the  eustachian  tube  orifice. 
4.  scarring  and  malfunctioning  of  the  eustachian 
tube  in  the  presence  of  cleft  palate.  5.  atelectatic 
middle  ear  with  retracted  tympanic  meml)rane. 
6.  edema  of  the  eustachian  tulte  associated  with 
hypogammagloindinemia.  7.  neoplasm  in  the 
nasopharynx. 

The  single  largest  group  of  patients  in  this 
study  had  their  myringotomy  with  indwelling 
tulte  insertion  becaase  of  middle  ear  effusion  due 
to  enlarged  adenoids  witli  or  without  associated 
tonsil  hypertrophy.  Many  studies  reveal  that  this 
is  a primary  cause  of  serous  otitis  media,  and  it 
is  a common  indication  for  the  indwelling  tube 
procedure.  Adenoidectomy  or  4’&A  are  common- 
ly performed  in  association  with  myringotomy 
and  tube  insertion. 

Nasopharyngeal  and  ipjper  respiratory  infec- 
tions are  also  common  causes  of  eustachian  tube 
obstruction,  residting  in  middle  ear  effusion. 
The  inadetjuate  use  or  misuse  of  antibiotics  in 
these  cases  is  reported  to  be  one  cause  of  serous 
otitis  media,  especially  in  children. 

Through  accompanying  workups,  a large  num- 
ber of  children  are  found  to  have  nasal  allergies. 


Many  ()1  the.se  allergic  children  recpiire  more 
than  one  myringotomy  with  tul)e  procedure. 

1 he  cleft  palate  patients  all  have  had  surgical 
repair  of  the  palate  in  early  childhood.  Most  of 
tliese  patients  have  abnormally  retracted  ear- 
drums in  addition  to  middle  ear  Iluicl.  Most  of 
these  cleft  palate  patients  still  have  their  tonsils 
and  adenoids,  and  in  most  cases  there  is  hyper- 
trophy of  this  lymphoid  tissue. 

Atelectatic  middle  ears  with  retracted  drums 
but  no  middle  ear  fluid  respond  well  to  middle 
ear  ventilation  by  an  artificial  tube.  In  many 
cases  a retiacted  drum  resumes  a more  normal 
appearance,  and  the  patients  have  improvement 
of  their  condtictive  hearing  loss. 

Only  one  patient  with  known  hypogannnaglo- 
bidinemia  has  had  a myringotomy  with  tube 
insertion;  management  of  this  case  has  been 
extremely  difficult.  Children  deficient  in 
gammaglobtdin  have  a higher  incidence  of  upper 
respiratcjry  infections  w'ith  associated  eustachian 
tube  obstruction  and  middle  ear  effusion. 

Neoplasms  in  the  nasopharynx  which  cause 
eustachian  tube  obstruction  are  knowm  causes  of 
middle  ear  effusion.  Patients  with  such  neo- 
plasms can  continue  having  middle  ear  dilliculty 
after  surgery  or  radiation  therapy  because  of 
scarring  and  edema  of  the  eustachian  tube  orifice. 

Method  & Results 

Over  a five  year  period,  1,460  myi  ingotomies 
witli  middle  ear  veutilation  tubes  have  been 
performed.  The  incision  is  routinely  made  in 
the  lower  half  of  the  drum.  (Figure  2)  Due  to  the 
importance  of  a snug  fit,  the  length  of  the 
incision  is  determined  by  the  type  of  tube  to  be 
placed.  A microscope  is  routinely  used;  every 
attempt  is  made  to  have  the  myringotomy  open- 
ing dry  before  tube  insertion.  Fluid  is  aspirated 
through  a suction  tip  which  is  chosen  according 
to  the  fluid  consistency. 

Patients  are  followed  at  regidar  three  to  six 
month  intervals  wdiile  the  tubes  are  in  place. 
Tubes  are  usually  allowed  to  self-extrude.  All 
types  of  tubes  wall  eventually  self-extrude,  even 
those  W'ith  modifications  to  delay  extrusion. 

Myringotomies  with  tube  insertion  have  been 
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performed  on  infants  as  yonng  as  two  months  old 
as  nell  as  on  octagenarians;  thus,  all  age  groups 
haA’e  benefitted  from  the  procedure.  However, 
the  most  common  age  group  for  the  jrrocedtire  is 
four  to  six  years;  seventy  percent  of  the  patients 
are  chiklren  eight  years  of  age  or  younger. 
(Figure  3) 

Complications 

Essentially,  two  complications  are  experienced, 
althongh  minimally.  These  are  recurrent  infec- 
tion and  permanent  perforation. 

Tnires  should  be  inserted  under  sterile  condi- 
tions. Infections  following  tube  insertion  are 
uncommon  if  the  patient  is  careful  to  keep 
contaminants  from  getting  in  the  middle  ear 
throtigh  the  tube.  Infections,  when  they  do 
occur,  are  treated  with  antilriotic  otic  drops.  The 
tuire  has  to  lie  removed  when  the  infection  per- 
sists and  fails  to  respond  to  treatment.  Following 
removal,  the  infection  ustially  subsides,  but  anti- 
biotic otic  drops  are  continued  anotlier  seven  to 
ten  days. 

Permanent  perforations  can  occur  following 
infections,  and  rarely  these  openings  fail  to  heal 
spontaneously  even  after  the  tube  is  removed  and 
the  infection  is  clinically  controlled.  Another 
cause  of  a permanent  perforation  is  an  atrophic 
drum  with  loss  of  the  fibrous  layer  that  fails  to 
heal  either  when  the  tube  self-extrtides  or  when 
the  tube  is  removed  after  determining  that  it  has 
been  in  place  for  sidficient  length  of  time.  Less 
than  1%  of  the  LdGO  myringotomies  performed 

AGE  AT  INITIAL  PROCEDURE 


Figure  3. 

Seventy  percent  of  patients  undergoing  myringotomy  with  tube 
insertion  were  children  8 years  of  age  or  younger. 


have  resulted  in  permanent  perforations. 

One  of  the  criticisms  leveled  at  the  indwelling 
tube  procedure,  especially  in  the  early  days  of 
the  procedure,  was  that  squamous  epithelium 
might  be  introduced  by  the  tube  into  the  middle 
ear,  causing  the  formation  of  cholesteatoma;  how- 
ever, fintliiigs  have  not  revealed  cholesteatoma  as 
a complication. 

W^hile  premattire  self-extrusion  is  not  a com- 
plication in  the  true  sense,  it  is  a shortcoming 
of  this  procedure.  Many  times  it  is  desirable  for 
the  tube  to  stay  in  place  for  a long  period  of 
time.  Premattire  self-extrusion  can  result  in  re- 
ctirrence  of  symptoms  and  necessitates  repeat 
myringotomy  with  tulje  insertion.  Repeat 
myringotomy  procedure  has  been  necessary  in 
15%  of  the  patients  studied  over  a five  year 
period. 

Summary 

Middle  ear  ventilation  and  drainage  tubes  in 
various  forms  have  been  used  for  over  twenty 
years.  (Figure  1)  The  effectiveness  of  these  tubes 
in  indicated  cases  has  withstood  the  test  of  time. 
Even  tliough  ventilation  tubes  eventually  will 
extrude,  and  tints  are  not  permanent,  the  in- 
dwelling tube  concept  has  value  in  that  tubes 
jrrevent  tlie  more  serious  effects  of  chronic 
eustachian  tube  obstrtiction,  while  allowing  time 
to  investigate  and  treat  the  tinderlying  pathology. 
Hearing  is  also  preserved  at  a normal  or  at  least 
improved  level  during  this  period. 

riie  indications  and  advantages  of  middle  ear 
ventilation  ttibes  have  been  enumerated.  While 
they  have  proven  their  value,  these  tubes  are  not 
tlie  panacea  for  middle  ear  prolilems.  Additional 
research  and  work  is  needed  to  find  the  cause 
and  ctire  for  chronic  eustachian  tube  obstruction. 
Complications  encountered  wdth  middle  ear 
ventilation  tubes  are  infretpient  infections  and 
less  than  1%  permanent  eardrum  perforations. 
Middle  ear  cholesteatoma  has  not  been  a result 
of  tube  insertion.  The  beneficial  effects  of 
indwelling  tubes  far  exceed  the  detrimental 
effects  of  complications;  however,  use  of  indwell- 
ing tubes  should  continue  to  be  discretionary 
following  more  conservative  measures. 
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./\.Uhough  the  calcaneus  (os  calcis)  is  rela- 
tively inlrecjuently  Iracturetl,  of  all  the  tarsal 
bones,  it  is  most  subject  to  fracture.  Os  calcis 
fractures  are  frequently  associated  with  con- 
siderable disability,  during  both  the  acute  and 
chronic  phases  of  the  iujinq'.  Most  os  calcis 
fractures  occur  when  the  patient  falls  or  jumps 
from  a height,  lauding  with  his  weight  con- 
centrated on  the  heels.  Interestingly  enough, 
these  falls  do  not  have  to  be  from  excessive 
heights;  most  authorities  stating  these  fractures 
shoidd  be  stispected  in  any  fall  of  greater  than 
two  feet. 

.Mthongh  many  different  classifications  of  the 
calcaneal  fractures  have  been  devised  (Essex- 
Lopresti,^  Rowe,*  and  Bolder),^  we  will  attempt 
to  present  a simplified  form  of  classification  in 
order  to  avoid  the  confusion  attendant  with 
complex  systems.  This  is  appropriate,  since  there 
is  good  agreement  among  the  notable  authorities 
on  the  treatment  of  the  various  types  of 
extra-articidar  calcaneal  fractures— but  highly 
divergent  opinions  exist  concerning  the  most 
efficacious  treatment  regimen  of  the  displaced 
intra-art icular  fractures. 

EXTRA-ARTICULAR  FRACTURES 

Each  of  these  fractures  usually  results  from  a 
similar  type  of  injury,  although  there  are  small 
variables  which  may  be  elucidated  by  careful 
history  taking.  However,  in  many  cases  the  exact 
mechanism  of  injury  is  unknown  to  the  patient, 
who  usually  can  define  the  mechanism  of  injury 
only  by  saying  that  he  fell  and  landed  on  his 
foot  or  “twisted  his  foot.”  As  a group,  these 
fracttires  can  be  considered  to  have  a favorable 

*Little  Rock  Orthopedic  Clinic,  P.A..  1*.  O.  Box  5270,  Little 
Rock,  Arkansas  72205. 


long-term  prognosis;  and  unless  markedly  dis- 
placed, may  be  treated  non-ojteratively.  Many 
authors  point  out  that  these  rather  subtle  frac- 
tures of  the  calcaneus  are  some  of  the  most 
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fie((iiently  misdiagnosed,  and  many  are  initially 
misdiagnosed  as  simple  ankle  sprains.  A high 
index  of  suspicion  and  appropriate  x-ray  views 
are  necessary  for  proper  diagnosis.  Radiographic 
evaluation  of  suspected  os  calcis  fractures  should 
include  dorso-plantar,  lateral,  and  axial  views  of 
the  hindfoot,  and  occasionally  oblicpie  views  to 
demonstrate  unusual  fractures. 

FRACTURE  OF  THE  ANTERIOR  PROCESS: 

This  is  an  uncommon  fracture  which  probably 
is  an  avulsion  fracture  at  the  point  of  attachment 
of  the  bifurcate  ligament,  occurring  when  the 
foot  is  hyper-adducted  and  plantar-flexed.  This 
fracture  is  frequently  misdiagnosed  as  a sprain, 
since  the  point  of  maximum  tenderness  is  over 
the  sinus  tarsi,  and  thus  is  mistaken  for  a sprain 
of  the  anterior  filndo-talar  ligament.  1 hese 
fractures  are  best  treated  with  elevation,  ice,  and 
compression  for  a few  days,  and  then  weight 
bearing  as  tolerated.  If  symptoms  persist,  and  a 
painful  non-union  is  present  after  six  months, 
the  fracture  fragnnent  may  be  surgically  excised 
to  relieve  symptoms. 

FRACTURE  OF  THE  POSTERIOR  PROCESS 
(INSERTION  OF  THE  ACHILLES  TENDON): 

d’his  is  also  an  uncommon  fracture  wliich 
usually  results  from  a fall  in  which  the  patient 
lands  with  the  knee  extended  and  the  ankle 
dorsiflexed.  The  clinical  signs  of  this  fracture 
include  weak  active  plantar-flexion  of  tlie  ankle, 
which  results  in  a limping  gait  secondary  to  weak 
push-off.  If  the.se  fractures  are  relatively  un- 
displaced, they  also  can  be  treated  with  ice, 
compression,  and  elevation  for  a few  days,  and 
then  application  of  a short  leg  cast,  with  the 
patient  kept  non-weight  bearing  for  approxi- 
mately six  weeks.  However,  if  the  fracture  is 
significantly  displaced,  open  reduction  and  in- 
ternal fixation  are  indicated,  to  be  followed  by 
eight  weeks  of  casting.  Prognosis  for  these  frac- 
tures is  quite  good. 

FRACTURE  OF  THE  SUSTENTACULUM  TALI: 

This  is  a very  rare  fracture,  and  clinical 
examination  is  very  important  in  diagnosis,  as 
there  is  very  little  tenderness  over  the  heel,  but 
pain  is  protlnced  inferior  to  the  medial  malleolus 
by  passive  extension  of  the  great  toe,  as  the 
flexor  hallncis  longus  glides  on  the  fractured 
process.  Appropriate  treatment  includes  eleva- 
tion and  ice  until  swelling  is  reduced,  then  the 
patient  may  be  mobilized  non-weight  Ijearing  on 


crutches  for  approximately  eight  weeks;  the  long- 
term prognosis  is  favorable. 

FRACTURE  OF  THE  TUBEROSITY: 

If  the  fracture  is  relatively  undisplaced,  these 
fractures  heal  rapidly  and  may  be  treated  with 
only  compression  dressing  initially,  followed  by 
a well-molded  short  leg  cast  for  four  weeks  with 
non-weight  bearing  crutch  ambulation.  Usually 
little  disability  results  in  the  properly  diagnosed 
and  treated  fracture  of  this  tyj^e. 

FRACTURE  OF  THE  MEDIAL  OR  LATERAL 
PROCESSES  OF  THE  TUBERCLE: 

These  are  extremely  uncommon  fractures  and 
result  from  a fall  in  which  the  patient  lands  on 
his  foot  inverted  (to  sustain  a fracture  of  the 
lateral  proces.s)  or  everted  (to  sustain  a fracture 
of  the  medial  process).  Treatment  for  these 
fractures  is  elevation  and  compression,  followed 
by  early  non-weight  Irearing  motion  of  the  heel. 
If  displaced,  an  attempt  at  closed  reduction  may 
be  made  and  application  of  a well-fitted  cast 
.should  be  considered,  to  be  followed  by  non- 
weight  bearing  for  eight  weeks. 

FRACTURES  OF  THE  BODY  OF  THE  CALCANEUS, 
NOT  INVOLVING  THE  SUBTALAR  JOINT: 

Signs  and  .symptoms  of  this  injury  include 
generalized  pain  and  swelling  about  the  heel  and 
inability  of  the  patient  to  bear  weight  on  his 
heel,  along  with  tenderness  over  both  the  medial 
and  lateral  aspects  of  the  heel.  The  most  reveal- 
ing x-ray  view  of  this  type  fracture  is  the  lateral, 
however,  the  axial  view  is  necessary  to  rule  out 
an  intra-articular  component.  Opinion  is  some- 
what divided  as  to  the  best  method  of  treatment 
of  these  fractures,  especially  if  they  are  signifi- 
cantly displaced.  Most  authorities  .seem  to  agree 
that  the  non-operative  treatment  with  compres- 
sion, elevation,  and  ice  packs  for  the  first  few 
days,  and  then  begin  early  motion  of  the  foot 
and  ankle  as  soon  as  tolerated,  emphasizing 
hourly  motion  of  these  joints  and  keeping  the 
patient  non-weight  bearing  for  eight  to  twelve 
weeks  is  an  acceptable  treatment  regimen,  and  in 
general,  yields  good  residts.  There  is  more  di- 
versity of  opinion  as  to  {noper  management  if 
the  fracture  is  displaced,  and  some  experts  recom- 
mend reduction  of  the  displacement,  utilizing  a 
percutaneous  Steinmann  pin  inserted  into  the 
major  fragment  as  lever  to  achieve  reduction  and 
then  incorporating  this  pin  in  a short  leg  cast 
and  keeping  the  patient  non-weight  bearing  for 
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approximately  eiglil  weeks  (IF'ihlei  methocl).' 
One  late  complication  ol  this  Iractnre  may  be 
persistent  edema,  and  (dannestras’’  recommends 
litting  with  a Rlncher  shoe  while  others  indicate 
that  support  hose  or  elastic  haiulage  comjM'ession 
is  satislactory.  Althongh  the  prognosis  depends 
somewhat  upon  a conligiiration  ol  his  Iractnre 
and  the  amount  ol  displacement  involved,  the 
prognosis  in  these  Iractures  is  good,  especially 
when  compared  to  that  ol  the  intra-articular 
type. 


Tongue  Ttfpe  -Joent  -Depression 


BclSiC  U/peS  of  fhirariicu/cir 
Fractures  ns  deem  in  the  Jiciterat  l/rScu 

F^ ! G.  B 

INTRA-ARTICULAR  FRACTURES 

This  type  fracture  of  the  calcaneus  comprises 
approximately  60%  of  all  tarsal  injuries  and 
75%,  of  all  calcaneal  fractures  according  to  Cave.- 
Most  authors  feel  that  the  subsetpient  develop- 
ment of  degenerative  arthritis  in  the  subtalar 
joint  is  more  likely  a po,s.sibility  if  the  fracture 
is  highly  comminuted  and/or  significantly  dis- 
placed. Bcihlei'i  has  strongly  admonished  restora- 
tion of  the  tnberbody  angle  (Figure  2)  (normal, 
between  20  and  40  degrees)  in  order  to  avoid 
development  of  poor  gait,  .secondary  to  a loss  of 
push-off  power.  Displacement,  wliich  results  in 
transverse  widening  of  the  calcaneus,  may  residt 
in  peroneal  tendonitis  as  impingement  on  the 
tendons  occtirs  between  the  lateral  aspect  of  the 
calcaneus  and  the  medial  aspect  of  the  lateral 
malleolus.  As  previously  mentioned,  there  are 
several  highly  divergent  methods  of  treatment 
advocated  by  various  authorities;  however,  there 
is  general  agTeement  that  there  is  no  obviously 
superior  mode  of  treatment,  as  many  of  these 
fraettires  result  in  permanent  physical  impair- 
ment to  the  patient  regardless  of  the  treatment 
modality  employed.  Apparently,  the  non- 


operative treatment— utili/ing  early  elevation,  ice, 
and  compression  until  swelling  and  tenderness 
are  diminished,  and  then  the  initiation  ol  early 
vigorous  motion  while  the  patient  is  kept  non- 
weight  bearing  for  eight  to  twelve  weeks— is  a 
relatively  safe  method  of  treatment  yielding  as 
good  Ol  better  results  than  other  more  agressive 
types  of  treatment.  Other  methods  of  treatment 
include  the  Bolder^  technitpie  which  utilizes  a 
percutaneus  .Steinmann  pin  in  the  major  fracture 
fragment  used  as  a lever  to  achieve  reduction 
and  the  casting  with  the  pin  left  incorporated 
into  the  cast.  Another  method  is  the  Palmer^ 
technicpie  which  is  essentially  an  open  reduction 
and  bone  graft  to  restore  normal  articular  sur- 
faces and  six  to  eight  weeks  of  subsetpient 
casting.  Gallic  and  Harris^  have  advocated  treat- 
ment of  these  difficult  fractures  by  performing 
early  (within  the  first  two  weeks)  subtalar 
arthrodesis.  Others  have  advocated  early  triple 
arthrotlesis.  I’he  Essex-Lopresti'^  method  com- 
bines both  operative  intervention  and  early 
mobilization  principals  and  seemetl  to  produce 
satisfactory  results  for  its  achocate. 

Regartlless  of  the  treatment  method  used,  the 
jxitient  with  a fractured  os  calcis  may  be  subject 
to  any  of  several  late  conditions  resulting  in 
long-term  disability.  4'he  most  fre(|uent  problem 
is  ]x;rsistcnt  swelling  and  edema  around  the  heel; 
this  is  present  in  most  calcaneal  fractures,  and 
may  persist  up  tiiitil  one  year  after  injury  and  is 
treated  with  the  usual  methods  of  compression 
or  a well-fitted  Blucher  shoe.  Subtalar  arthritis 
may  be  treated  with  intra-articular  injections  of 
local  anesthetics  ami  steroids:  however,  il  symp- 
toms betome  persistent,  a triple  arthrodesis  may 
be  reipiired.  Stenosing  tenosynovitis  of  the 
peroneal  temlons  restilting  from  a non-passage 
lietwcen  the  lateral  aspect  of  the  calcaneus  and 
the  medial  surface  of  the  lateral  malleolus  may 
respond  to  local  injections,  but  if  severe,  may 
reipure  bone  resection.  Exuberant  callus  forma- 
tion may  result  in  bony  projections  from  the 
calcaneus  which  causes  jiainful  callouses,  and 
likewise,  tliesc  may  retpiire  resection.  Scar  forma- 
tion fiom  the  soft  tissue  damage  to  the  fibro-iatty 
heel  pad  may  lead  to  persistent  jilantar  heel  pain 
and  may,  occasionally,  be  relieved  rvith  a molded 
heel  cuj)  or  heel  cushion.  Occasionally  pain  and 
rigidity  from  the  ankle  to  the  toes  may  be 
encountered  in  cases  where  immobilization  was 
prolonged.  Giannestras^  states  that  in  selected 
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patients,  selective  denervation  of  the  heel  may 
offer  relief  of  persistent  symptoms. 

In  summary,  adecpiate  treatment  of  calcaneal 
fractures  retpiires  alertness  for  detection,  and 
may  require  special  x-ray  views  to  delineate  the 
problem.  Early  diagnosis  is  universally  felt  to 
be  requisite  for  the  initiation  of  early  and 
ajrpropriate  treatment,  which  is  the  patient’s 
only  real  hope  of  oljtaining  a satisfactory  residt. 
.\nother  important  phase  of  early  treatment  is 
suspicion  for  injuries,  especially  fractures  of  the 
dorso-lumbar  spine  and  other  injuries  to  the 
same  lower  extremity.  Regardless  of  the  clefini- 
ti^'e  mode  of  therapy,  os  calcis  fractures  are  best 
served  initially  by  elevation,  ice  packs,  and  a 
tvell-padded  compressive  dressing. 
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(See  Answer  on  Page  326) 


84-year-old  female  admitted  with  one  month  history  of  weakness  and  the 
following  rhythm  strip.  What  is  the  rhythm?  (The  strips  are  not  continuous 
but  were  all  recorded  during  one  minute). 


Mary  Richards,  M.D.,  Assistant  Professor,  Division  of  Cardiology 
University  of  Arkansas  for  Medical  Sciences 
4301  West  Markham 
Little  Rock,  Arkansas  72201 
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Arkansas'  Blood  Alcohol  Testing  Program 


Mrs.  Gay  Frances  Horn,  BSE,  Chemistry* 


and  more  Arkansans  are  becoming 
accjnainted  with  the  role  of  the  Arkansas  De- 
jrartment  of  Health  in  connection  with  Driving 
While  Intoxicated  arrests.  Hnfortnnately,  their 
introduction  is  usually  traumatic  for  both  them 
and  their  families.  It  can  be  costly  and  distress- 
fnl.  A better  infoimed  citizenry  would  no  doubt 
residt  in  a safer,  healthier  environment  for  us 
all. 

What  exactly,  happens  to  a person  arrested 
for  suspected  DW^I? 

First,  a law  enforcemeut  officer  observes  a 
driver  doing  something  abnormal;  something 
which  causes  him  to  suspect  a possible  DWI.  He 
then  apprehends  the  suspect,  making  further 
observations  as  to  his  behavior,  speech,  appear- 
ance, movement  and  other  observable  factors. 
He  may  ask  the  subject  to  jrerform  certain  physi- 
cal tests  and  will  record  his  observations  for 
future  use.  "Fhe  officer  may  also  cpiestiou  him 
about  any  possil)le  medical  problems  or  medica- 
tion. 

If  the  officer  judges  this  sidrject  to  be  “under 
tlie  influence”  he  will  then  advise  the  subject 
that  he  is  under  arrest  and  he  wall  be  asked  to 
submit  to  a test  to  determine  the  alcohol  content 
of  his  Irlood.  The  officer  will  advise  the  subject 
tliat  if  he  refuses  to  submit  to  the  test  he  will  be 
suljject  to  losing  his  driver’s  license  or  the  right 
to  oluain  one  for  a period  of  six  months.  Unless 
the  subject  is  injured,  this  test  will  almost  always 
be  made  on  a sample  of  his  breath.  Otherwise, 
the  test  is  usually  on  a sample  of  blood.  The 
breath  test  is  designed  to  measure  indirectly  the 
alcohol  concentration  in  the  blood. 

To  set  the  scene  at  the  local  police  department 
or  sheriff’s  office  where  the  breath  test  will  be 
made,  the  following  activities  have  been  taking 

•Arkansas  Department  of  Health.  Director,  Division  of  Blood 
Alcohol,  4815  West  Markham,  latilc  Rock,  Arkansas  72205. 


place  on  a routine  schedule  beginning  as  far 
Itack  as  1970.  A department  is  certified  by  the 
Arkansas  Department  of  Health  by  having  had 
at  least  one  officer  successfully  complete  a forty- 
hour  course  of  instruction  given  by  the  Health 
Department  on  the  use  of  his  approved  breath 
testing  instrument.  His  training  includes  the 
effects  of  alcohol  on  the  human  body,  the  re- 
quired record  keeping,  operation  and  mainte- 
nance of  the  instrument,  Arkansas  laws,  court 
decisions  and  other  related  matters. 

This  certified  installation  must  of  course,  own 
and  maintain  one  of  the  approved  instruments. 
To  assure  that  the  instrument  is  maintained 
properly  and  that  it  gives  accurate  readings,  the 
Division  of  Blood  Alcohol  at  the  Department  of 
Health  tests  each  instrument  five  times  during 
a regular  three  mouth  jreriod;  three  times  by 
mail  and  twice  while  visiting  the  installation.  In 
addition,  the  installation  is  re(]uired  by  the 
“Arkansas  Rules  and  Regidations  for  Blood  Al- 
cohol Analyses”  to  make  a calibration  check  on 
tlie  instrument  once  each  day  it  is  used  and  to 
keep  a record  of  this  calibration. 

The  cpiestion  then  arises,  “How  would  the 
apprehended  suspect  know  wdiether  all  rerpiire- 
ments  for  certification  have  been  met  at  any  one 
point  in  time?” 

Every  certified  law  enforcement  officer  has 
been  issued  a certificate  with  current  dates 
(there  is  an  expiration  date  on  each  one).  In 
addition  to  the,se  certificates,  which  are  usually 
on  display  near  the  breath-testing  instrument, 
there  must  also  be  a current  certificate  for  the 
instrument  it.self.  lire  latter  is  issued  at  least 
once  every  three  months,  based  upon  the  testing 
of  the  instrument  jrreviously  described.  If  the 
instrument  is  not  operating,  found  to  be  in- 
accurate or  certified  personnel  are  not  available, 
the  use  of  the  instrument  is  officially  suspended 
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until  such  time  as  the  cleiiciemy  is  corrected. 
Notification  of  suspensions  are  sent  to  all  a])|)ro- 
priate  courts. 

There  are  other  recpiirements  placed  upon 
these  installations,  all  directed  toward  establish- 
ing and  maintaining  a scientifically  accurate, 
reliable  system  of  testing  and  prosecuting  DWI 
offenders. 

In  addition  to  the  test  we  have  been  talking 
about  to  tliis  point,  the  law  enforcement  officer 
is  required  Ijy  Arkansas  .Statutes  to  advise  the 
subject  of  his  right  to  a test  of  his  own.  The 
officer  will  a.ssist  to  an  undefined  extent,  the 
subject's  efforts  to  secure  someone  (physician, 
qualified  technician,  registered  nurse  or  other 
qualified  person)  to  administer  the  second  test. 
This  usually  amounts  to  the  drawing  of  a blood 
sample  which  is  then  analyzed  by  any  qualified 
laboratory.  Depending  upon  the  time  expired 
Ijetween  the  two  tests  and  other  possilile  varia- 
bles, the  results  of  the  two  tests  should  be  in 
close  agreement.  The  normal  range  of  alcohol 
concentration  found  in  the  blood  stream  is  0.00% 
to  0.50%  although  some  results  have  been  re- 


corded higher. 

Arkansas  law  esialdishes  the  following  pre- 
sumptive levels  of  alcohol  in  the  l)lood: 

0.00%-0.05%  presumed  not  to  be  under  tlie 
influence  of  alcohol  for  driving 

0.0(i%-0.09%  no  presumption  of  alcoholic 
influence,  but  results  may  be 
considered  along  with  other 
competent  evidence 

0. 10%  &:  above  presumed  to  be  under  the  in- 
fluence of  alcohol  for  driving 

To  establish  some  approximation  of  the 
amount  of  alcohol  recpiired  to  reach  a certain 
level  of  Irlood  alcohol  percent,  let  us  consider  a 
man  of  150  lijs.  A 12  oz.  Iieer  (4%  alcohol)  or 
3 oz.  of  wine  (12%  alcohol)  or  1 oz.  of  licpior 
(45%  alcohol)  would  raise  his  level  to  0.02%  on 
an  empty  stomach.  Five  times  that  amount  in 
one  hour  would  bring  him  up  to  0.10%.  His 
l>ody  will  eliminate  about  0.015%  per  hour. 
Therefore,  it  would  take  three  more  hours  to 
bring  him  down  to  0.05%  or  less;  and  to  drive 
Itefore  that  point  is  to  risk  his  own  life  and  all 
of  those  he  meets. 


A Degree  of  Certainty 

Alfred  Kahn,  Jr.,  M.D. 


,/^Ldegree  of  certainty  is  a spectrum  running 
from  a speculative  diagnosis  through  the  realm 
of  presumptive  diagnosis  right  iqj  to  the  border 
of  a proved  or  established  diagnosis.  A proved 
diagnosis  by  Koch’s  postulates  is  immutable.  Of 
great  importance  is  the  realization  that  specu- 
lative and  presumptive  diagnoses  are  ever 
changing.  The  most  experienced  clinical  cardi- 
ologist of  20  years  ago  cannot  comjx;te  with  the 
well  trained  resident  of  today  in  making  diag- 


noses of  arterio-sclerotic  heart  disease.  The 
altered  pattern  of  the  questionably  positive 
electrocardiographic  tracing  lacks  the  absolute 
finality  of  a coronary  arteriogram  revealing  no 
disease— or  vice  versa— or  the  confirmatory  assur- 
ance of  a correct  clinical  interpretation. 

Proper  enqjloyment  of  appropriate  new  in- 
strumentation lends  an  irresistable  weight  of 
evidence  to  the  better  understanding  of  disease. 
Indirect  evidence  and  non-invasive  techniques 
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are  clesiralile  but  direct  visualization  is  often 
necessary.  A shadow  on  an  x-ray  film  that  may 
appear  to  be  a peptic  ulcer  may  in  fact  be  a 
carcinoma.  A gastroscopy  with  a biopsy  does  not 
suffer  from  presumptions  which  even  the  finest 
radiologist  must  make  in  tlie  interpretation  of  a 
film. 

All  of  this  is  not  to  decry  the  use  of  wisdom, 
intuition,  and  common  sense  in  the  approach  to 
a patient's  diagnosis— the.se  things  are  funda- 
mental. The  big  ipiestion  is— what  degree  of 
certainty  can  the  practicing  physician  expect 
without  invasive  technitpies  or  elaborate  in- 
struments? Posed  differently,  can  the  careful 
neurologic  test  compete  with  reasonable  certainty 
with  the  axial  computerized  tomograpliy  of  the 
brain— not  an  invasive  test  but  certainly  a very 
elaliorate  instrument?  Taking  this  reasoning  one 
step  further,  to  what  degree  is  the  physician 
willing  to  stake  his  medical  acumen  against  more 
refined  methods  which  offer  a certainty  of  result 
that  cannot  lie  otherwise  achieved.  It  is  this 
latter  confrontation  that  drives  more  and  more 
jrhysicians  into  circumscribed  specialties  and 
subsjrecialities  where  he  or  she  can  master  equip- 
ment that  will  produce  an  irrefntafile  answer. 

What  is  the  arena  of  the  non-sulr-specialist?  It 
is  the  degree  of  uncertainty  that  the  public  and 
the  physician  himself  is  willing  to  accept.  There 
is  a rather  large  area  of  conventional  medicine 
readily  attached  by  deductive  and  inductive 
reasoning  readily  applied  by  the  generalist.  It  is 
the  borderline  of  this  territory  that  is  the  area 
of  concern.  What  are  the  danger  signals  that 
herald  the  need  for  a more  refined  technitpie  to 
estalilish  the  right  answer?  Should,  for  example, 
asymptomatic  ca.ses  be  submitted  to  a stress  test? 
Redwood,  Borer,  and  Epstein  in  Circulation 
(Vol.  ,51,  p.  803,  Nov.,  1970)  adtlress  themselves 
to  this  (piestion.  They  found  the  stress  test  was 
not  very  reliabfe  in  symptom  free  patients  Imt 
it  had  a very  satisfactory  degree  of  reliability  in 
symptomatic  patients.  I’hus,  how  often  in  the 
vast  field  of  coronary  artery  disease  should  one 
recommend  catheterization?  Some  indications 
are  cpiite  apjiarent.  However,  when  one  cranks 
in  age  anti  other  disalrling  disease,  the  indica- 
tions begin  to  blur. 

I'ltimately,  the  decision  as  to  the  degree  of 
certainty  that  one  can  and  will  accept  is  based 
on  the  need  for  sjrecific  tlierapy,  the  state  of  the 
patient  s mind,  and  pulrlic  acceptance.  Medical 


schools  are  faced  with  the  problem  of  getting 
more  and  more  young  peojile  into  the  field  of 
general  medicine.  The  success  of  this  endeavor 
may  depend  to  a certain  extent  on  the  indi- 
vidual's perception  of  how  much  he  feels  that  he 
can  accomplish  without  a certain  finality  of 
judgment  which  he  cannot  attain  in  all  fields— 
and  which  iudgment  he  cannot  always  draw  on 
from  his  colleagues  iiecause  of  the  constraints  of 
cost,  distance,  and  time. 

px 

OBITUARY 

HENRY  A.  CRANE,  JR.,  M.D. 

Dr.  Henry  A.  Crane,  [r.,  gynecologist  from 
Monticello,  was  killetl  in  a lumting  accident  on 
November  11,  1976.  Dr.  Crane  was  a former 
resident  of  Pine  Bltdf  and  was  in  limited  practice 
due  to  .serious  injuries  received  in  an  automobile 
accident. 

He  was  a graduate  of  the  University  of  Arkan- 
sas Medical  School  and  a memlier  of  the  Drew 
County  Medical  Society,  the  Arkansas  Medical 
Society,  American  Medical  Association,  and  the 
American  College  of  Olistetrics  and  Gynecology. 

Dr.  Crane  is  survived  by  two  sons,  Steven 
Crane  of  New  Orleans  and  Paul  Crane  of  Pine 
Bluff;  two  tlaughters,  Marilyn  Crane  and  Carol 
Crane  of  Pine  Bluff;  and  his  mother,  Mrs.  Anna 
Bell  Crane  of  Eountain  Hill. 

ANSWER— Electrocardiogram  of  the  Month 

The  patient  is  in  complete  heart  block.  In  the  first  strip 
the  atrial  rate  is  twice  the  ventricular  rate  and  they  are 
fortuitous  related.  The  second  P wave  is  hidden  in  the 
peaked  T wave.  In  the  second  and  third  strips  there  has 
been  slight  slowing  of  the  sinus  rate  and  the  P wave  that 
was  hidden  in  the  T wave  starts  to  show  on  the  end  of 
the  wave.  Also,  the  interval  from  the  P wave  to  the  QRS 
shortens.  The  ventricular  rate  does  not  change.  The 
complete  heart  block  can  also  be  seen  on  the  patients 
12  lead  ECG  mounted  below.  The  QRS  pattern  of  RBBB 
and  horizontal  axis,  suggests  that  the  site  of  the  ventricu- 
lar focus  is  in  the  Left  Bundle  Branch  or  in  the  His  bundle 
with  a possible  pre-existing  RBBB. 
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THE  MONTH  IN  WASHINGTON 

The  steady  flow  of  the  Potomac  River  towards 
the  sea  is  just  al)out  the  only  visible  activity 
these  tlays  in  the  Federal  (iity.  f’eople  in  the 
government  sit  and  wait.  Fhe  Congress  is  gone, 
the  Presidenty  is  np  for  grabs,  and  the  bureau- 
crats are  not  even  wiggling  their  toes  for  fear  of 
rocking  the  boat. 

# * * * 

Fhe  post-W'atergate  9fth  Congress,  on  paper 


the  most  liberal  Ciongress  in  lecent  history,  re- 
fusetl  to  adopt  any  major  new  fetleral  ventures 
into  the  health  field. 

Nor  did  the  lawmakers  vote  to  impose  added 
controls  on  providers  in  an  elfort  to  get  a handle 
on  soaring  costs. 

Here  is  the  final  status  of  selected  major  health 
and  health-related  legislation  in  the  9fth  Con- 
gress: 


Snbject;  Number 

Home,  Senate  Action 

Presidential 

Committee 

Floor 

Conference 

Action 

1) 

Manpower 
flR  .5.F16 

6 /7  '75 

7 11/75 

Completed;  sent 

P.E.  94-484 

■S.  3239 

5/ 14/76 

7/1/76  (HR  5546) 

to  White  House 

2) 

HMO  .Amendments 

HR  9019 

8/26'75 

11/7/75 

Ccmipleted;  sent 

P.L.  94-460 

,S.  1926 

5 ' 13/76 

6/14/76  (HR  9019) 

to  \\4iite  House 

3) 

CfdA 

HR  11319 

9/8/76 

■S.  1737 

4/26/76 

4/29/76  (Died) 

4) 

Indian  Health 

HR  2525 

4/9,  5/10, 

7/30/76  (S.  .522) 

.Vs’oided;  sent 

P.L.  94-437 

S.  522 

5/12/76 

5/13/75 

5/16/75 

to  W'liite  House 

5) 

EM.S  (and  biomedical 

research) 

HR  12664 

5/5/76 

8/24,  10/1/76 

Avoided;  sent 

P.L.  94-573 

.S.  2548 

5/14/76 

6/10,  lO'l  '76 

to  ^Vhite  House 

(S.  2548) 

HE\V^  Appro})riations 
HR  1 1232 

6/8/76 

6/24/76 

Completed;  setii 

Veto  over- 

■Senate-HR 14232 

6/26/76 

6/30/76 

to  W'hite  House; 

ridden; 

\'etoed 

P.L.  94-439 

7) 

Lobby  Reform 

HR  15 

9/2/76 

9/21/76  (Died) 

S.  2477 

4/26/76 

6/15/76 

8) 

Admin.  Rule-making 
HR  12048 

4/6/76 

Sitspension  vote 
failed  (Died) 

S.  3297 

Pending 

9) 

Medicare,  Medicaid 
Reform  Act 

HR  13080 

Pending 

(Died) 

S.  3205 

Petuling 
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10)  NHI 
HR  — various 
S.  — various 

1 1 ) HEW  Inspector 
General  (rider) 

HR  11347 

Two  important  bills  bit  the  dust.  One,  the 
Clinical  Laboratory  Improvement  Act,  would 
have  set  up  strict  federal  standards  and  licensing 
for  clinical  laboratories.  The  other,  the  Medic- 
aid Fraud  and  Abuse  Bill,  would  have  strength- 
ened the  Health,  Education  and  Welfare  Depart- 
ment’s policing  of  Afedicaid  abuse  and  increased 
penalties  for  violations.  Both  of  these  bills 
cleared  Senate  and  House  committees,  but 
backers  were  unable  to  salvage  them  in  the 
torrent  of  last-minute  action  on  legislation. 

Squeaking  through  during  the  final  days  were 
bills  to  set  up  an  Inspector  General  at  HEW  to 
oversee  fraud  and  abuse,  especially  in  medical 
programs;  to  continue  federal  assistance  to  help 
states  and  localities  establish  emergency  medical 
systems;  and  to  broaden  federal  aid  for  Indiair 
health. 

Casualties  included  bills  to  impose  stricter 
clean  air  standards,  to  revise  the  lobbying  laws 
to  recjuire  additional  reporting;  and  to  change 
the  way  the  government  issues  regulations  to 
Tarry  out  laws. 

# # # # 

The  three-year,  $2  billion  aid-for-medical  edu- 
cation bill  has  been  signed  into  law  by  President 
Ford  who  said  it  “virtually  assures  that  no  indi- 
vidual will  be  denied  a medical  education  for 
financial  reasons.” 

The  Health  Professions  Education  Assistance 
Act  creates  a new  Health  Professions  .Student 
I.oan  Gtiarantee  Program  and  a Loan  Insurance 
Fund  through  fiscal  1978. 

It  continues  and  expands  current  medical 
scholarship  programs.  In  return,  recipients  will 
be  required  to  serve  in  a health  manpower  short- 
age area  for  at  least  two  years. 

In  a statement  released  with  the  signing.  Ford 
said  a government  study  had  shown  “there  were 
alarming  signs  that  this  country  was  facing  two 
growing  problems; 

Not  enough  doctors  in  rural  and  inner 
city  areas. 

A continuing  decline  in  the  number  of 
doctors  practicing  primary  care  because 


(Died) 


9/29/76  (House)  None  needed;  sent  P.L.  94-505 
9/28/76  (Senate)  to  White  House 

too  many  medical  students  are  special- 
izing instead  of  becoming  general  prac- 
titioners.” 

The  bill  requires  medical  schools  receiving 
government  capitation  grants  to  provide  an- 
nually an  increasing  percentage  of  residency 
positions  for  individuals  in  primary  care  spe- 
cialties such  as  internal  medicine,  pediatrics  and 
family  medicine. 

The  compromise  legislation  strengthens  the 
National  Health  Service  Corps.  Before  passage, 
the  measure  was  stripped  of  many  federal  control 
provisions  fought  by  the  American  Medical 
Association. 

# # * # 

President  Ford  has  also  signed  into  law  a bill 
designed  to  stimulate  establishment  and  growth 
of  Health  Maintenance  Organizations  (HMO’s). 
Thrust  of  the  new  law  is  to  relax  many  previous 
restrictions  on  HMO’s  including  the  recpiirement 
that  they  must  have  “open  enrollment”  so  that 
everyone  could  join  regardless  of  health  or 
financial  circumstances. 

The  required  benefit  package  was  trimmed 
slightly,  but  the  final  version  of  the  measure 
retained  the  requirement  that  rehabilitative 
treatment  for  alcoholism  and  drug  abuse  be 
offered. 

The  old  ban  on  private  physicians  partici- 
pating in  an  HMO  on  a part-time  basis  was 
lifted'. 

The  law  makes  it  easier  for  HMO’s  to  receive 
federal  financial  assistance. 

The  AAIA  had  contended  that  effect  of  the 
legislation  was  to  negate  the  original  concept  of 
the  HMO  as  a new  type  of  delivery  system  open 
to  everyone  and  to  distort  the  program  into  a 
simple  subsidy  for  pre-paid  group  practice  plans. 
The  new  law  permits: 

HMO’s  to  contract  directly  with  individual 
practitioners  or  groups  of  health  professionals 
that  do  not  qualify  as  medical  groups  or  indi- 
vidual practice  associations  provided  that  the 
amount  of  services  so  contracted  for  does  not 
exceed  30  percent  of  the  dollar  value  of  the  total 
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physician  compensation  paitl  by  a rural  HMO, 
or  15  percent  ol  such  dollar  value  in  the  case  of 
a non-rnral  HMO. 

A previous  reejuirement  for  medical  groups 
that  jM'ovide  care  for  HMO  enrollees  is  that  the 
provision  of  such  care  must  be  the  group’s 
“princijxtl  professional  activity”.  I'he  bill  pro- 
vides that,  for  a three-year  period,  the  HMO 
could  provide  services  through  medical  groups 
whose  members  do  not  offer  such  services  as 
their  principal  professional  activity.  After  the 
three-year  periotl,  only  medical  groups  whose 
members  have  a sidistantial  responsibility  for 
the  delivery  of  services  to  HMO  enrollees  could 
be  utilized.  Substantial  responsibility  is  defined 
as  devoting  at  least  30  percent  of  the  health 
professional’s  time  to  such  enrollees. 

# # * * 

Total  spending  on  health  care  in  this  country 
is  estimated  to  jump  from  the  current  $140 
billion  to  $223.5  billion  in  five  years,  according 
to  an  actuarial  study  prepared  for  HEW. 

The  study,  which  figures  to  be  often-cited 
during  next  year’s  Congressional  consideration 
of  National  Health  Insurance  (NHI)  proposals, 
also  predicts  that  any  NHI  plan  will  add  at  least 
$10  billion  to  the  overall  expenditures  on  health. 
The  “induced”  spending  would  come  from  “en- 
couraging more  use  of  health  services  covered  by 
the  plan,  adding  administrative  expenses  for  the 
extra  insurance  and  paying  for  bad  debts  and 
charity  services,”  among  other  factors,  the  report 
said. 

The  spending  impact  was  compared  of  six 
major  NHI  plan.s— those  of  the  AM.\,  the  Ameri- 
can Hospital  Association  (AH.V),  the  Health 
Insurance  Association  of  America  (HI.\A),  the 
Labor-Kennedy  forces.  Sens.  Russell  Long  (D-La.j 
and  Abraham  Ribicoff  (D-Conn.),  and  the  Nixon 
Administration  (CHIP). 

The  Gordon  R.  I'rapnell  actuarial  firm  fore- 
cast that  the  Long-Ribicoft  measure  focusing  on 
catastrophic  expenses  would  add  the  least  to 
overall  health  spending  Ity  fiscal  1980  if  put  into 
effect  next  year— $9.8  billion. 

Next  on  the  list  was  the  plan  by  the  health 
insurance  companies— $ 1 1 billion,  followed  by 
CHIP,  $11.3  billion;  the  AMA  plan,  $20.3  bil- 
lion; the  Labor-Kennedy  Program,  $21.8  billion; 
and  the  AHA  plan,  $25.1  billion. 

The  study  said  Long-Ribicoff,  CHIP,  and  the 
HL\.\  plans  “tend  to  use  a variety  of  cost-sharing 


mechanisms,  limit  preventive  services  to  children, 
and  concentrate  most  of  their  additional  spend- 
ing on  the  poor,  while  the  AMA,  AHA,  and 
Health  Security  (Kennedy-Labor)  proposals  tend 
tcj  have  little  or  no  cost-sharing,  provide  preven- 
tive services  to  everyone,  and  increase  insurance 
coverage  broadly  for  the  general  population.” 

All  six  plans  would  add  several  billion  dollars 
to  the  federal  health  care  budget  primarily  to 
provide  improved  health  services  for  the  poor. 
But  the  range  of  some  $10  billion  (Long-Ribicoff) 
to  $130  billion  (Labor-Kennedy)  in  additional 
federal  spending  reflects  largely  the  extent  to 
which  health  insurance  funds  for  the  general 
population  are  funnelled  through  a federal 
health  insurance  mechanism  or  through  private 
health  insurance,  according  to  the  report. 

Without  any  type  of  NHI  total  spending  for 
personal  health  services  will  increase  from  $140.4 
billion  in  fiscal  1976  to  $223.5  billion  in  1980, 
the  report  forecast. 

# # * # 

The  government’s  powers  to  move  against 
quack  remedies  suffered  a setback  when  the  Fed- 
eral Appeals  Court  in  Denver,  Colo,  recently 
refused  to  overturn  a District  Court  decision 
allowing  a cancer  patient  to  buy  and  transport 
the  questionable  anti-cancer  product,  Laetrile. 

The  Appeals  Court  did  not  rule  on  the  ques- 
tion of  whether  Laetrile  was  effective  or  whether 
the  Food  and  Drug  Administration  had  the  right 
to  bar  it  from  the  market.  The  FDA  record  on 
Laetrile  was  “grossly  inadequate,”  the  Court  said. 
“ I he  question  whether  this  is  a new  drug  pre- 
sents a mixed  question  of  fact  and  law  which 
should  be  fully  tried,”  said  the  .\pj>eals  Court. 
1 he  FDA  was  ordered  to  “develop  a record  siq> 
portive  of  the  agency’s  determination.” 

The  FDA  had  no  immediate  comment  on  the 
decision.  Staff  lawyers  were  unsure  how  to  pro- 
ceed. However,  the  Appeals  Court  muddied  the 
waters  on  the  legal  statutes  of  the  controversial 
drug  which  has  .served  as  a focus  for  complaints 
that  FD.\  is  overstepping  its  authority  in  crack- 
ing down  on  non-authorized  drugs  or  products. 

An  Oklahoma  City  District  Court  judge  had 
ruled  earlier  that  Laetrile  was  effective  and  that 
the  FDA  was  acting  unconstitutionally  in  .seeking 
to  prohil)it  it. 

* * * * 

The  charter  class  of  32  at  the  Uniformed 
Services  University  of  the  Health  Sciences  was 
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'A'elcoincd  at  ceremonies  in  W^ashington,  D.  C. 
The  ITe  ^vomen  and  27  men  were  selected  from 
more  than  1,700  applicants. 

Aiitliorized  by  Congiess  in  1972,  the  school 
will  prepare  pliysicians  to  practice  medicine  for 
the  three  military  services  and  the  Public  Health 
Service.  It  has  received  ])rovisional  academic 
accreilitation  from  the  Liaison  Committee  on 
Metlical  Education. 

Permanent  medical  school  facilities  are  under 
construction  at  the  National  Naval  Medical 
Center  in  Bethesda,  Md.,  near  the  National 
Institutes  of  Health  and  the  National  Library  of 
Medicine. 

The  University  students  are  members  of  Uni- 
formed Services  paid  at  the  level  of  a Second 
Lieutenant,  Ensign,  or  Junior  Assistant  Health 
Officer  in  the  Public  Health  Service.  In  return 
for  their  education,  graduates  will  incur  a mini- 
mum oiiligation  of  seven  years  of  medical  prac- 
tice in  one  of  the  services. 

* # # * 


AWARD  PRESENTED  TO  DR.  JOHNSON 

Idle  Jenny  Storthz-Martha  Allis  Pulmonary 
Disease  Awartl  was  presented  to  Dr.  Robert  D. 
Johnson  of  Little  Rock.  The  Trust  Fund  of 
840,000  was  established  in  1972  entirely  from 
Christmas  Seal  money  obtained  by  the  Pulaski 
County  I’uberculosis  and  Respiratory  Disease 
Association  to  support,  in  part,  a Pulmonary 
Disease  Fellow  at  the  ETniversity  of  Arkansas 
Veteran’s  Administration  Hospital  Complex. 
Martha  Allis  and  Jenny  Storthz  were  both  asso- 
ciated with  the  Pulaski  County  Tuberculosis 
and  Respiratory  Disease  Association  for  thirty 
years  and  were  very  active  in  their  work.  Ms. 
Allis  was  Executive  Secretary  for  thirty  years  and 
Ms.  Storthz  was  a volunteer  and  on  the  Board  of 
Directors. 

The  purpose  of  the  award  is  to  encourage 
physicians  in  training  toward  developing  a spe- 
cial interest  and  ability  in  the  treatment  and 
prevention  of  certain  pulmonary  diseases,  and 
primarily  concerned  with  tulierculosis,  bronchi- 
tis, and  emphysema. 


PERSONAL 


DR.  HOLT  SPEAKS  TO  CIVIC  LEADERS 

Dr.  Forney  Holt  of  Hope,  recently  spoke  to 
the  Hempstead  County  Consumer  Health  Ad- 
visory (iommittee  on  diabetes  and  the  importance 
of  its  early  detection.  4'he  group  of  civic  organi- 
zations is  planning  an  extensive  diabetic  screen- 
ing ]>rograni  to  lie  carried  out  in  Blevins,  McNab, 
4\hishington,  and  Hope,  Arkansas. 

OBESITY  HEALTH  CLINIC  HELD 

Drs.  Donald  1).  and  Robert  H.  Weaver  in- 
structed a recent  course  in  Obesity  Management 
and  Eflettive  ^Veight  Control  at  Gentry. 

CANCER  COURSE  HELD 

Drs.  Matthew  Jackson,  ’I'homas  Jansen,  A1 
Nelson,  Janies  Y.  .Suen,  and  Kent  Westbrcrok,  all 
of  Little  Rock,  were  recently  faculty  members 
for  a continuing  education  course  on  cancer  of 
the  lip  and  face.  Dr.  Richard  H.  Je,s.se  of  the 
M.  1).  Anderson  Hospital  and  Tumor  Institute  of 
Houston  was  the  guest  lecturer. 


AND  NEWS  ITEMS 


DR.  COBB  RECEIVED  RECOGNITION 

Dr.  Russell  W.  Cobb  of  Malvern  has  received 
the  American  Medical  .Association  Physician’s 
Recognition  Award  for  his  participation  in  Con- 
tinuing Medical  Education.  Dr.  Cobb  was  also 
elected  to  membership  in  tlie  American  Academy 
of  Family  Physicians  recently. 

AHEC  PROGRAM 

Neil  Ragan,  who  will  graduate  from  the  Uni- 
versity of  Arkansas  College  of  Medicine  in  1977, 
spent  six  weeks  in  Jonesboro  training  with  Dr. 
Phillip  Utley  and  other  Jonesboro  physicians. 
His  time  in  Jonesboro  was  under  the  auspices 
of  the  Area  Health  Education  Center  program  of 
the  University  of  Arkansas  College  of  Medicine. 

NEW  DOCTOR  FOR  RUSSELLVILLE 

Dr.  Nathan  Austin  has  opened  offices  in  the 
Profe.ssional  Park  Building  at  2504  West  Main 
in  Russellville  specializing  in  otolaryngology. 
Dr.  Austin  is  a native  of  Blytheville  and  attended 
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the  l^iiiversiiy  of  Arkansas,  lie  served  Ids  intern- 
ship  and  resitleiuy  at  tlie  l'in\ersity  ol  .\rkansas 
1 lospital  in  Little  Roek. 

UNION  COUNTY  HEALTH  OFFICER 

.\t  tlie  Novenilier  nieetint*  ot  tlie  Iddon  Cionii- 
ty  Medical  Society,  reeogidtion  was  given  to  Dr. 
W'arren  S.  Riley  tor  his  thirty  years  service  as 
I'inon  Cionnty  Health  Otticer.  Dr.  Riley  has 
recently  retired  Iroin  this  post.  Ihe  llnion 
Coniuy  physicians  and  the  I'ldon  County  Medi- 
cal Society  are  cpiite  appreciative  and  thankful 
for  his  years  of  service. 

rite  new  Lhiion  Coitnty  Health  Officer  will 
be  Dr.  fames  E.  Scale,  Jr.,  ot  El  Dorado. 

DR.  T.  H.  HOLLIS  HONORED 

Dr.  r.  H.  Hollis,  family  Practitioner  of  Hot 
Springs,  was  named  Doctor  of  the  Year  by  the 
Ciarland  County  Clnipter  of  the  A.ssociation  of 
.Medictil  .Assistants  recently.  Dr.  Hollis  has  been 


in  practice  in  Hot  Spi  ings  lot  apjiroximately  a 
yeai  and  a half. 

Dr.  E.  K.  Cdaicly's  tissistant,  Mrs.  Joan  Davis, 
was  named  Medical  .Assistant  of  the  ^'ear  at  the 
same  bancpiet. 

DRS.  POPE  AND  WILLIAMS  ADMITTED  TO 
AMERICAN  COLLEGE  OF  CARDIOLOGY 

Ewo  cardiologists  ttssociated  with  Holt-Krock 
(dinic  in  Fort  Sndth,  Drs.  fohn  R.  Pojie  and 
riiomas  N.  Wdlliams,  have  been  granted  Fellcwv- 
ships  in  the  American  College  ot  Caicliology. 
J he  doc  tors  are  among  a group  ot  151  from  the 
United  States  and  Canada  recently  admitted. 

DR.  LANDRUM  ATTENDS  TRI-REGIONAL 
WORKSHOP 

Dr.  Sam  Landrum,  Fort  Smith,  attended  the 
I'ri-Regional  EMS  Workshop  held  in  .Albncpier- 
ejue.  New  Mexico.  Dr.  Landrum  is  chairman  cjf 
the  .Arkansas  E.MS  Council  and  volunteer  .Acting 
Medical  Director. 


THINGS 


TO 

COME 


SPRING  MEETING  OF  AMERICAN  COLLEGE 
OF  SURGEONS 

I’he  Spring  Meeting  of  the  Arkansas  Chapter 
of  the  .American  College  of  Surgeons  will  be  held 
at  the  .Arlington  Hotel  in  Hot  Springs  on  March 
11-12,  1977. 

Dr.  Ed  WModward  of  the  llniversity  of  Florida 
will  be  guest  speaker.  .-A  block  of  rooms  have 
been  set  aside  for  the  grouj)  memliers  at  the 
.Arlington  but  each  incliciclual  must  make  his 
own  re,servations. 

Dr.  Carl  L.  Williams  of  522  South  Kith,  Fort 
Smith  is  Secretary  of  the  Chapter. 


SYMPOSIUM  ON  PHILOSOPHY  AND  MEDICINE 

I'he  fifth  Symposium  on  Philosophy  and  .Medi- 
cine, “Clinical  Judgment”,  will  be  held  at  the 
lliiversity  of  California  at  Los  .Angeles  on  .April 
14,  15,  and  l(i,  1977.  For  further  information, 
please  contact: 

H.  Lristram  Engelhardt,  Jr.,  Ph.D.,  M.D. 

Institute  for  the  Medical  Humanities 


University  of  I'exas  Medical  Branch 
Cialveston,  Texas  77550 
713-705-2370 

UNIVERSITY  OF  ARKANSAS  CONTINUING 
EDUCATION  JANUARY  AND  FEBRUARY 
SCHEDULE 

January 


21-22 

“.Advanced  Life  Support" 

Dr.  Dale  .Morris,  Program  Director 

24-20 

“.Acute  Respiratory  Failure" 

Dr.  Charles  Hiller,  Program  Director 

Februar) 

No  Date 

"CFynecologic  Endocrinology  and 

Set 

Infertility" 

Dr.  David  Barclay,  Program  Director 

10 

“Basic  Midti-Disciplinary  Psychiatric 
Seminar" 

Dr.  Robei  t Matthews,  Program  Director 
Course  i tins  through  .April  21,  1977 

24 

■'.Advanced  Multi-disc iplinary 

Psychiatric  Semitiar" 

Dr.  Robert  Matthews,  Program  Director 
Ciourse  runs  through  .May  12,  1977 

25 

“Sixth  Neonatal  Seminar" 

Dr.  .Alice  Beard,  Program  Director 

F'or  further  information  regarding  a specific 

course,  c 

all  toll  free  800-482-9912. 
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HAIR  TRANSPLANT  SYMPOSIUM 

The  American  Society  for  Dermatologic  Sur- 
gery and  the  American  Academy  of  Facial  Plastic 
and  Reconstructive  Surgery  are  co-sponsoring  the 
Fourth  Annual  Hair  Transplant  Symposium  and 
Workshop  which  is  designed  to  offer  an  oppor- 
tunity for  the  exchange  of  ideas  among  various 
disciplines  and  to  present  the  latest  advances  in 
technicjues  on  hair  transplantation. 

The  conference  will  be  held  February  11th 
and  12th,  1977,  at  the  Stough  Dermatology  and 
Cutaneous  Surgery  Clinic,  P.A.,  Doctors  Park, 
Hot  Springs  71901.  Attendance  will  be  limited. 

Multi-discipline  International  Faculty  will  in- 
clude dermatologists,  otolaryngologists,  regional 
and  general  plastic  surgeons. 

For  further  information,  contact  D.  B.  Stough, 
HI,  M.D.,  Program  Director. 

* * * # 

ALTON  OCHSNER  MEDICAL  FOUNDATION 

The  Seventh  Annual  Postgraduate  Course 
in  Gastroenterology 

“SMALL  INTESTINE  AND  COLON: 

AN  UPDATE” 

January  20-22,  1977 
Ochsner  Medical  Institutions 
Monroe  Hall 
Program  Director 
\Villiam  D.  Davis,  Jr.,  M.D. 

Co-Director 

Chesley  Hines,  Jr.,  M.D. 

This  seventh  annual  course  in  gastroenterology 
will  present  up  to  date  information  on  advances 
in  the  understanding  of  the  physiology  and  the 
pathophysiology  of  the  small  intestine  and  the 
colon,  as  well  as  disease  states  of  the  Itowel. 
Although  designed  primarily  for  the  generalist, 
material  will  l)e  considered  in  sufficient  depth  to 
be  of  interest  to  specialists  in  the  fields  as  well. 

Registration  Fee  — $125.00 
* # * # 

“VASCUL.\R  SURGERY  - UPDATED” 
February  3-5,  1977 
Ochsner  Medical  Institutions 
Monroe  Hall 
Program  Director 
John  L.  Ochsner,  M.D. 

This  course  is  directed  toward  the  practicing 
general  and  vascidar  surgeon  and  its  purpose  is 
to  update  the  practicing  surgeon  as  to  the  newer 
developments  in  vascular  surgery.  There  are  to 


be  short,  formal  lectures  and  panel  discussions 
with  questions  from  the  audience.  There  will 
also  be  some  wet  clinics  to  demonstrate  the 
operative  technic  of  certain  procedures. 

Registration  Fee  — $125.00 

Please  send  all  requests  for  information  to: 
Continuing  Education 
Alton  Ochsner  Medical  Eoundation 
1516  Jefferson  Highway 
New  Orleans,  LA  70121 
504/834-7070,  Ext.  5831 

# # * # 

EMERGENCY  MEDICINE: 

CLINICAL-RADIOLOGICAL  CORRELATION 

Fhis  interspecialty  postgraduate  seminar  will 
be  presented  March  18-20,  1977  at  Pointe  West 
Resort  in  Phoenix,  Arizona.  Content  will  be 
directed  to  radiologists  and  emergency  room 
physicians.  The  course  is  approved  for  14  hours 
of  Category  I,  American  Medical  Association 
credit.  Tuition  $1 10.00. 

Eor  further  information  write  to  Program  Di- 
rector, Austin  R.  Sandrock,  M.D.,  Chairman, 
Department  of  Radiology,  Maricopa  County 
General  Hospital,  2601  East  Roosevelt,  Phoenix, 
Arizona  85008. 

POSTGRADUATE  COURSES 

“Physician  Instructor  Course  in  Advanced  Life 
Support”,  January  21-22,  1977.  This  is  presented 
by  the  American  Heart  Association  and  UAMSC 
Department  of  Medicine  and  Continuing  Educa- 
tion at  the  Camelot  Inn  in  Little  Rock.  Program 
Director  is  Dr.  Dale  Morris,  Assistant  Professor 
of  Surgery,  UAMSC.  Sixteen  Prescribed  Hours 
credit  approved. 

Chest  Conference  will  be  held  the  1st  and  3rd 
Wetlnesday  of  each  month  at  St.  Edward  Mercy 
Hospital  in  Eort  Smith.  Responsible  organiza- 
tion is  the  Area  Health  Education  Center,  Dr. 
John  R.  Williams  is  Program  Director.  Hour  for 
Hour  approved  prescribed  credit. 

“Respiratory  Failure”  on  January  24,  25,  26, 
1977,  is  sponsored  by  the  Pulmonary  Division 
UAMSC.  Program  Director  is  F.  Charles  Hiller, 
M.D.  and  will  be  held  at  Hendrix  Hall  in  Little 
Rock.  Twenty- four  prescribed  hours. 

Postgraduate  Psychiatric  Multidisciplinary 
Continuing  Education  (Basic)  to  be  Eebruary  10, 
1977  at  Pine  Bluff.  The  site  will  be  announced 
at  a later  date.  Dr.  Robert  Matthews  will  be 
program  director  and  is  sponsored  by  the 
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IL\MSC].  riiirty  prescribed  hours  approved. 

Post  grad  u a I e Psychiatric  Mult  idiscipliiiary 
(advanced)  Continuing  Education  to  l)e  held  at 
lh\MSC  on  February  17,  1977.  I bis  is  sponsored 
by  the  U.VMSC;  Prograin  Director  is  Robert 
Matthews,  M.D.  and  is  24  prescribed  hours 
credit. 


SOUTHWEST  ALLERGY  FORUM 

On  April  30  through  May  4,  1977,  the  South- 
west Allergy  Forum  will  hold  its  meeting  at  the 
Lakeway  Inn  near  y\ustin,  Texas.  Fhose  in- 
terested should  write  Theo  S.  Painter,  Jr.,  M.D  , 
Suite  107  Medical  Park  Tower,  Austin,  Textis 
78705. 


LETTERS 

TO  THE  EDITOR 

November  8,  1976 

Arkansas  Medical  Societv 

j 

Fort  Smith,  Arkansas 
Dear  Sir: 

The  University  of  Arkansas  College  of  Medi- 
cine is  approaching  its  centennial  year.  Fo 
coincide  with  that  year  a volume  of  history  of 
the  institution  is  being  planned.  1 am  gathering 
information  pertaining  to  the  Department  of 
Radiology  at  the  College  of  Medicine  for  inclu- 
sion in  that  volume. 

I am  seeking  any  sort  of  information  that  the 
members  of  the  Society,  both  radiologists  and 
non-radiologists,  might  have  that  would  aid  in 
this  project.  I would  particidarly  like  remi- 
niscings,  anecdotes,  photographs,  or  newspaper 
clippings.  Of  immediate  concern  to  us  is  infor- 
mation dealing  with  the  pre-1940  years  of 
radiology  at  the  school  and  in  .\rkansas. 

Any  information  pertaining  to  this  subject 
would  be  very  much  appreciated,  and  of  course, 
all  clippings  and  photographs  woidd  be  copied 
and  the  originals  returned  to  the  owners. 

Thank  you  very  much  for  yotir  help. 
Sincerely, 

Max  L.  Baker,  Ph.D.,  Plead 
Division  of  Radiological  Sciences 
Assistant  Profe,ssor  of  Radiology 
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COUNCIL  OF  THE  ARKANSAS 
MEDICAL  SOCIETY 
November  14,  1976 
Majestic  Hotel,  Hot  Springs 

1 he  Cotmcil  of  the  Arkansas  Medical  Society 
met  at  10:00  A.M.  on  Sunday,  November  14, 
1976,  at  the  Majestic  Hotel  in  Hot  Springs. 
Present  were:  Burge,  Koenig,  Kolb,  Shidfield, 
Du/an,  P.  Bell,  Harris,  McCrary,  Clark,  Jouett, 
Whlliams,  Henry,  Ktitait,  “Whlkins,  Crow,  Ajtple- 
gate,  Verser,  \V4atson,  Ellis,  Townsend,  Edgar 
Easley,  Neil  Sims,  Banks  Blackwell,  William 
James,  Joe  McAlister,  George  AVvarren,  Sam 
Koenig,  P.  Phillips,  Ken  lally.  Dr.  Long,  Mr. 
W'arren,  Mr.  Mitchell,  Mr.  Cearley,  Miss  Rich- 
mond, and  Mr.  LaMastus. 

Executive  \4ce  President  Long  introduced  to 
the  Council  Mr.  Ken  LaMastus,  who  will  join 
the  Society  headtjuarters  staff  in  December  as 
Piofessionaf  and  Public  Service  Coordinator. 


The  Council  transacted  business  as  follows: 

1.  Neil  Sims,  Director  of  Continuing  Educa- 
tion for  Physicians  at  the  University  of 
.\rkansas  for  Medical  Sciences,  explained  a 
new  program  which  will  begin  about  Janu- 
ary 1,  1977,  in  one  area  of  the  State  and 
eventually  be  statewide.  Lite  jH'ogram  is  a 
telephone  cotisultation  system  operated 
throtigh  a toll  free  telephone  line.  The 
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Council  \oted  appro\'al  of  the  proposed 
program. 

2.  Cliairman  Burge  presented  the  report  of  a 
special  audit  of  the  Society  records  for  the 
])ei  iod  from  December  13,  1975  to  July  31, 
1976,  at  which  time  Paul  Schaefer  retired  as 
executive  vice  president.  Upon  motion  of 
Wilki  ns,  the  Council  approved  the  audit  as 
presented,  lliere  was  discussion  of  the  .So- 
ciety's financial  standing  and  the  dues  in- 
crease to  be  effective  January  1,  1977.  The 
Council  approved  a motion  by  McCrary 
that  the  Council  re-evaluate  the  dues  struc- 
ture after  receiving  additional  information 
on  the  Society’s  employee  retirement  plan 
and  the  budget  proposal  for  1977. 

3.  U|)on  motion  ol  Kutait,  the  Council  ap- 
prcned  actions  of  the  Executive  Committee 
in  meetings  of  September  22,  1976,  and 
October  7,  1976. 

4.  President  Koenig  reported  to  the  Council  on 
a meeting  with  Governor  Pryor  to  discuss 
the  malpractice  situation.  The  Governor 
jiiesented  no  proposed  solutions  but  did 
atlvise  that  he  woidd  appoint  a committee 
composed  of  physicians,  lawyers,  insurance 
agents,  and  laymen  to  study  the  problem. 
Dr.  Koenig  pre.sentetl  the  Exectitive  Com- 
mittee’s nominations  for  submi.ssion  to  the 
Governor  as  follows: 

Dr.  r.  E.  Townsend,  Pine  Bhdf 
Dr.  .Mahlon  Maris,  Harrison 
Dr.  Charles  F.  W^ilkins,  Russellville 
Dr.  C.  C.  Long,  Fort  Smith 
Dr.  John  P.  Burge,  Lake  'Village 
Dr.  \V.  Payton  Kollt,  Little  Rock 
Dr.  Elvin  Shuffield,  Little  Rock 
Dr.  A.  S.  Koenig,  Fort  Smith 
Four  physicians  will  be  selected  by  the 
Governor  from  the  list  of  nominees.  The 
Council  unanimously  approved  the  proposed 
nominations. 

5.  Ujjon  the  motion  of  ^\hlliams,  the  Council 
votetl  to  obtain  from  the  Missouri  State 
Medical  Association  a breakdown  of  costs 
involved  in  its  recent  program  of  getting 
remedial  legislation  enacted  for  malpractice 
liability. 

6.  President  Koenig  reported  to  the  Council  on 
negotiation  with  the  Medicare  inter- 
mediary and  the  Bureau  of  Health  Insurance 


on  the  change  of  payment  method  of  Medi- 
care fees.  He  reported  that  Society  repre- 
sentatives meeting  with  the  Bureau  of 
Health  Instirance  woidd  work  for  the  best 
interest  of  the  membership  and  any  pro- 
posal for  payment  of  fees  under  the  one- 
locality  concept  woidd  be  presented  to  the 
Council  and/or  House  of  Delegates  for 
approval. 

7.  Ray  Jouett,  Chairman  of  the  Council’s  Ad 
Hoc  Committee  to  Studv  the  Health  De- 

j 

partment,  reported  that  there  had  been  no 
attendance  at  the  hearing  of  his  committee 
scheduled  earlier  that  morning.  He  re- 
(piested  that  the  Executive  Vice  President 
reschedule  the  open  hearing  for  a later  date. 

8.  Asa  Crow,  Chairman  of  the  Council’s  Medi- 
cal School  Committee,  presented  a proposed 
resolution  from  his  committee  which  jDer- 
tained  to  the  School  of  Nursing  of  the 
Llniversity  of  Arkansas.  Upon  the  motion 
of  Jouett,  the  Council  voted  to  refer  the 
resolution  to  the  Physician-Nurse  Joint 
Practice  Committee  with  the  retjuest  that 
the  committee  report  back  to  the  Council  at 
its  next  meeting  on  information  gathered 
which  woidd  either  substantiate  or  refute 
the  charges  of  the  resolution. 

9.  Upon  the  motion  of  Wilkins,  the  Council 
voted  to  recommend  to  the  House  of  Dele- 
gates that  the  physicians  of  Arkansas  not 
become  involved  in  training  or  certification 
of  physician’s  assistants. 

10.  Upon  the  motion  of  Kutait,  the  Council 
approved  increasing  the  Society’s  1976  furni- 
ture and  ecpupment  budget  by  $3,500  to 
cover  the  purchase  of  dictating  etjuipment 
and  a typewriter,  desk  and  chair  for  an 
additional  employee. 

11.  U]3on  the  motion  of  Williams,  the  Council 
voted  to  .schedule  Council  meetings  on  a 
regidar,  bi-monthly  basis. 

12.  LIpon  the  motion  of  Jouett,  the  Council 
voted  to  invite  a representative  of  the  Medi- 
cal Group  iManagement  A.ssociation  to 
attend  meetings  of  the  Council  when  the 
meeting  agenda  includes  items  of  inter- 
mediary negotiations. 

"Lite  Council  meeting  adjourned  at  12:10  P.M. 

APPROVED:  John  P.  Burge,  M.D. 

Chairman  of  the  Council 
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HOUSE  OF  DELEGATES 
November  14,  1976 
Majestic  Hotel,  Hot  Springs 

The  House  ol  Delegates  of  tlic  Arkansas  Metli- 
cal  Society  was  called  to  order  liy  \dce  Speaker 
Asa  Cirow  at  1:85  P.M.  on  November  11,  l!)7b, 
at  the  Majestic  Hotel  in  Hot  Springs. 

Invocation  was  by  President-elect  W.  Payton 
Kolb. 

llpon  the  motion  ol  \'erser,  the  House  voted 
to  dispense  with  the  roll  call  ol  members  ol  the 
House  and  to  act  as  a “Ciommittee  ol  the  Whole” 
with  everyone  present  entitled  to  vote. 

Dr.  Crow  advised  that  the  “Resolution  ol  Con- 
cern" Irom  the  Medical  School  Committee  ol  the 
Council  had  been  relerred  to  the  Physician-Nurse 
Joint  Practice  Committee  lor  Inrther  considera- 
tion. 

rite  lollowing  items  ol  business  were  con- 
sidered by  the  Committee  ol  the  Whole: 

1.  Chairman  Bnrge  presented  a recommendation 
Irom  the  Council  that  the  physicians  ol 
Arkan,sas  not  become  involved  in  training  or 
certilication  ol  physician’s  assistants.  Coun- 
cilor Wilkins  reejnested  a correction  to  “the 
State  ol  Arkansas  not  become  involved  in 
training  or  certilication  ol  physician's  assist- 
ants.” Upon  the  motion  ol  Warren,  the 
House  approved  the  recommendation  ol  the 
Council  as  corrected. 

2.  Joe  Ver.ser,  Secretary  ol  the  State  Medical 
Board,  spoke  regarding  the  status  ol  the 
Healing  Arts  Examination.  He  stated  that 
there  were  three  possible  courses  ol  action  to 
be  recommended:  (1)  that  day  one  ol  the 
FLEX  be  adopted  in  lien  ol  the  Healing 
Arts  Examination,  (2)  snjcport  abedishment 
ol  the  Healing  Arts  Board,  or  (3)  recommend 
no  change  in  the  cnrient  Healing  Arts  Re- 
(|nirements.  Dr.  Verser  spoke  in  lavor  ol 
proposal  number  one.  Legal  counsel  advised 
that  snbstitnticjn  ol  a portion  ol  the  EL.EX 
examination  lor  the  Healing  Arts  Examina- 
tion woidtl  not  be  upheld  in  the  courts. 
Upon  motion  ol  Ellis,  it  was  voted  to  recom- 
mend that  there  lie  no  change  in  the  healing 
arts  reejnirements. 

3.  LIpon  the  nujtion  ol  Kntait,  it  was  voted  to 
.send  a letter  explaining  the  position  on  the 
healing  arts  examination  to  the  Dean  ol  the 
Ibiiversity  ol  Arkansas  College  ol  Medicine 
lor  dissemination  to  the  student  body  ol  the 


University  ol  .Arkansas  College  ol  Medicine. 
Ehe  motion  ;dso  directed  lliat  a letter  ol 
appreciation  be  lorwarcled  to  members  ol  the 
Healing  .\its  Board. 

-1.  Chairman  ol  the  .Medical  Legislation  Com- 
mittee, Ithin  Shnllield,  ]>resentecl  recom- 
mendations Irom  his  committee  as  lollows: 

(A)  Occupational  therapists.  'Lhe  Committee 
recommended  that  the  Society  support 
[lassage  ol  legislation  to  provide  certili- 
cation ol  occupational  therapists  under 
the  State  Medical  Board.  .Motion  lor 
a]>proval  cairied. 

(B)  Ciontinning  Education  .Act.  Lhe  Com- 
mittee recommended  adojjtion  ol  a Con- 
tinuing Education  .Act.  .A  bill  has  been 
dralted  which  is  mostly  permissive-type 
legislation  providing  lor  continnation 
education  recpiirements  under  the  State 
.Medical  Board.  'Lhe  rides  and  regnla- 
tions  as  to  how  many  hours  rei|nirecl  lor 
relicensnre,  etc.,  would  be  by  adminis- 
trative action  ol  the  Board.  .-Apjwoval 
wars  voted. 

(C)  Licensure  by  Reciprocity.  Lhe  Commit- 
tee recommended  changing  tlie  Medical 
Practices  .Act  jirovisions  lor  licensnre  by 
rctijwocity  to  reijinre  applicants  to  re- 
main in  location  listed  on  ap|)lication 
as  intended  site  ol  practice  or  lace 
revocation  ol  license.  Physicians  to  prac- 
tice in  hos])itals  would  be  exemjit  Irom 
the  procisions  ol  the  act.  Physicians  w'ho 
do  not  wish  to  accejit  the  conditions  ol 
such  recipiocal  licensnre  could  take 
examination  lor  licensnre.  Upon  motion 
ol  W'ilkins,  the  proposal  was  given 
a])proval. 

(D)  Whnver  ol  Liability  lor  Boaicl  Members. 
Lhe  (Committee  recommended  pa.ssage  ol 
legislation  to  piovide  that  no  member 
ol  a board  or  any  prolession  or  occupa- 
tion classilied  by  the  statutes  ol  .Arkansas 
as  a healing  arts  prolession  shall  lie  liable 
in  indemnity  to  any  person  lor  slander, 
liliel,  delamation  ol  character,  breach  ol 
any  previous  communication  or  other- 
wise lor  any  action  taken  wdlhin  the 
scope  ol  the  limction  ol  such  board,  il 
such  board  member  acts  without  malice 
and  within  the  reasonable  beliel  that 
such  action  is  warranted  by  the  lacts 
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known  to  him.  Motion  for  approval 
carried. 

(E)  Disabled  Physician's  Act.  The  Commit- 
tee recommended  passage  of  legislation 
to  exempt  from  liability  a hospital  and 
memiters  of  the  staff  of  a hospital  for 
rejtorts  in  gootl  faith  to  the  State  .Medical 
Hoard  when  there  is  dismissal  of  a phy- 
sician from  the  staff  of  a hospital  because 
of  breach  of  professional  ethics,  medical 
incompetency,  moral  turpitude,  or  drug 
or  alcohol  abuse.  Upon  motion  of 
Warren,  approval  was  voted. 

(F)  Heimlich  Maneuver.  The  Committee 
recommended  that  the  State  Health  De- 
partment be  requested  to  distriltute  more 
information  on  the  Heimlich  maneuver, 
particularly  to  restaurant  employees. 
Motion  for  approval  carried. 

(G)  Financial  assistance  for  sttidents  of  chiro- 


practic and  osteopathy.  The  Committee 
recommended  that  the  Society  oppose  any 
legislation  to  provide  financial  assistance 
to  Arkansas  citizens  studying  the  science 
of  chiropractic  or  osteopathy  in  institu- 
tions of  higher  learning  outside  the  State 
of  Arkansas.  Upon  motion  of  Warren, 
it  was  voted  to  oppose  such  legislation. 

(H)  Definition  of  Death.  The  Committee 
recommended  that  an  attempt  be  made 
to  get  legislation  passed  defining  death. 
Upon  motion  of  Henry,  it  was  so  voted. 

(I)  The  Committee  recommended  that  seri- 
ous consideration  be  given  to  going  the 
petition  route  for  a constitutional  amend- 
ment for  malpractice.  Upon  motion  of 
Blackwell,  it  was  so  voted. 

The  House  adjourned  at  3:10  P.M. 

APPROVED:  Asa  Crow,  M.D. 

Vice  Speaker,  Presiding 


FRANCY  M.  MATEUS,  M.D. 

Dr.  Francy  M.  Mateus  of  305  Valley  Drive, 
Helena,  has  lieen  accepted  into  membership  by 
the  Phillips  County  Medical  Society.  Dr.  Mateus 
is  a native  of  the  Philippines  and  received  her 
medical  education  in  the  Philippines.  She  is  a 
graduate  of  the  University  of  Nueva  Caceres, 
Naga  City,  Philippines  and  the  LIniversity  of  St. 
Thomas  in  Manila.  She  served  her  internship  at 
the  University  of  St.  Thomas  and  graduated  with 
a degree  of  Doctor  of  Medicine  and  Stirgery. 
From  1967  to  1968,  she  was  in  adjunct  residency 
—Obstetrics,  Brookenshire  Memorial  Hospital  in 
Davao  City,  Philippines;  1968  to  1969,  she  was 
house  physician  at  Mother  Seton  Hospital,  Naga 
City,  Philippines;  and  in  1969  to  1970  she  was 


in  a rotating  internship  at  the  Norwegian  Ameri- 
can Hospital,  Chicago,  Illinois.  From  1970  to 
1973,  Dr.  Mateus  was  in  Psychiatric  Residency  at 
the  Pontiac  State  Hospital,  Michigan  State  Uni- 
versity Affiliated  Program,  Pontiac,  Michigan. 
For  two  months  she  was  in  residency  at  the 
Dingleton  Hospital  in  Scotland. 

Dr.  Mateus  had  been  staff  psychiatrist  at  the 
Clinton  Valley  Center,  Pontiac,  Michigan,  and 
assistant  coordinator  of  the  residency  program  at 
the  Clinton  Valley  Center  prior  to  coming  to 
Helena.  She  is  currently  staff  psychiatrist  at  the 
East  Arkansas  Regional  Mental  Health  Center 
in  Helena  anti  a memlter  of  the  .American  Psy- 
chiatric Association  and  the  Arkansas  Psychiatric 
Association. 


JOE  P.  ROUSE,  M.D. 

The  Washington  County  Medical  Society  has 
accepted  Dr.  Joe  P.  Rouse  into  membership.  Dr. 
Rouse  is  a native  .Arkansan  and  received  his 
medical  education  at  the  LIniversity  of  Arkansas. 
He  served  his  internship  at  the  United  States 
Naval  Hospital  in  San  Diego  and  his  residency 
at  the  LInited  States  Naval  Hospital  in  Jackson- 
ville, Florida.  He  served  in  the  Navy  five  years. 
Dr.  Rouse  was  Clinical  Instructor  at  the  Uni- 
versity of  California  in  Los  Angeles  School  of 
Nursing  in  1975.  He  was  Clinical  Instructor  at 
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tlie  University  of  Arkans.is  College  of  Medicine 
in  1975-1970  for  the  Area  Health  Education 
Center  program. 

Dr.  Rouse  is  in  Family  Practice  at  211  West 
Spring  in  Fayetteville  and  is  associated  with  Drs. 
Donald  B.  Baker,  Carie  1).  Buckley,  Jr.,  Hamil- 
ton R.  Hart,  Lee  B.  Parker,  Jr.,  and  James  K. 
Patrick.  He  is  board  certified  by  the  American 
Board  of  Family  Practice  and  a Fellow  of  the 
.Vrkansas  Academy  of  Family  Physicians. 

ROBERT  B.  WILSON,  JR.,  M.D. 

Dr.  Robert  B.  "WiLson,  Jr.,  is  a new  member  of 
the  \Vashington  County  Medical  Society.  He  is 
a native  of  Searcy  and  attended  the  LTniversity 
of  .Arkansas  College  of  Medicine  where  he  re- 
ceived his  M.D.  degree.  He  interned  at  the 
Ibiiversity  Hospital  in  Little  Rock. 

Dr.  Whlson's  office  is  located  on  Highway  68 
West,  Huntsville,  and  he  is  a family  practitioner. 

HERBERT  H.  PRICE,  III:  MEDICAL  STUDENT 

Mr.  Herbert  H.  Price  has  been  extended  mem- 
bership into  the  Pnlaski  County  Medical  Society. 

He  is  a sophomore  at  the  University  of  Arkan- 
sas and  is  a native  of  Arkansas. 

JOHN  B.  WEISS,  M.D. 

Dr.  John  B.  ^V^eiss  is  a new  member  of  the 
Pidaski  County  Medical  Society.  He  is  a grad- 
uate of  the  Lhiiversity  of  Arkansas  College  of 
Medicine  and  interned  at  the  LIniversity  Hos- 
pital. He  completed  a residency  in  general 


surgery  from  1970  to  1974  at  tlie  same  institution, 
and  is  currently  thief  thoracic  cardiovascnlar 
resident  there. 

Dr.  Weiss  is  board  certified  by  the  American 
Board  of  Surgery  and  is  a member  of  the  South- 
western Surgical  Association,  .American  College 
of  Cardiology,  and  a member  of  the  Candidate 
Group  of  the  American  College  of  Surgeons. 

DAVID  T.  SWARD,  M.D. 

Dr.  David  4".  Sward  has  been  accepted  into 
membership  of  the  Pnlaski  County  Medical  So- 
ciety. He  is  a native  of  Arkansas  and  received 
his  medical  education  at  the  University  of  Ar- 
kansas in  Little  Rock.  He  interned  at  St.  John's 
Hospital  in  4'idsa,  Oklahoma,  and  completed  a 
residency  in  orthopaedics  at  the  LIniversity  of 
Arkansas  College  of  Medicine  in  1976. 

LARRY  STERLING  WATKINS,  M.D. 

Dr.  Larry  S.  Watkins  is  a new  member  of  the 
Pulaski  County  Medical  .Society.  He  was  born 
in  Monticello,  Arkansas,  and  received  his  medical 
education  at  the  LIniversity  of  Arkansas.  His 
internship  was  at  the  University  of  Arkansas 
Medical  Center  and  he  completed  his  residency 
in  Jidy,  1976,  at  the  Ibiiversity  of  .Arkansas 
Medical  Center  in  internal  medicine. 

Dr.  Watkins’  office  is  located  at  500  South 
University,  Suite  402,  and  his  specialty  is  Internal 
Medicine.  He  is  a member  of  the  .Association  of 
American  College  of  Physicians. 
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Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines, Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 

to  reflex  spasm  to  local 
pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
months  of  age.  Acute 
narrow  angle  glaucoma; 
may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 
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Emergency  Medical  Services  of  Arkansas 

Samuel  E.  Landrum,  M.D.• ** 


History 

Trauma  has  become  a disease  of  major  epi- 
demic proportion  in  this  country.  This  tact  has 
Ijeen  neolected.  I’his  has  lulled  the  medical  pro- 
fession and  public  to  fail  to  reduce  the  110,000 
accidental  deaths  annually  in  this  country.  One- 
half  of  these  are  from  automoljile  related  injuries. 
Injuries  such  as  assault  and  minor  accidents  in 
industry,  home  and  recreation  account  for  the 
others.  Accidental  death  is  the  biggest  killer  in 
this  country  of  persons  before  the  age  of  37.  This 
is  when  most  of  our  citizens  are  at  their  most 
active  and  productive  time  of  life.  One  can 
readily  see  the  high  cost  financially  and  on  a 
humane  basis  that  trauma  engenders. 

O 

In  the  early  1900's  the  first  horseless  carriage 
in  Chicago  was  an  aml)ulance.  There  was  prob- 
ai)ly  a discussion  among  tlie  leaders  of  the  time 
regarding  the  cost  of  this  service  and  wliether  it 
could  replace  the  horse-drawn  carriage.  In  the 
1960's  a survey  by  the  American  College  of  .Sur- 
geons revealed  that  Arkansas  ranged  last  in  this 
country  regarding  mortality  rate  from  trauma  on 
our  jniblic  roads.  In  1972  the  Department  ol 
Transportation  rated  Arkansas  zero  regarding 
the  ability  of  the  State  to  meet  various  Federal 
Highway  Safety  Standards  for  the  delivery  of 
emergency  medical  services.  In  early  1972  the 
.Arkansas  Health  Systems  Foundation  with  the 
cooperation  of  the  Arkansas  Regional  Medical 
Program,  the  Arkansas  Comprehensive  Health 
Planners  and  interested  public  and  private  or- 
ganizations developed  an  application  for  a fed- 
eral contract  of  $3.4  million,  for  implementation 
of  an  emergency  medical  services  system  over  a 
three  year  jreriod  from  July  1972  to  July  197.7. 
'File  .Arkansas  Health  Systems  Foundation  was 
successful  in  its  application  and  developed  a 
plan  wherein  each  district  has  a system.  Con- 

•  Presented  at  the  .\nnual  Session  of  the  Arkansas  Mediral  .Society, 
April  21,  1975. 

•*522  South  16th,  Fort  Smith,  .Arkansas  72901. 


tract  for  elements  of  the  .system  were  made  in 
the  districts  and  have  developed  substantially. 

Various  Systems 

1 he  plan  was  devised  to  serve  live  principal 
functions.  Elfort  was  made  to  avoid  thinking  in 
terms  ol  hartlware,  but  to  think  in  terms  of  serv- 
ices available.  These  services  in  turn  are  rehited 
to  wliat  happens  to  the  patient  from  the  time 
he  becomes  a victim  until  the  time  he  is  released 
to  return  to  self  care. 

1.  Dr  I (’Cl  ion  and  Reporting  or  Consumer 

Information  and  Education. 

Fhere  is  no  widely  advertised  telephone  or 
emergency  number  availalde  throughout  this 
■State  by  which  an  emergency  medical  jiroblem 
can  lie  reported.  Fhis  is  especially  dillicnlt  tor 
the  many  tourists  who  are  unaware  ol  their 
particular  location.  In  some  ol  the  dislricls  the 
number  EXterprise  (S-900  is  availal)le,  and  this 
can  Ice  reached  by  dialing  the  Operator  and  ask- 
ing lor  this.  This  will  connect  the  caller  with  the 
dispatch  center  which  can  determine  the  location 
ol  the  emergency  and  dispatch  a vehicle  with  per- 
sonnel to  the  scene.  The  "911"  is  an  inappropri- 
ate number  in  .Arkansas  because  of  the  multitude 
of  telephone  companies  providing  service  in  this 
State.  EXterprise  8-9()()  seems  to  be  more  feasible 
in  most  parts  of  the  State. 

2.  Resource  Co-ordination  Center. 

For  ihe  Emergency  Metlical  Services  to  be 
available  as  a system,  it  is  necessary  lor  there  to 
be  a point  of  control  aware  of  the  location  ol 
vat  ions  vehicles  and  personnel  acrtjss  a district  il 
the  res|)onse  tck  the  emergency  is  to  be  made  most 
elliciently.  Fhis  dispatcher  knows  what  vehicles 
are  out  of  service  or  unavailable  fcjr  atiother  call 
and  provides  dispatch  of  a second  utiit  or  ;i  back- 
up unit  to  a scene  if  needed.  They  can  also  ad- 
vise incoming  vehicles  of  the  location  of  specialty 
care  and  assist  the  arriving  patients  being  di- 
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rected  to  the  hospital  wliere  special  services  may 
be  most  cpiickly  available  as  needed. 

3.  Mobile  Functions. 

This  includes  the  purchase  of  vehicles  to  meet 
standards  for  patient  care  as  well  as  transporta- 
tion, being  concerned  with  the  stabilization  of  the 
patient  at  the  scene  of  the  emergency,  the  con- 
tinuation of  proper  treatment  enronte  and  safe 
transjiortation  on  rural  roads  as  well  as  urban 
expressways.  Additionally,  considerable  emphasis 
is  made  to  train  the  EMT-A’s  who  are  emergency 
medical  technicians  and  an  emerging  paramed- 
ical specialty  gioup.  These  personnel  have  un- 
dergone a basic  course  of  81  or  more  hours  of 
training,  learning  the  principles  of  controlling 
hemorrhage  and  treating  shock.  Eractures  are 
splinted.  The  positions  for  transferring  patients 
with  various  problems  have  been  taught.  They 
have  also  been  instructed  in  emergency  child- 
birth, and  already  this  information  as  w'ell  as 
most  of  the  other  information  they  have  re- 
ceivetl  has  been  put  to  use  in  the  care  of  patients. 
'Ehere  are  uiulerway  some  training  programs  for 
advanced  emergency  medical  teclinicians.  These 
people  can  be  taught  to  provide  more  .sophisti- 
cated emergency  aid  such  as  the  starting  of  intra- 
venous fluids,  the  passage  of  endotracheal  tubes 
and  the  administration  of  a few  special  drugs 
particidarly  for  cardiac  emergencies  under  the 
supervision  of  a physician. 

4.  Non-Mobile  Functions. 

1 his  relates  to  the  personnel  in  the  emergency 
department  such  as  mmses  and  physicians.  It  also 
lelates  to  categorization  where  individual  hos- 
pitals will  be  aware  of  what  services  they  can 
provide  on  24-hour  basis,  and  patients  recphring 
more  specific  or  specialized  care  can  be  trans- 
ferred directly  to  the  hospital  which  has  this  care 
available.  Studies  have  indicated  whenever  tlie 
patient  is  retained  at  a hospital  emergency  room 
with  no  facilities  for  advanced  resuscitation  or 
treatment,  this  increases  morbidity  and  mortality 
rate  considerably.  This  can  be  avoided  by  pre- 
recognizing  that  certain  hospitals  are  to  l)e  by- 
passed in  the  case  of  extensive  injuries. 

5.  Evaluation. 

This  function  is  relatively  minor  but  is  very 
important  so  that  the  data  nece,ssary  for  future 
funding  and  applications  can  be  derived.  This 
way  the  response  of  a system  to  one  or  more  vic- 


tims can  be  documented,  and  whether  more  peo- 
ple are  being  ultimately  returned  to  society  in  a 
healthy  state  can  be  determined. 

What  Has  Occurred 

More  than  1,000  persons  have  received  the 
training  for  Irecoming  EMT-A’s  provided  through 
the  joint  efforts  of  the  Arkansas  Department  of 
Health  and  American  College  of  Singeons,  Ar- 
kansas Committee  on  Trauma,  the  Committee 
on  Injuries  of  the  American  Academy  of  Ortho- 
pedic Surgeons,  sereval  hospitals,  interested  phy- 
sicians and  colleges.  Not  all  personnel  who  have 
received  this  training  are  actually  employed  in 
ambulance  service.  Some  are  emergency  depart- 
ment nurses  or  other  personnel  in  doctors’  offices 
and  hospitals.  As  a result  of  this  training,  Arkan- 
sas now  rates  16th  in  the  nation  regarding  the 
number  of  nationally  registered  EMT’s  per 
capita. 

There  is  a 2-year  course  for  advanced  training 
in  a few  educational  facilities  in  this  State.  Per- 
sons in  this  training  receive  special  instruc- 
tion regarding  the  administration  of  intravenous 
fluids,  endotracheal  intulration,  more  refined 
methods  of  ventilation,  cardiac  defibrillation  and 
the  administration  of  certain  drugs  for  cardiac 
resirscitation. 

Three  of  the  districts  in  the  State  operate  re- 
source and  control  centers.  Plans  are  underway 
to  enlarge  the  areas  served  by  these,  so  that  all 
areas  in  the  State  can  ultimately  be  reached. 

Emergency  Department  nurses  are  receiving  in- 
structions regarding  the  special  care  needed  by 
emergency  victims.  This  is  being  conducted  by 
workshops  provided  by  the  Arkansas  League  of 
Nurses  at  various  points  around  the  State,  and 
also  in  programs  provided  Iry  the  Committee  on 
Trauma,  the  American  College  of  Surgeons. 

The  recent  Arkansas  General  Assembly  passed 
a lull  legislating  the  standards  for  ambulance 
services.  This  specifies  that  the  Arkansas  State 
Department  of  Health  will  set  the  standards  and 
certify  that  compliance  meets  these  minimum  re- 
(piirements  for  ambulance  operators  to  continue 
or  become  certified  in  this  system. 

Physicians  are  I'eceiving  courses  in  the  State 
through  cooperation  of  the  Arkansas  Medical 
Society,  the  Arkansas  Academy  of  Family  Physi- 
cians and  other  professional  groups.  A 124rour 
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coiiise  has  been  jiresented  in  several  locations  in 
the  State  and  a 2-honr  panel  progTain  was  pre- 
sented at  the  1975  Annual  Session  ot  tlie  Arkansas 
Medical  Society. 

Physicians'  Role 

d'he  physicians  must  maintain  an  active  posi- 
tion teaching  the  ambulance  personnel.  Much  of 
the  didactic  and  practical  course  can  Ije  provided 
by  lay  instructors,  Init  the  prestige  a physician 
lends  and  his  expert  knowledge  enhances  this 


piogram  more  than  can  be  measured.  Physicians 
must  Ice  willing  to  give  their  time  and  serve  on 
vaiious  district  and  statewide  Emergency  Mecl- 
ic;d  Services  Councils.  Linfortunately,  much  ot 
the  eat  ly  program  and  some  of  its  im|jlementa- 
Lion  has  been  done  by  well  meaning  persons  who 
have  never  had  contact  with  patients,  d'his  is  a 
daily  part  of  mcrst  physicians'  jnactice  and  with 
their  advice  and  cooperative  support  this  emerg- 
ing EMS  System  will  expand  to  provide  greater 
care  in  this  neglected  medical  field. 
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Jejunogastric  Intussusception* 

John  Robert  Sellars,  M.D.,**  Fred  T.  Caldwell,  M.D.,***  and  Kerry  Ozment,  M.D.**** 


Abstract 

Jejunogastric  intnssnsception  is  an  nnnsnal 
complication  ol  gastric  surgery.  Only  a lew  more 
than  100  cases  have  been  reported.  In  the  two 
cases  rejrorted  herein,  one  intnssnsception  was  ol 
the  efferent  loop  following  gastrojejunostomy, 
and  one  was  of  both  loops  following  subtotal 
gastrectomy.  The  first  was  managed  by  jejnnos- 
tomy  and  the  second  by  revision. 

Jejunogastric  Intussusception 

Jejunogastric  intnssnsception  is  an  nnnsual 
complication  of  gastric  stirgery.  Only  a few  more 
than  100  cases  have  been  reported. 

Iltinter  first  described  intestinal  inttissnscep- 
tion  in  1793  and  described  three  types:  ileocolic, 
enteric,  and  colic. ^ The  first  gastroenterostomy 
was  jrerformed  in  1881,“  and  the  first  retrograde 
intnssnsception  of  a gastrojejunostomy  was  re- 
ported in  1914.-^  The  first  comprehensive  review 
of  the  snhject  was  presented  by  Beltman  and 
Baldwin  in  193.5.^  The  importance  of  making  an 
early  diagnosis  was  emphasi/ed  by  Foster,  who 
reported  a 10.5%  mortality  if  surgery  was  carried 
out  less  than  forty-eight  hours  after  onset  of 
symptoms  and  53.8%  if  the  time  interval  was 
greater  than  forty-eight  hours.'’  The  purpose  of 
this  paper  is  to  report  two  cases  and  to  review 
briefly  the  diagnosis  and  management  of  this 
problem. 

Case  Reports 

Case  I.  J.  B.  (ASH  #LR59195),  a forty-eight- 
year-old  white  male,  was  admitted  to  the  Arkan- 
sas State  Hospital  in  November,  1970,  because  of 
chronic  colicky  epigastric  pain.  He  had  had  an 
omentopexy  and  later  a siilnotal  gastrectomy 
and  Billroth  II  anastomosis  for  peptic  nicer  dis- 
ease in  1953.  He  had  had  chronic  nausea  and 
occasional  vomiting  ever  since  the  operation,  but 
especially  for  the  year  prior  to  admission.  He 
had  had  colicky  ejrigastric  pain  once  or  twice  a 
day  for  the  past  year.  The  pain  was  not  related 
to  meals  or  to  time  of  day.  He  had  lost  ten  to 
fifteen  pounds  over  the  past  year. 

On  physical  examination  he  appeared  gen- 
erally healthy.  There  were  old  healed  upper 

*From  the  Dcpariineiit  of  Surger\-,  University  of  Arkansas  Med- 
ical Center.  Little  Rock.  .Arkansas. 

* ‘Reprint  requests  to  John  Robert  Sellars,  M.D.,  #1  Medical 
Drive.  i\aragoukl.  Arkansas  72450. 

***4301  W.  Markham.  Little  Rock,  Arkansas  72201. 

****1000  Medical  lowers  Bldg.,  Little  Rock,  Arkansas  72205. 


paramedian  incision  scars.  The  only  significant 
finding  was  mild  direct  epigastric  tenderness. 
Two  different  upper  gastrointestinal  series 
demonstrated  a jejunogastric  intnssnsception. 
(Fig.  1)  He  had  frecpient  bouts  of  epigastric  pain 
and  vomiting  while  being  observed  on  the  ward. 

At  operation  he  was  found  to  have  had  a 
retrocolic  Billroth  II  anastomosis  with  a stoma 
seven  to  eight  centimeters  in  diameter.  The 
afferent  ami  efferent  loops  of  the  jejunum  were 
redundant  and  edematous  and  each  prolapsed 
easily  into  the  gastric  pouch  for  a distance  of  six 
to  eight  centimeters.  Both  of  the  redundant 
jejunal  limbs  were  resected  and  an  end-to-end 
anastomosis  was  done.  Just  distal  to  this  the 
jejunum  was  brought  up  and  an  antecolic  iso- 
peristaltic gastrojejunostomy  was  done.  His  post- 
operative course  was  benign.  He  did  continue 
to  have  some  late  dumping  symptoms  (nausea, 
pallor,  sweating,  and  nervousness)  which  he  had 
had  jrreviously,  but  he  did  not  have  the  severe 
colicky  discomfort  in  the  epigastrium. 

Ciase  II.  W.  C.  (UAMCi  #346160)  was  a fifty- 
six-year-old  white  male  who  developed  crampy 
epigastric  and  periumbilical  pain  about  eighteen 
hours  prior  to  admission  to  the  University  of 


Figure  1. 

Case  1.  An  upper  gastrointestinal  series  demonstrating  intussuscep- 
tion of  jejunum  into  the  gastric  pouch. 
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Arkansas  Medical  (Center.  In  two  or  three  hours 
he  began  to  vomit  maroon  colored  material.  The 
last  bowel  movement  was  the  day  helorc  and  was 
normal.  F'rom  19 10-19 12  he  had  had  two  omen- 
topexies lor  diiotlenal  idcer  perforations,  and  in 
1912  lie  hatl  had  a gastroiejnnostomy.  Since  that 
proretlnre  he  had  had  no  gastrointestinal  .symp- 
toms until  the  onset  of  the  present  illness.  He 
was  a heavy  drinker. 

On  jthysical  examination  temperature  was  97°, 
pidse  70,  respirations  16,  and  blood  pressnre 
75/10.  He  appeared  chronically  ill  but  was  in 
no  actite  distress.  The  abdomen  was  not  dis- 
tended, but  there  was  a fidlness  in  the  upper 
abdomen.  There  were  old  incision  scars,  and 
there  was  mild  epigastric  tenderness. 

Hematocrit  was  43  and  remained  stable,  and 
white  blood  count  was  15,300.  Electrolytes  and 
BUN  were  within  normal  limits.  A nasogastric 
tube  returned  some  old  blood  and  bile. 

He  was  continued  on  intravenous  fhuds  and 
nasogastric  suction.  Blood  pressure  rose  to  120/ 
80  mm.  Hg  after  only  two  liters  of  fluid.  He 
remained  stable  but  continued  to  have  old  blood 
in  the  nasogastric  aspirate.  An  upper  gastro- 
intestinal series  obtained  the  next  morning, 
about  twelve  hours  after  admission,  showed  a 
very  dilated  stomach  filled  with  small  Ijowel. 
The  duodenum  and  afferent  loop  appeared 
normal,  but  there  was  a very  dilated  segment 
which  appeared  to  be  efferent  loop.  Barium  did 
not  progress  beyond  this  point  even  after  three 
hours.  (Fig.  2.) 

As  it  was  felt  that  exploration  was  indicated, 
he  was  taken  to  the  operating  room  approxi- 
mately fifteen  hours  after  admission.  Most  of 
the  small  bowel  had  intussuscepted  into  the 
stomach.  (Fig.  3.)  He  had  had  a retrocolic  gas- 
trojejunostomy with  an  anastomosis  approxi- 
mately eight  centimeters  in  diameter.  The 
intussusception  was  reduced  easily  by  traction. 

^Vetzel  jejunostomy  was  done  at  the  site  of  the 
efferent  loop  to  attach  it  to  the  abdominal  wall. 
His  postoperative  course  was  uneventful,  and  the 
jejunostomy  tube  was  removed  on  the  eighth  day. 
AVdien  seen  in  the  clinic  for  follow-up  he  was 
asymptomatic. 

Classification 

Jejunogastric  intussusception  may  be  divided 
into  two  clinical  groups  on  the  basis  of  clinical 
presentation:  the  acute  fulminating  type  and 


the  cluoiiic  recuireiit  type.'' 

Shackman  lists  three  anatomical  types: 

4 ype  1.  Intussusception  of  the  allercnt  loop. 

Type  II.  Intussusception  of  the  effeient  loop 
(al)oul  75%  of  cases). 

d'ype  ill.  In  tussusception  of  both  loops.  ( I bis 
is  the  rarest  type  and  accounts  for 
only  about  19%  of  ca.ses). 

irons  points  out  tliat  types  1 and  11  are  usually 
jejunojejunal  lirst,  then  jejunogastric.^ 

Etiology 

Numerous  etiologies  have  been  suggested. 


Figure  2. 

Case  II.  An  upper  gastrointestinal  series  demonstrating  intussuscep- 
tion ot  jejunum  into  the  gastric  pouch. 


Figure  3. 

Case  III.  Photograph  of  the  stomach  witli  the  intussuscepted 
jejunum  as  it  is  being  reduced. 


Volume  73,  Number  9 — February,  1977 


343 


Jejunogastric  Intussiscf.ption 


.Vinoug  these  are  sudden  increase  in  intraabodmi- 
nal  jrressnre,  such  as  vomiting  or  defecating,  irri- 
tation of  the  jejutinm  by  acid  gastric  contents, 
and  disparity  in  size  of  the  lumina.  However, 
tliis  problem  occitrs  with  equal  frecpiency  in 
anterior  and  posterior  gastrojejimostomy,  wheth- 
er the  stoma  is  large  or  small,  and  after  entero- 
anastomosis  has  been  added.® 

Mechanical  catises  which  have  been  suggested 
indtide  shortening  of  the  mesentery  of  the  jejn- 
nal  loop,  pressure  horn  a short  mesocolon,  ad- 
hesions to  the  mesocolon,  sucking  action  of  the 
stomach  where  the  stoma  is  narrow,  too  large  a 
stoma,  jejunal  stenosis  with  obstntction  facilitat- 
ing anti  peristalsis,  and  ati  unduly  long  afferent 
loop.®  Matty  feel  the  inttissitsception  is  due  to 
retrograde  peristalsis  which  is  secondary  to  some 
ftmctiotial  disttirbance  rather  than  to  a me- 
chanical cause. 

Clinical  Features  and  Diagnosis 

Sudden  colicky  epigastric  pain  is  ttstially  the 
first  symptom.  Vomiting,  a constant  feature, 
ttstially  consists  of  food  first,  then  bile,  then 
finally  blood  as  the  mticosa  becomes  ischemic. 
Abotit  half  the  patients  have  epigastric  tender- 
ness, and  about  half  have  a palpable  epigastric 
mass.® 

Plain  films  of  the  abdomen  are  usually  normal 
btit  may  show  a density  in  the  left  tipper  tptad- 
rant.  Ostnond  and  Fovvder  described  the  signs  of 
jejtinogastric  intussusception  on  njrper  gastro- 
intestinal series; 

1.  Presence  within  the  Itimen  of  the  stomach 
of  a partially-moving  fillitig  defect,  having 
the  lines  of  a normal  jejtinal  jrattern  of 
vah  tdae  conniventes 

2.  Reentry  of  barium  itito  the  stomach  by  way 
of  the  afferent  loop  and  stoma 

3.  Delay  of  gastric  emptyitig 

4.  Increase  in  size  of  the  stomach.^" 

Foster  gives  several  reasons  for  difficulty  in 
diagnosing  this  condition: 

1.  Only  one  or  two  cases  have  been  seen  by 
any  one  surgeon.  I'he  problem  is  so  rare 
it  is  not  thought  of. 

2.  Past  history  of  ulcer  disease  leads  one  to 
think  of  recurrent  ulcer  or  marginal  ulcer. 

3.  As  patients  with  mild  or  moderate  bleeding 
are  usually  kept  quiet,  specific  diagnostic 
procedures  such  as  upper  gastrointestinal 
films  may  be  delayed. 
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4.  The  combination  of  high  intestinal  obstruc- 
tion and  bleeding  is  rare  and  misleading. 

5.  d'he  chronic  ititermittent  type  may  be  re- 
duced spontaneously  before  the  diagnosis  is 
made. 

However,  the  features  of  sitdden  onset  of  epi- 
gastric pain,  vomiting  of  food  then  bile  then 
blood,  and  a palpable  epigastric  mass  in  a pa- 
tient with  previous  gastric  surgery  do  constitute 
a classical  triad.’’  The  differential  diagnosis  in- 
cludes other  more  common  complications  of 
gastric  surgery,  marginal  ulcer,  perforated  ulcer,, 
bleeding  ulcer,  pancreatitis,  biliary  tract  disease, 
and  high  intestinal  obstruction.® 

Treatment 

Vhuious  methods  of  treatment,  all  of  them 
operative,  have  been  used.  Gastrectomy  and 
suturing  of  the  loop  to  the  transverse  colon  or 
mesocolon  have  been  suggested.  Some  have  sug- 
gested that  beyond  simple  reduction  no  pro- 
cedure to  prevent  recurrence  is  necessary.  In  our 
first  case  it  was  felt  that  a definitive  procedure 
was  indicated  because  of  the  chronic  recurrent 
nature  of  the  problem.  In  our  second  case  it  was 
felt  that  a temporary  jej unostomy  with  resultant 
jejunopexy  was  a simple,  safe,  and  effective  means 
of  preventing  recurrence. 
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(^ver  the  jtast  twenty  years  otology  lias 
evolvetl  Ironi  a sjiecialty  heavily  preoccupied 
with  the  treatment  of  infection  and  its  compli- 
cations to  one  much  more  oriented  to  the  pres- 
ervation and  restoration  of  normal  hearing,  bal- 
ance, and  facial  nerve  function.  Although  this 
has  led  to  an  improvement  in  overall  medical 
care,  it  has  made  it  difficidt  for  physicians  both 
in  and  out  of  otolaryngology  to  keep  pace  with 
these  rapid  changes,  and  thereby  able  to  make 
them  available  to  their  patients. 

d'he  key  to  overcoming  this  problem  is  a basic 
understanding  of  the  structure,  function,  and 
method  of  examination  of  the  ear.  .Such  an  un- 
derstanding is  not  difficult  to  attain.  I’he  pur- 
pose of  this  paper  is  (1)  to  help  in  this  attain- 
ment, and  (2)  to  describe  some  of  the  current 
concepts  of  otologic  treatment,  based  on  such  an 
understanding. 

Structure  of  the  Ear 

The  ear  should  be  thought  of  as  two  very 
delicate  neural  end  organs,  one  for  hearing,  the 
cochlea;  and  the  other  for  balance,  the  semi- 
circular canals  and  vestibule.  These  membranous 
structures  are  filled  with  inner  ear  fluid,  are 
located  within  the  temporal  bone,  and  are  con- 
nected centrally  to  the  brain  stem  by  the  cochlear 
and  vestibidar  divisions  of  the  eighth  cranial 
nerve.  In  addition,  the  hearing  portion  of  this 
system  is  connected  to  the  outside  via  the  ex- 
ternal ear  canal,  the  ear  drum  or  tympanic  mem- 
brane, and  the  chain  of  three  small  hearing  bones 
or  ossicles,  d he  ossicles  span  the  middle  ear 
space,  the  first  being  attached  to  the  ear  drum, 
and  the  third  attached  to  the  inner  ear.  d'he 
middle  ear  space  has  a separate  connection  with 
the  nose  via  the  Eustachian  tube  anteriorly,  and 
with  the  mastoid  air  space  jrosteriorly.  The 
facial  nerve,  or  seventh  cranial  tierve,  winds 
throughout  the  strticttires  of  the  temporal  bone 
from  the  internal  auditory  canal  medially  to  its 
exit  from  the  temporal  bone  laterally. 

Function  of  the  Ear 

.Sotind  vibrations  enter  and  travel  through  the 

* Presented  at  the  annual  meeting  of  the  Arkansas  Medical  Soc  iety, 
April  21 . 1975. 

••Department  of  Otolaryngology  and  Maxillofacial  Surgery,  Uni- 
versity of  Tennessee  Center  for  the  Health  Sciences.  Memphis, 
1 ennes.see. 
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MIDDLE  EAR  AND  OSSICLES 


Figure  1. 

Diagram  of  Ear  Structures. 

ear  via  the  ear  canal,  eardrtmi,  the  three  ossicles, 
and  the  inner  ear  fluid  system.  The  sound  energy 
is  then  converted  to  electrical  energy  by  tbe  nerve 
ending.s,  and  travels  on  to  the  brain  stem. 

Motion  of  the  head  causes  movement  of  this 
same  fluid  .system,  which  is  also  converted  into 
electrical  energy  and  travels  to  the  brain  stem 
as  balance  signals. 

1 he  Eustachian  tube  allows  the  middle  ear 
space  to  maintain  an  ecpuil  air  pressure  on  both 
sides  of  the  eardrum,  which  in  tuiii  allows  a 
maximum  of  free  motion  of  the  three  ossicles. 
Blockage  of  the  Eustachian  tube,  on  the  other 
hand,  produces  a vacitum  within  the  midtile  ear, 
anti  the  impaired  motion  of  the  three  ossicles. 

Diagnosis  of  Ear  Disorders 

J'he  operating  microscope  has  revohttionizetl 
nt)t  only  the  surgical  tre.itment  t)f  many  ear  tlis- 
ortlers,  but  ;tlst)  the  diagnosis  of  tympanic  mem- 
br.'ine  ;mtl  midtlle  ear  disease. 

.\utliometry,  or  the  testing  of  hearing  functitni, 
is  basic  to  an  evahiatittn  of  c;ir  function.  It  in- 
volves the  presentation  of  sound  signtils  of  known 
intensity  to  the  patient  in  a .sound-controlled  en- 
vironment, so  as  to  establish  the  jtatient’s  level 
ol  hearing.  Mearing  losses  can  thereby  be  de- 
tected. ;is  well  as  specific  types  of  losses.  'I  bis 
information  of  course  allows  an  interpretation 
of  whether  ;m  ear  disorder  is  present,  and  if  so, 
the  ty|je  of  disorder.  Eor  instance,  a simj)le  fail- 
ure of  sound  to  reach  the  inner  ear  due  to  some 
problem  w'ith  the  conductice  system  (ear  canal, 
eardi  um,  or  crssicles),  which  is  called  a conductive 
loss,  differs  audiometrically  from  a hearing  loss 
due  to  a jnoblem  involving  the  ccxhlea  or  nerve 
of  hearing,  which  is  ctilled  a sensorineural  or 
nerve-type  hearing  lo.ss.  I uning  forks  can  also 
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be  Aery  helpful  in  making  this  differentiation. 
More  sophisticated  hearing  tests  enable  us  to  in- 
dicate whether  a sensorineural  or  nerve-type 
hearing  loss  is  due  to  a problem  within  the 
cochlea,  or  in  the  nerve  of  hearing  (retrocochlear). 

Electronystagmography,  or  ENG,  is  a method 
of  recording  the  movement  of  the  eyes,  tvhich 
are  under  the  control  of  the  inner  ear  balance 
centers,  and  thereby  indirectly  studying  the 
function  of  the  balance  centers.  Electrodes  are 
placed  adjacent  to  the  eyes,  and  electrical  po- 
tentials from  the  eye  are  picked  up  in  much  the 
same  rvay  that  cardiac  potentials  are  picked  up 
by  ERG  electrodes. 

Impedance  testing  is  a new  method  whereby 
the  lelative  stiffness  or  looseness  of  the  middle 
ear  structures  is  measured.  It  is  very  useful  for 
gaining  information  regarding  the  status  of  the 
ftinction  of  the  Etistachian  tube,  the  middle  ear 
space,  and  the  ossicles. 

d’emporal  bone  radiography,  itsing  either 
plane  films,  sophisticated  laminographic  ecpiip- 
ment  such  as  the  Polytome,  or  the  use  of  con- 
trast material  within  the  posterior  fossa  are  ex- 
tremely imjrortant  in  the  diagnosis  of  tumors  of 
the  temporal  bone. 

CURRENT  CONCEPTS  OF  TREATMENT 

Diseases  of  the  temporal  bone  and  their  treat- 
ment can  most  easily  be  understood  by  group- 
ing the  various  disorders  around  the  basic  strtic- 
ture  and  function  of  the  ear.  Therefore  we  can 
think  of  disorders  of  the  inner  ear,  facial  nerve, 
ear  canal,  Eustachian  tube,  and  middle  ear. 

Inner  Ear 

Disorders  of  the  inner  ear  are  probably  the 
most  difficult  ear  problems  to  become  familiar 
with.  Inner  ear  structure  and  function  is  usually 
more  obscure  to  the  physician,  and  it  is  an  area 
that  is  considered  to  be  somewhat  isolated  from 
effective  medical  and  surgical  treatment.  But 
times  arc  changing,  and  we  must  begin  to  make 
the  effort  to  look  at  these  conditions  more  ag- 
gressively if  the  patient  is  to  have  the  most 
effective  medical  and  surgical  treatment  reason- 
al)ly  possible. 

Meniere’s  Disease.  Meniere's  disease  is  not  a 
Avastebasket  term  for  inner  ear  disorders  at  large. 
Rather  it  is  a sjtecific  condition  in  Avhich  an  in- 
creased amount  of  inner  ear  fluid,  or  endolymph, 
is  present  and  produces  distention  and  distortion 


of  the  membranous  structures  of  the  inner  ear. 
It  produces  a distinct  type  of  sensorineural  hear- 
ing loss,  usually  in  only  one  ear,  tinnitus,  and 
attacks  of  spontaneous  vertigo.  Although  it  can 
be  exceptionally  di.sabling,  it  is  also  subject  to 
sudden  spontaneous  remissions  with  relief  of 
symptoms. 

The  great  majority  of  patients  thus  recover 
spontaneously,  or  Avith  the  help  of  medical  man- 
agement. There  is  a distinct  small  minority  of 
patients,  hoAvever,  Avho  are  not  so  fortunate. 
These  patients  sustain  additional  sensorineural 
hearing  loss  Avith  each  attack,  and  over  a period 
of  several  years  may  lose  most  of  their  effective 
hearing  in  the  in\’olved  ear.  Surgical  treatment 
for  these  patients  is  noAV  available. 

Mdien  the  condition  is  in  its  early  stages,  and 
the  degree  of  hearing  loss  is  not  e.xcessive,  but 
yet  the  attacks  of  vertigo  are  disabling,  the  aim 
of  treatment  is  to  eliminate  the  attacks  of  A'ertigo, 
and  to  stabilize,  and  perhaps  even  improve  the 
hearing.  The  endolymphatic  sac  shunt  operation 
is  designed  to  accomplish  this.^  This  procedure 
is  done  through  a post-auricular  incision  and 
through  the  mastoid  space.  The  endolymphatic 
sac,  Avhich  is  an  extension  of  the  inner  ear  mem- 
branous endolymphatic  system,  can  be  ap- 
proached and  opened  here,  Av'ithout  disrupting 
the  more  central  inner  ear  structures.  Having 
opened  the  space,  the  problem  is  how  to  drain 
away  the  over-accumulation  of  inner  ear  fluid 
on  a permanent  Itasis.  Eortunately  the  subarach- 
noid space  lies  immediately  beneath  the  sac.  By 
ojtening  into  the  sac  from  the  outside,  and  then 
making  an  opening  in  the  inner  w^all  of  the  sac, 
a small  shunt  tube  can  be  placed  permanently 
from  the  interior  of  the  sac  into  the  underlying 
sultarachnoid  space.  Excess  endolymph  can 
therefore  be  released  into  the  sulrarachnoid  space. 

I'his  procedure  is  used  only  in  patients  who 
are  considered  medical  failures.  In  my  own 
.series  of  thirty-one  patients,  it  has  been  successful 
in  relieving  vertigo  and  stabilizing  hearing  in 
sixty-five  percent  of  cases.  Hearing  has  actually 
been  improAed  in  thirty-tAvo  percent. 

Another  procedure  which  has  been  found  by 
others  to  be  very  useful  in  this  situation  involves 
the  application  of  ultrasound  energy  into  the 
inner  ear  through  the  ear  canal  and  round  win- 
dow. Results  using  this  technique  have  also  been 
very  encouraging  and  promising. 
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W'hen  these  conservative  procedures  ;ue  not 
snccessfnl,  or  when  the  patient's  hearing  is  so 
severely  impaired  that  it  is  not  worthwhile  trying 
to  save  it,  destruction  of  the  inner  ear  is  prefer- 
able. This  allows  relief  of  vertigo  in  as  high  as 
ninety-nine  percent  of  cases,  depending  on  the 
method  of  destruction  that  is  used.  Although 
there  are  a number  of  approaches  for  destroying 
the  function  of  the  ear,  I prefer  to  accomplish 
as  complete  a destruction  as  possible  so  as  to 
allow  the  least  chance  of  later  recovery  of  ftinc- 
tion  and  recurrence  of  symptoms.  For  this  reason 
I recommend  a trans-mastoid  labyrinthectomy 
with  sectioning  of  the  vestibular  and  cochlear 
nerves.  This  operation  is  performed  through  a 
])OSt-anricular  incision  and  through  the  mastoid 
space.  It  involves  use  of  the  operating  microscope 
and  high-speed  drill  so  as  to  open  the  inner  ear 
spaces  and  remove  the  membranous  contents,  and 
then  to  locate  the  vestibular  and  cochlear  nerves 
in  the  internal  auditory  canal,  d hese  nerves  are 
individually  sectioned,  while  the  adjacent  facial 
nerve  is  carefully  preserved. 

It  is  important  that  patients  witit  Meniere's 
disease  who  do  not  recover  spontaneously  and 
who  continue  to  experience  disalding  symptoms 
having  to  do  with  balance  be  recognized  so  that 
they  can  have  the  benefit  of  surgical  treatment. 

Acoustic  Xeurouia.  I'he  most  significant  le- 
sion involving  the  inner  ear  is  the  acoustic 
neuroma.  This  tumor  typically  begins  on  the 
eighth  cranial  nerve  within  the  internal  atiditory 
canal,  and  grows  medially  into  the  cerebello- 
pontine angle.  In  the  past  this  tumor  has  not 
been  diagnosed  until  it  reached  a size  sufficient 
to  produce  tinmistakable  intracranial  signs  and 
symptoms.  Fhe  morbidity  and  mortality  result- 
ing from  treatment  at  this  stage  were  formidable. 

\Vithin  the  past  fifteen  years  it  has  become 
possible  to  diagnose  this  tumor  much  earlier, 
when  it  is  smaller,  and  tvdien  it  can  Ije  removed 
with  greater  safety  and  less  neurologic  secjuellae. 
This  early  diagnosis  is  based  on  recognition  of 
the  alerting  symptoms  of  unexplained  dizziness 
and  progressive  unilateral  hearing  loss  and  tinni- 
tus, and  by  the  use  of  audiometry,  ENG,  and 
radiography  for  confirmation. 

The  operating  microscope,  high-speed  drill, 
and  surgical  knowledge  of  the  temporal  bone 
have  allowed  the  otologist  to  contribute  to  the 
removal  of  these  tumors  Ity  working  as  a team 


willi  the  neurosurgeon.  'Fliis  team  approach  has 
Iteen  jKirticularly  helpful  in  preserving  the  facial 
nerve  during  tumor  removal. 

.Mtliougli  great  strides  have  Iteen  made  in  tlie 
diagnosis  and  treatment  of  this  treaclierons  lesion, 
the  main  contribution  yet  remaining  to  be  made 
lies  in  the  area  of  early  recognition  at  the  ])ri- 
mary  care  level  of  the  alerting  .symptoms  of  un- 
explained dizziness,  progressive  unilateral  hear- 
ing loss,  and  tinnitus. 

Inner  Ear  Syphilis.  This  same  triad  of  symp- 
toms may  also  be  the  result  of  luetic  disea.se  of 
the  inner  ear.-  It  may  occur  in  the  absence  of 
other  manifestations  of  sypitilis.  It  may  be  con- 
tracted before  birth,  yet  not  make  itself  known 
until  adulthood.  As  is  true  of  lues  generally,  it 
can  mimic  many  other  inner  ear  disorders. 

d his  isolated  form  of  lues  frecpiently  does  not 
produce  a positive  VDRL,  yet  nearly  always  pro- 
duces a positive  ETA.  Eor  this  reason,  it  is  an 
exception  to  the  usual  laboratory  rule  that  one 
first  oittains  a VDRL,  then  obtains  an  ETA  only 
for  confirmation.  If  one  folkws  this  rule,  inner 
ear  luetic  disease  is  undiagnosable  in  most  in- 
stances. \Vhen  diagnosis  is  made,  treatment  with 
penicillin  and  steroids  may  improve  both  hearing 
and  balance. 

Ihulalerol  Labyrinthine  Dysfunction.  Patients 
who  have  had  head  injuries,  with  or  without 
basilar  skull  fracture,  and  with  subseqtient  dizzi- 
ness should  be  suspected  of  having  unilateral 
labyrinthine  dysfunction  on  the  basis  of  labyrin- 
thine concussion  or  fracture.  Ususally  these  pa- 
tients recover  spontaneously  or  with  medical 
treatment.  Wdien  they  do  not,  and  when  the 
dizziness  is  disabling,  additional  work-up  is  in- 
dicated. If  serial  ENGs  show  consistent  and  defi- 
nite dysfunction  of  one  labyrinth,  surgical  treat- 
ment can  Ite  extremely  helpful  in  relieving  the 
balance  disorder.  If  hearing  is  undamaged,  the 
vestibular  nerve  can  be  sectioned  by  approaching 
the  internal  auditory  canal  from  above.  If  hear- 
ing has  been  lost  as  a result  of  the  injury,  a 
laliyriuthectomy  with  sectioning  of  the  vestribu- 
lar  nerve,  as  descriiied  for  far-advanced  Meniere's 
disease,  is  the  treatment  of  choice. 

Facial  Nerve 

I'he  facial  nerve  has  not  always  been  con- 
sidered to  be  within  the  province  of  otolaryngol- 
ogy, even  though  its  course  lies  largely  within 
the  temporal  bone  and  even  though  nine  out  of 
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ten  lesions  involving  the  nerve  occur  within  the 
temporal  bone.  The  operating  microscope  and 
high-speed  drill  have  now  opened  the  entire 
temporal  lione  to  the  otologic  surgeon.  There- 
fore, otolaryngology  now  has  a significant  role 
to  play  in  the  diagnosis  and  treatment  of  facial 
nerve  disorders. 

Three  very  significant  conditions  affecting  the 
facial  nerve  within  the  temporal  bone  are  Bell's 
palsy,  trauma,  and  tumors.  It  has  always  been 
comforting  for  physicians  treating  a case  of  Bell's 
palsy  to  realize  that  approximately  ninety  jrer- 
cent  of  cases  recover  spontaneousfy.  The  use  of 
steroids  appears  to  make  this  even  more  certain. 
Trauma  within  the  temporal  bone  (usually  from 
Irasilar  skull  fracture)  was  freciuently  considered 
something  for  which  nothing  practical  could  be 
done  except  perhaps  for  a fascial  sling  procedure, 
or  perhaps  a by-pass  nerve  giaft  using  the  elev- 
enth or  twelfth  cranial  nerves.  Primal^  tumors 
of  the  facial  nerve,  usually  neuromas,  have  been 
considered  to  be  so  rare  as  hardly  to  deserve 
attention.  But  as  in  so  many  things,  times  have 
changed. 

Bell’s  Palsy.  In  every  large  series  of  patients 
having  Bell’s  palsy,  a small  jrercentage  of  pa- 
tients are  left  with  a poorly  functioning  face  and 
a resulting  .serious  cosmetic  problem.  The  im- 
pact of  this  on  the  patient  is  heavy  indeed.  Two 
facts  make  it  possible  for  us  to  reduce  the  inci- 
dence of  these  unfortunate  results.  First,  perma- 
nent loss  of  function  of  the  nerve  implies  that 
actual  degeneration  of  the  nerve  occurred  at 
some  point  in  time  in  a small  percentage  of  cases. 
Electrical  testing  can  identify  this  occurrence 
fairly  jrromptly  and  witli  reasonable  accuracy. 
.Second,  prompt  surgical  decompression  of  the 
nerve  within  the  temporal  bone,  Ity  opening  the 
nerve  canal  and  incising  tlie  nerve  sheath,  re- 
leases the  pressure  on  the  usually  edematous 
nerve  and  appears  to  allow  recovery  to  occur.  It 
should  be  emphasized  that  sucli  surgical  treat- 
ment is  recpiired  in  only  a very  small  percentage 
of  cases  of  Bell's  palsy,  however. 

Although  this  subject  is  controversial,  tlie 
facts  that  poor  residts  can  occur,  yet  can  be  pre- 
vented by  prompt  recognition  and  surgical  inter- 
vention, make  it  important  that  we  be  alert  to 
recognize  this  unusual  situation. 

Facial  Nerve  Injury.  Basilar  skull  fractures 
and  other  injuries  to  the  temporal  bone  fre- 


tpiently  produce  injury  to  the  facial  nerve.  Usu- 
ally there  is  simultaneous  injury  to  the  hearing 
and  balance  structures  as  well.  The  otolaryn- 
gologist is  in  a particularly  good  position  to  diag- 
nose the  site  of  injury  to  the  nerve,  because  the 
necessary  diagnostic  tests  are  part  of  his  routine 
workup.  The  operating  microscope  and  high- 
speed drill  allow  him  to  approach  the  site  of 
injury,  evaluate  the  extent  of  the  injury,  and 
either  approximate  the  severed  nerve  endings  or 
to  place  a nerve  graft  when  this  is  necessary.  Re- 
sults with  this  type  of  treatment  are  much  su- 
perior to  acceptance  of  non-function,  or  to  plas- 
tic procedures  on  the  facial  musculature. 

Facial  Nerve  Neuromas.  The  late  Sir  Ter- 
rence Cawthorne,  English  otologist,  observed  that 
“all  that  palsies  is  not  Bell’s.”  The  physician 
who  treats  Bell’s  palsy  must  be  aware  of  this, 
or  he  will  overlook  the  case  of  apparent  Bell’s 
that  is  actually  due  to  a neuroma  of  the  nerve, 
usually  within  the  temporal  bone.  Recurrent 
episodes  of  paralysis  separated  by  apparent  good 
recovery  should  alert  the  physician  to  be  sus- 
picious of  this.  X-rays  provide  the  diagnosi.s,  and 
temporal  bone  surgery  allows  removal  of  the 
tumor  with  placement  of  a nerve  graft.  Other- 
wise this  tumor  produces  widespread  destruction 
to  other  temporal  bone  structures. 

Ear  Canol 

Problems  involving  the  ear  canal  include  im- 
pacted cerumen,  trauma,  foreign  bodies,  con- 
genital atresia,  and  carcinoma. 

Cerumen.  The  very  first  problem  the  physi- 
cian usually  encounters  in  his  evaluation  of  the 
ear  frecpiently  is  inability  to  see  the  ear  drum 
becau.se  of  the  presence  of  ear  wax,  or  cerumen. 
Altliough  it  is  tempting  to  stop  at  this  point  in 
the  examination,  whenever  the  likelihood  of  ear 
patltology  exists,  the  cerumen  should  be  removed 
and  the  drum  visualized.  Although  there  are  a 
number  of  wxiys  to  accomplish  this,  the  safest  and 
most  efficient  is  with  the  use  of  a small  suction 
macliine,  connecting  tubing,  and  a small  suction 
tip.  Witli  the  patient  lying  comfortably,  and 
using  the  suction  tip  titrough  an  otoscope,  ceru- 
men can  lie  removed  with  relative  ease  and  a 
high  degree  of  control  and  safety.  .Small  children 
recpiire  restraint  during  this  procedure  however. 

Trauma,  Foreign  Bodies.  Trauma  and  foreign 
bodies  of  the  ear  canal  should  be  approached 
with  considerable  care.  In  the  event  of  trauma. 
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it  is  good  practice  to  examine  tlie  ear  canal,  and 
remove  debris  and  dried  blood.  Once  it  is  ap- 
parent that  there  is  injury  to  the  tympanic  mem- 
i)iane,  partictdarly  it  tliere  is  a history  ot  preced- 
ing liead  injury  and  possible  basilar  skidl  frac- 
tnre,  otologic  evaluation  is  desirable.  .Similarly, 
small  toreign  Irodies  can  many  times  ire  removed 
without  diflicidty  using  small  angled  instruments 
with  the  stiction  arrangement  just  described. 
Great  care  must  be  taken  however  with  ditficult 
or  larger  foreign  Irodies,  partictdarly  in  situa- 
tions involving  infants  and  small  children  in 
which  movement  may  produce  injury  to  the 
tympanic  memirrane.  In  these  sittiations,  the 
use  of  an  operating  microscope,  small  ear  instru- 
ments, and  general  anesthesia  convert  a hazard- 
ous situation  into  a routine  procedure. 

Congenital  Atresia.  Congenital  atresia  of  the 
ear  canal  may  or  may  not  be  associated  with  ab- 
normality of  the  atiricle  and  middle  ear  struc- 
tures. In  the  past,  emphasis  has  been  placed  on 
cosmetic  correction  of  the  external  ear  deformity 
when  it  was  present.  Now,  using  the  technitpies 
of  tympanoplasty  which  will  be  described  later, 
a new  ear  canal  and  ear  drum  can  usually  be 
created  and  the  middle  ear  structures  rearranged 
so  that  sound  energy  can  be  delivered  to  the  inner 
ear.  It  is  particularly  important  to  consider  this 
procedure  in  bilateral  cases  prior  to  school  age 
so  as  to  pror  ide  necessary  hearing.  Ecpially  im- 
portant is  the  necessity  to  fit  the  child  with  a 
hearing  aid  prior  to  surgery,  during  the  years 
in  which  speech  is  Ireing  developed.  In  unilateral 
situations  with  normal  hearing  in  the  uninvolved 
ear,  corrective  surgery  for  hearing  is  not  nearly 
as  critical. 

Carcinoma.  Any  apparent  external  infection 
of  the  ear  which  does  not  clear,  and  particularly 
which  may  be  associated  with  severe  pain,  should 
raise  the  ejuestion  of  possible  carcinoma.  Newer 
surgical  procedures  are  available  for  the  treat- 
ment of  this  malignancy  which  have  lowered  the 
previously  very  high  mortality  rate. 

Eustachian  Tube 

Eustachian  tube  dysfunction  residts  in  three 
major  types  of  problems,  acute  otitis  media, 
serous  otitis  media,  and  chronic  otitis  media  with 
perforation  of  the  tympanic  membrane.  The 
prolrlem  of  acute  otitis  media  is  well  understood 
generally,  and  no  significant  changes  have  oc- 
curred in  its  treatment.  Rarely  it  may  Ire  as- 


sociated with  acute  mastoiditis  in  cliildren,  wliicii 
may  recjuire  stirgery. 

Serous  Otitis  Media.  .Serous  otitis  media  is  an 
accimudation  of  transudate  within  the  middle 
ear  space,  with  associated  retraction  of  tire  tym- 
panic membrane  and  a coiuluctive  hearing  loss. 
It  occurs  predominately  in  younger  children. 
T here  are  several  ap[rroaches  to  treatment.  Some 
prefer  to  do  a thorough  atlenoidectomy,  which 
many  times  solves  the  prolrlem.  Others  jrrefer 
the  placement  of  ventilation  tulres  through  the 
tympanic  memirrane.  Still  others  believe  that 
the  disease  is  on  an  allergic  basis  and  prefer 
allergic  management  as  the  primary  form  of 
therapy.  No  one  of  these  approaches  soh^es  all 
of  the  prolrlems,  which  can  be  extremely  frustrat- 
ing at  times  to  all  concerned.  Generally  speak- 
ing, however,  hearing  loss  can  be  corrected  most 
of  the  time  and  the  problem  controlled.  The 
primary  contribution  of  the  general  physician 
is  early  detection  of  the  serous  otitis  before  hear- 
ing loss  produces  a problem  with  speech  develo[>~ 
ment  or  with  school  work. 

Chronic  Otitis  Media.  Chronic  otitis  media 
with  perforation  of  the  tympanic  membrane  is 
of  two  types,  depending  on  the  location  of  the 
jrerforation.  .\  perforation  of  the  drum  that 
does  not  extend  to  the  bony  margins  of  the  drum 
is  called  a central  perforation,  while  a perfora- 
tion that  is  not  so  limited  is  termed  a marginal 
perforation.  The  significance  of  this  distinction 
is  that  in  the  marginal  perforation  skin  fre- 
tpiently  invades  the  middle  ear  space  and  per- 
haps the  mastoid  space  as  well,  producing  a 
special  type  of  problem  called  a cholesteatoma. 
In  a central  perforation  this  invasion  of  skin 
rarely  occurs.  When  a cholesteatoma  is  pre.sent, 
it  is  likely  to  produce  complications  such  as  de- 
struction of  the  o.ssicles,  invasion  of  the  inner  ear 
witii  labyrinthitis,  and  even  complications  of 
the  central  nervous  system  such  as  epidural  and 
subdural  airscess,  meuingitis,  and  firain  alisce.ss. 

Treatment  is  nearly  always  surgical.  T his  type 
of  surgery  is  termed  tympanojrlasty,  and  consists 
of  repair  of  the  perforated  drum,  using  me.so- 
dermal  tissue  such  as  fascia  or  vein  as  a graft, 
along  with  rearrangement  of  the  ossicles  when 
they  have  been  damaged  by  llie  disease.  Tliis 
is  all  that  is  usually  necessary  for  a central  per- 
foration. In  the  case  of  a marginal  perforation 
witli  cholesteatoma,  it  is  necessarv  to  remove  the 
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sac  of  skin  in  its  entirety,  or  failing  this,  to  ex- 
teriorize the  growth  of  skin  in  the  middle  ear 
Iry  remo\  al  of  the  or  erlying  ear  drum.  When  the 
skin  growth  extends  into  the  mastoid,  exteriorisa- 
tion,  if  necessary,  requires  removal  of  the  bone 
over  the  mastoid  and  the  bone  that  separates  the 
mastoid  from  the  ear  canal.  This  is  called  a 
radical  mastoidectomy,  and  produces  a mastoid 
cavity. 

Since  these  cavities  are  tliemselves  subject  to 
recurrent  infections  unless  cleaned  regularly,  it 
is  desirable  to  remove  the  skin  growth  in  its  en- 
tirety without  exteriorisation  and  production  of 
a mastoid  cavity.  This  is  called  intact  canal  wall 
t\inpanoplasty. 

“When  a cavity  is  already  present  and  is  in- 
fected, it  may  be  obliterated  with  autogenous 
bone  jraste  and  homogenous  femoral  head  Ijone 
chips.  This  may  be  combined  with  a tympano- 
plasty and  constitutes  an  effort  to  return  the  ear 
as  completely  as  possible  to  its  original  pre- 
diseased state. 

Middle  Ear 

Other  middle  ear  problems  not  resulting  from 
Eustachian  tube  dysfunctions  are  otosclerosis  and 
glomus  tumors. 

Otosclerosis.  Otosclerosis,  more  properly  called 
otospongiosis,  is  a growth  of  new,  imperfect  bone, 
usually  adjacent  to  the  third  ear  bone  or  stapes, 
which  limits  the  motion  of  the  stapes  against  the 
inner  ear  and  produces  a conductive  hearing  loss. 
The  present  treatment  does  not  differ  greatly 
from  the  original  surgical  procedure  tleveloped 
by  John  .Shea  ttventy  years  ago  in  which  he  re- 
placed the  stapes  with  a prosthesis  that  was 
placed  between  the  second  ear  bone  (incus)  and 
the  opening  into  the  inner  ear.  At  present,  a 
number  of  prostheses  are  available  for  a replace- 
ment of  the  stapes.  Usually  a vein  or  fascial  graft 
is  placed  between  the  prosthesis  and  the  inner 


ear.  Hearing  is  restored  to  near  normal  levels  in 
approximately  eight  or  nine  cases  out  of  ten. 
Diagnosis  is  based  on  a high  index  of  suspicion 
in  the  presence  of  an  unexplained  conductive 
hearing  loss  with  a normal-appearing  tympanic 
membrane.  Otosclerosis  may  apparently  also  in- 
vohe  the  bone  covering  the  inner  ear  and  pro- 
duce a sensorineural  (nerve)  hearing  loss. 

Glomus  Tumor.  A glomus  tumor  is  a benign 
growth  that  may  arise  either  from  the  middle 
ear  or  from  the  dome  of  the  jugular  bulb  at  the 
base  of  the  skull.  It  arises  from  neural  tissue  in 
these  locations.  The  latter  type  is  referred  to  as 
a glomus  jugulate  tumor,  and  tends  to  extend 
into  tlie  middle  ear.  Treatment  is  surgical  re- 
moval. Diagnosis  is  based  on  recognition  of  a 
reddish  mass  behind  the  tympanic  membrane, 
sometimes  pulsating,  and  nearly  always  produc- 
ing a pulsing  tinnitus. 

SUMMARY 

The  use  of  sophisticated  diagnostic  tests,  the 
operating  microscope,  and  specialized  surgical 
techniques,  which  have  no  use  except  in  otology, 
have  tended  to  isolate  modern  otologic  practice 
from  the  mainstream  of  medicine.  It  is  im- 
portant that  such  isolation  not  prevent  physi- 
cians in  other  areas  of  medicine  from  being  aware 
of  recent  developments  in  otology  which  may 
benefit  their  patients.  An  appreciation  of  these 
advances  is  enhanced  by  an  understanding  of  the 
structure,  function,  and  method  of  examination 
of  the  ear. 
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Keystone  of  the  Shoulder  Joint 

I.  Leighton  Millard,  M.D.* 


T.e  teiulon  of  the  siipraspinatus  muscle 
makes  up  tlie  superior  aud  central  portion  of 
tlie  rotator  musculotendinous  ctdf  of  the  shoul- 
der joint  (Fig.  B).  This  tendon  is  subjected  to 
considerable  stress  in  many  functions  of  the  arm 
and  can  be  subjected  to  irritation  from  close 
association  with  tlie  subacromial  bursa  (Fig.  A). 

Essentially  the  same  symptoms  arise  whether 
there  is  damage  to  the  btirsa  with  secondary  irri- 
tation of  the  tendon;  or  damage  to  the  tendon 
with  secondary  involvement  of  tlie  bursa. 

Point  tenderne,ss  localized  over  the  superior 
and  anterior  shoulder  joint,  stiffness  of  movement 
in  this  area  and  aggravation  of  pain  by  move- 
ment are  the  cartlinal  signs  of  inflammation  of 
the  siipraspinatus. 

If  symptoms  are  associated  with  acute  injury, 

♦Little  Rock  Orthopedic  Clinic,  P.A.,  P.  O.  Box  5270,  Little  Rock, 
Arkansas  72205. 
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thought  should  be  given  to  a tear  of  the  tendon. 
This  is  best  demonstrated  by  asking  the  patient 
to  hold  his  arm  up  and  straight  out  (or  forward) 
from  his  body.  If  this  maneuver  cannot  be  per- 
formed, a tear  must  be  presumed  to  be  present. 
This  can  often  be  confirmed  by  procaine  in- 
jection and  arthrography.  Complete  tears  re- 
quire surgical  intervention.  Most  usually,  the 
symptoms  are  sub-acute  or  chronic  in  nature  aud 
represent  the  accumulative  results  of  many  small 
injuries.  In  this  case,  the  usual  maneuvers  of 
the  shoulder  joint  are  limited  by  pain,  not  lack 
of  continuity  of  the  musculotendinous  unit. 

The  siipraspinatus  is  not  the  only  important 
tendon  in  this  area,  but  is  more  commonly  in- 
volved in  these  previously  describetl  problems. 
It  .should  be  pointed  out  that  this  cuff  is  very 
important  in  the  functional  picture  of  the  shoul- 
der. It  is  the  stabilizer  of  the  head  of  the  hu- 
merus, and  without  it  the  deltoid  muscle  func- 
tion, providing  abduction  and  flexion  of  the 
shoulder,  is  weakened. 

I'his  loss  of  function  of  deltoid  and  sujiraspi- 
natus  leads  to  stiffness  of  the  gleno-humeral 


Di/^l  oaJ 


Volume  73,  Number  9 — February,  1977 


F'i'G:  B,  LaT^./^I^L 


351 


Keystone  of  the  Shoulder  Joint 


(shoulder)  joint  and  shortening  of  the  fillers  of 
the  capsule  of  this  joint. 

d ims,  the  stage  is  set  for  a frozen  shoulder  be- 
cause of  a chronic  cycle  of  stiffness  leading  to 
pain  and  pain  leading  to  stiffness. 

d'hen,  to  treat  this  problem,  our  attention 
must  he  directed  to  breaking  up  this  cycle  by 
relieving  jiain  and  restoring  motion. 

Analgesics,  heat,  and  injectable  corticosteroids 
(Fig.  C)  are  available  to  obtain  pain  relief. 

Active  range  of  motion  of  the  shoulder,  and 
this  is  important,  is  the  best  way  to  stretch  out 
the  shortened  capsular  fibers.  This  exercise  must 
be  done  by  the  patient  so  that  he  can  gradually 
stretch,  even  if  painful,  the  stiff  joint.  It  is,  un- 
fortunately, necessary  for  the  patient  to  tolerate 
some  pain  during  the  stretching  process.  This 
tolerance  will  be  repaid  later  with  a pain-free 
and  smoothly  functioning  shoulder  if  the  exer- 
cises are  performed  faithfully. 

In  conclusion,  the  irritated,  frayed  or  ruptured 
supraspinattis  tendon  is  responsible  for  a great 
amount  of  shoulder  joint  disability. 

The  pain-stiffness- pain  cycle  can  be  inter- 


rupted  by  pain  relief  with  steroids  (injected  into 
the  bursa)  and  an  intensive  exercise  program. 
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The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

(See  Answer  on  Page  357) 

A 54-year-old  man  appears  in  the  ER  with  chest  pain  and  the  following  ECG  is  obtained. 
What  would  your  diagnostic  impression  be? 

The  next  morning  the  following  ECG  is  obtained.  What  is  your  diagnosis  now? 


Mary  Richards,  M.D.,  Assistant  Professor,  Division  of  Cardiology 
University  of  Arkansas  College  of  Medicine 
4301  West  Markham 
Little  Rock,  Arkansas  72201 
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Home  Health  Service 


Bryant  S.  Swindell,  M.D.*  and  Rebecca  A.  Fortenbury** 


l^edside  nursing  care  is  now  available  to  yonr 
patient  in  his  home  for  almost  every  county  in 
Arkansas. 

This  service  first  became  a part  of  the  local 
public  health  nursing  (county  nurse)  program  in 
Arkansas  less  than  six  years  ago  hut  it  is  not  a 
new  practice  in  the  United  States.  As  long  ago 
as  1898,  the  first  official  agency  employed  a 
nurse  to  give  care  to  the  sick  in  his  home. 

We  may  call  it  optimum  care,  jnogressive  pa- 
tient care,  or  continuity  of  care,  but  the  main 
purpose  for  this  referral  is  to  help  meet  the  med- 
ical needs  of  the  patient.  It  also  saves  the  busy 
physician's  time  by  coordinating  care  and  have 
the  nur.se  rejxnt  any  change  to  him.  Having 
skilled  procedtires  available  in  the  home  can 
shorten  the  time  that  a patient  must  remain  in 
an  institution  and  permit  the  family  to  “cope” 
with  the  situation  in  its  own  environment.  Care 
can  be  given  when  all  the  following  conditions 
are  met; 

1.  d’he  patient’s  physician  gives  written  orders 
for  the  service  (nursing  or  physical  therapy) 
and  reviews  them  at  two-month  intervals  if 
plan  for  care  is  to  continue. 

2.  The  patient  is  confined  to  his  home  by  Ids 
illness  and  desires  the  services  of  the  nurse 
or  physical  therapist. 

3.  Nurse  determines  that  care  can  be  safely 
given  in  individual  patient's  liome. 

4.  There  is  a responsible  person  in  the  liome 
to  supplement  the  intermittent  skilled 
nursing. 

•Director  of  Division  of  Chronic  Disea.ses,  .\rkansas  Department 
of  Health,  4815  West  .Markham,  Little  Rock,  .Arkansas  72205 

••Public  Health  Nursing  Supervisor  (Chronic  Diseases),  Arkansas 
Department  of  Health,  4815  West  Markham,  I.ittle  Rock,  Arkansas 
72205. 


Examples  of  services  performed  at  the  physi- 
cian’s written  request  are: 

1.  Dressing  of  wounds. 

2.  Irrigations  (wounds,  colostomy,  bladder). 

3.  New  colostomy  care  and  teaching. 

4.  Indwelling  catheters  (care  and  manage- 
ment). 

.5.  Decubitus  ulcers  (care  and  management). 

6.  Medication  (no  intravenous  medication  is 
permitted  by  Agency  Policy). 

7.  Teaching  insulin  injections  and  special 
diets. 

8.  Physical  therapist  evaluation,  treatment  or 
teaching  by  registered  physical  therapist 
in  some  counties.* 

9.  Speech  therapy  evaluation,  treatment  or 
teaching  by  a certified  speech  pathologist. 

10.  Personal  care  services  by  a home  health 
aide  in  some  counties.* 

11.  Medical  social  service  in  some  counties.* 

The  above  list  suggests  that  teaching  the  pa- 
tient or  family  member  is  a progressive  part  of 
the  program.  As  the  patient  becomes  more  in- 
dependent or  the  family  assumes  greater  re- 
sponsibility, the  nurse  is  able  to  space  her  visits 
to  longer  intervals  or  withdraw  her  services  al- 
together  to  serve  others  who  have  more  acute 
needs. 

Disposable  sterile  ecjuipment  such  as  catheter 
trays,  catheters,  dressings,  and  synthetic  sheepskin 
simplifies  home  care  and  insures  greater  patient 
safety. 
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In  counties  where  most  ellective  use  is  made 
of  tliis  service,  there  is  a referral  system  from  Iios- 
|)ital  roniuls,  ntili/ation  revie^\’,  mirsino  homes, 
and  doctoi's’  offices. 


Jf  llieie  is  ;i  ftdl-time  pulilic:  liealth  nurse  in 
yom  (oimly,  conttict  her  for  details,  or  for  more 
infornialion  you  may  contact  Nursing  Division, 
Arkansas  Department  of  Health. 

*Sce  altadied  map  for  coverage  of  these  services. 


SECOND  SERVICES 


All  75  counties  have  nursing  and  speech  services 

Certain  counties  have  additional  services  as  indicated  below: 

P.T.  - Physical  Therapy 

M.S.S.  - Medical  Social  Service 

C.H.A.  - Community  Health  Aide 

2/10/76 
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An  Energy  Competent  America 

Alfred  Kahn,  Jr.,  M.D. 


nergy  and  its  use  is  intimately  familiar  to 
physicians  — from  Newton's  Laws  to  the  flow  of 
electrons  in  biochemistry  of  muscle  contraction 
and  body  work.  A more  mundane  unit  equally 
inqjortant  facet  of  energy  is  the  use  of  energy  by 
the  private  citizen.  I'he  physician  must  ite  a 
leader  in  this  area  — interpretative  and  consulta- 
tive. America  is  faced  with  an  energy  crisis  which 
is  very  real.  Ctirrently,  the  LT.,S.  A.  is  consuming 
75  (juadrillion  BTLl’s  of  power  per  year.  It  is 
projected  that  the  U.S.A.  may  use  as  much  as 
150  (juads  of  BTLl  per  year  by  the  year  2000. 

The  big  problem  in  becoming  energy  compe- 
tent is  to  do  so  without  it  becoming  the  Trojan 
horse  for  socialism.  Some  persuasive  atithors  on 
the  subject  have  a frankly  socialistic  approach. 
For  example,  Professor  E.  F.  Rolrerts  reviewed 
Barry  Commoner’s  book  entitled  The  Poverty 
of  Power.  He  was  dismayed  at  Commoner’s 
socialistic  approach  and  entitled  his  review  “An 
Energetic  Call  for  Socialism”  (Naturol  History 
Magazine,  'Vol.  LXXXV,  No.  8,  Page  128,  Oc- 
tober, 197()).  In  this  review,  Professor  Roberts 
quotes  the  New  York  Times  as  having  stated 
“Thermodynamic  Socialism:  Read  it  for  the  sci- 
ence, pass  iqr  the  economics.”  An  energy  compe- 
tent ,\merica  requires  a concertive  effort  on  the 
part  of  our  scientists  and  our  population  at  large 
— but  it  woidd  be  ruinous  to  have  the  energy 
problem  used  as  a Fabian  approach  to  socialism. 
'With  this  warning  in  mind,  the  reader  is  com- 
mended to  an  article  by  Lovins. 

Lovins,  in  an  article  on  energy  strategy,  dis- 
cusses some  of  the  aspects  of  the  energy  crisis 
from  his  point  of  view.  (Foreign  Affairs,  'Volume 
55,  page  65,  October,  1976).  Tliere  are  some 
cogent  cjuestions  which  he  raises.  First  of  all  is 
the  solution  for  our  development  to  lie  in  trying 


to  increase  our  sources  of  energy,  or  to  make 
better  use  of  the  current  supply.  Lovins  favors 
the  latter  approach.  He  faults  the  belief  that  a 
herculean  effoi  t to  increase  the  energy  supply 
from  coal,  oil  and  gas,  and  nuclear  energy  is 
suitable  — and  probably  it  is  not  possible  if  we 
are  to  achieve  other  national  aims.  For  example, 
he  cites  that  further  massive  electrification  might 
modify  the  infra  structure  of  our  industrial  so- 
ciety and  that  the  massive  u,se  of  coal  might 
double  the  carbon  dioxide  level  in  the  next  15-20 
years  — or  more.  The  use  of  nuclear  fuels  pre- 
sents the  problems  of  radioactive  disposal,  sabo- 
tage and  natural  security  of  an  accident  as  the 
readers  of  the  horror  story  “The  Prometheus 
Crisis”  (Scortia  and  Robinson,  Bantam  Books) 
will  recall.  On  the  other  hand,  any  contempla- 
tive person  should  immediately  remember  and 
acknowledge  the  tremendous  impetus  to  indus- 
trial development  and  the  national  prosperity 
that  widespread  electrification  has  brought 
America  — a farm  family  is  hardly  likely  to  con- 
sider rural  electrification  impersonal,  unsolicitous 
colossus;  the  same  is  true  of  the  city  dweller  with 
his  comfortable  electrified  home  responsive  to 
the  touch  of  a button.  Furthermore,  his  discus- 
sion is  further  vitiated  by  the  fact  that  in  Ar- 
kansas, and  in  most  other  states,  the  distribution 
of  electrical  energy  is  closely  controlled  by  state 
committees  that  provide  adequate  and  ample 
supervision  of  this  industry’s  rates,  customer 
areas,  etc. 

Lovin’s  view  is  certainly  controversial,  but  it 
is  this  aspect  which  makes  it  important  to  present 
for  acceptance  or  rejection  — or  some  station  in 
between.  For  example,  he  espouses  what  he  calls 
soft  technologies  to  supply  energies  — basically 
those  that  are  flexible  and  benign  as  opposed  to 
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hard  technolos*ies;  the  soft  technologies  are  char- 
acterized by  renewable  energy  flows  (snn,  wind, 
etc.),  diverse  sources,  low  skill  rather  than  highly 
sophisticated,  niatching  of  energy  level  to  geo- 
graphic end  use  needs,  and  niatching  of  energy 
cpiality  to  end  use  needs.  He  suggests  that  the 
closer  the  energy  liberation  is  to  the  user  the 
more  flexible  and  the  more  economical  it  will 
be.  He  woidd  jirefer  the  consumer  to  directly 
burn  a small  cpiantity  of  fuel  than  to  have  it 
converted  to  an  intermediate  source  such  as  elec- 
tricity — which  he  believes,  recpiires  3 units  of 
fuel  to  produce  1 unit  of  energy  — 2 units  of 
waste  heat.  The  reader  may  fault  this  in  the 
context  of  a waste- benefit  ratio  in  a growing 
popidation,  but  it  is  a very  |n'ovocative  argument 
(he  dislikes  fixed  distribution  costs,  failure  to 
use  waste  heat,  etc.). 

Assuming  that  our  industries  make  a major 
effort  to  supply  us  with  more  energy  the  saving 
of  energy  can  complement  the  other  effort  and 
physicians  can  lead  in  a number  of  respects.  First 
of  all,  much  of  our  energy  is  used  to  .supply  heat. 
Educational  programs  instructing  the  American 
public  that  68^^  F.  is  just  as  healthy  an  environ- 
ment as  the  former  75°  F.  can  save  a lot  of  fuel, 
particularly  if  it  is  coupled  with  energy  saving 
construction  as  promoted  by  the  Arkansas  Power 
and  Light  Company.  I'here  is  a place  for  high 
intensity  lighting  in  the  ojrerating  room,  but 
not  in  corridors  or  other  areas  which  are  in- 
appropriate for  detailed  observation  and  sight. 

One  great  American  failing  is  the  over  reli- 
ance on  mechanical  means  of  transportation. 
1 his  is  ingrained  habit  pattern  as  well  as  a 
result  of  our  living  farther  and  farther  from  the 
center  of  our  cities.  The  byproduct  of  more 
walking  and  exercise  is  better  health.  And  of 
course,  more  gasoline  is  saved.  Why  not  smaller 
cars? 

With  regard  to  saving  of  gasoline,  the  medical 
profession  must  actively  consult  with  our  na- 
tional health  authorities  on  permissible  auto- 
mobile emissions.  There  is  a balance  which  has 
to  be  struck  Iretween  emission  control  which 
makes  gasoline  motors  less  efficient  and  the  pro- 
tection of  our  citizens  from  harmful  amounts  of 
nitrogen  products,  hydro  carbons  and  carbon 
monoxide.  It  is  very  likely  that  there  is  acle- 
cjuate  emission  control  at  the  present.  Rushing 
further  controls  will  certainly  cause  more  fuel 


expenditure  without  real  heahh  or  smog  benefit. 
Factory  emissions  may  be  very  injurious  to  the 
luugs  or  other  organs  also,  d he  effort  to  clean 
the  factory  wastes  to  a safe  level  should  be  con- 
tinued despite  the  energy  involved;  the  emphasis 
here  should  fie  to  avoid  the  release  of  harmful 
fluid,  solid  and  gaseous  wastes  into  the  environ- 
ment — better  burning  of  coal  and  oil,  alternate 
energy  .sources  when  available  in  the  future. 

Physicians  by  virtue  of  their  training  know  the 
pet missilile  limits  of  various  human  exposures. 
1 hey  should  be  leaders  in  the  effort  tcj  make  our 
nation  “energy  competent”  and  “energy  safe.” 


NOTICE 

The  State  Medical  Board  will  be  late 
getting  out  its  “Directory  of  Licentiates” 
this  year  due  to  the  State  having  to  reject 
the  first  bids  on  printing  of  the  directory. 
Another  bidding  is  being  advertised.  The 
Board  hopes  to  have  the  directory  avail- 
able sometime  in  April. 

Joe  Verser,  M.D.,  Secretary 
Arkansas  State  Medical  Board 


ANSWER  — Electrocardiogram  of  the  Month 

ST/T  changes  suggesting  hyperacute  pattern  of 
infero  lateral  myocordial  infarction  with  possible  posterior 
wall  involvement.  Note  the  abnormal  shape  of  the  T wave 
and  ST  segment  elevation  in  II,  III,  AVF  and  probably  Vp,. 
Also  note,  the  ST  depression  In  AVL,  Vi  - V.;,  suggesting 
reciprocal  changes.  However,  the  ST  depression  is  more 
marked  in  the  V leads  than  would  be  expected  with  recip- 
rocal changes  alone  suggesting  that  this  ST  depression  is 
related  to  hyperacute  changes  of  a posterior  wall  involve- 
ment which  are  seen  in  the  leads  initially  as  ST  de- 

pression with  deep  T inversion.  One  also  must  consider 
the  possibility  of  pericarditis  and  evaluate  in  terms  of  a 
clinical  setting. 

^2.  By  the  next  morning  the  infero-lateral-posterior 
infarction  can  be  seen  in  the  change  of  the  QRS.  The  QRS 
axis  has  shifted  markedly  anterior  superior  and  to  the 
right.  Q waves  are  seen  In  II,  III,  AVF,  V.-,,  V(;  and  R 
force  has  increased  in  V]  and  V^.',  which  is  a posterior  wall 
Q equivalent.  Note  that  the  T axis  has  shifted  anterior  and 
is  still  somewhat  Infe.ior  being  directed  primarily  away 
from  the  lateral  and  posterior  area. 
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THE  MONTH  IN  WASHINGTON 

I he  American  Medical  Association  lias  as- 
sailed the  government’s  release  of  the  names  of 
995  physicians  who  last  year  received  $100,000 
or  more  from  the  Medicaid  program,  terming 
the  action  “nothing  less  than  an  attempt  at  guilt 
l)y  innuendo.” 

“It  simply  makes  a tough  practice  tougher  for 
the  thousands  of  dedicated,  honest  ghetto  phy- 
sicians,” declared  James  Sammons,  M.I).,  Execu- 
tive Vice  President  of  the  AMA. 

A total  of  2,533  Medicaid  providers,  including 
dentists,  pharmacies  and  laboratories  as  well  as 
physicians,  was  released  by  the  Social  and  Re- 
habilitation Service  (SRS)  of  the  Health,  Educa- 
tion and  Welfare  Department.  Ehe  Agency  said 
the  list  was  requested  under  the  Ereedom  of 
Information  Act  by  news  metlia  and  others. 
Ibider  the  .5.tt,  according  to  the  Agency,  the  in- 
formation must  l)e  provided. 

I he  fact  that  these  medical  providers  re- 
ceived the  stated  amounts  from  the  Medicaid 
jirogram  shoidd  not  be  construed  as  any  evidence 
of  wrongdoing,  nor  do  amounts  listetl  necessarily 
represent  earnings’  or  ‘protits',”  SRS  spokesman 
said,  adding  that  it  had  no  information  as  to 
the  size  of  staffs  employed  by  the  individual 
doctors,  or  the  number  of  separate  offices  they 
may  maintain. 

In  addition  to  the  995  physicians,  there  were 
312  dentists,  127  labs,  and  1,099  pharmacies  on 
the  list  released  by  HEW.  The  physicians  in- 
cluded 542  individual  practices  and  453  group 
practices. 

States  with  the  largest  numbers  of  physicians 
on  the  list  were  California,  300;  Illinois,  144; 
New  York,  113;  Michigan,  83;  Texas,  62;  Ohio, 
41;  and  New  Jersey,  28.  The  names  and  ad- 
di esses  of  all  physicians,  including  those  in  the 
gioup  practices,  were  contained  in  the  massive, 
inch-thick  document. 

AMA’s  Dr.  Sammons  asked,  “Does  HEW  think 
these  doctors  are  guilty  of  fraud?  Then  let  HEW 
say  so.  Does  HEW  think  they  are  guilty  of  viola- 


tion of  ethics?  Then  let  them  give  us  the  names 
and  we  will  investigate.” 

“The  AMA  favors  prosecution  to  the  fullest 
extent  of  the  law  of  any  person  — physician  or 
otherwise  — who  defrauds  patients  or  the  gov- 
ernment,” Dr.  Sammons  said,  “but  we  are  tired 
of  doctors  being  made  the  whipping  boy  by  pido- 
licity-seeking  bureaucrats  and  politicians.  If  they 
want  to  clean  up  Medicaid  and  Medicare  let  them 
go  after  the  Medicaid  Mill  and  nursing  home 
operators  who  prosper  in  every  major  city  with 
political  protection.  That’s  the  root  of  the  cor- 
ruption and  the  fraud  and  abuse. 

“This  releasing  of  names  is  nothing  less  than 
an  attempt  at  guilt  by  innuendo.  It  simply  makes 
a tough  practice  tougher  for  the  thousands  of 
dedicated,  honest  ghetto  physicians.  If  HEW 
wants  to  drive  medical  care  out  of  the  ghetto 
completely,  it  has  certainly  hit  upon  a highly 
effective  method.” 

* # # * 

Patient  package  inserts  for  almost  all  drugs, 
one  of  the  major  demands  of  the  consumer  move- 
ment, with  their  attending  problems  and  con- 
cerns, were  discussed  at  a two-day  symjx)sium 
here  recently.  The  session  was  sponsored  by  the 
AMA,  the  Drug  Information  Association,  the 
Eood  and  Drug  Administration  and  the  Pharma- 
ceutical Manufacturers  Association. 

The  patient  insert  should  not  be  confused 
with  the  package  insert.  'Years  ago  Congress  ap- 
proved the  requirements  for  the  package  insert 
for  prescription  drugs,  apparently  in  the  mis- 
taken belief  much  of  this  information  would  get 
to  the  patient.  Most  of  it  went  to  pharmacists; 
none  was  required  to  Ije  given  to  patients. 

There  were  hearings  in  the  last  Congress  on 
legislation  introduced  in  House  and  Senate 
aimed  at  providing  patients,  with  certain  ex- 
ceptions, insert  information  on  the  jjrescription 
drugs  they  receive. 

FD.\  Commisioner  Alexander  Schmidt,  M.D., 
told  (he  symposium  the  consumer  has  a right  to 
know  about  the  medicine  he  is  taking.  “There 
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Is  increasing  evidence  that  a high  proportion  of 
Americans  eitlier  do  not  understand  the  pre- 
scription instructions  or  do  not  follow  lliem,"  Dr. 
Schmidt  said.  He  contended  there  is  a lack  of 
effective  commnnication  often  between  physician 
and  ])atient  on  cling  information. 

The  information  supplied  patients  must  not 
he  as  detailed  as  the  warnings  recpiired  in  ad- 
vertising. This  would  l)e  “an  invitation  to  hypo- 
chondria,” said  Dr.  Schmidt.  Rather  the  infor- 
mation should  he  in  plain  English,  factual,  and 
explain  why  the  drug  is  being  taken,  major  side- 
effects  to  watch  out  for,  and  when  to  report  re- 
actions to  the  physician,  according  to  the  FDA 
chief. 

William  Barclay,  M.D.,  AMA  Group  Vice 
President  for  Scientific  Publications,  said  care- 
fully prepared  information  about  selected  drugs 
is  desirable  and  could  be  of  service  to  patients, 
physiciatis  and  pharmacists.  However,  Dr.  Bat- 
clay  cautioned  that  there  is  a clear  clanger  that 
the  disclosure  could  be  so  alarming  as  to  clis- 
conrage  use  of  drugs  that  are  vitally  needed. 

One  of  the  major  cpiestions  to  be  answered  is 
how  the  insert  would  be  distributed.  ‘'OI>viously, 
the  physician  would  rather  not  have  the  responsi- 
bility of  stocking  in  his  office  perhaps  thousands 
of  brochures,”  he  said. 

Of  even  greater  importance,  is  the  liability  and 
other  factors  involved  when  physicians  in  certain 
cases  for  the  sake  of  their  patients  either  want 
no  insert  provided  or  want  to  suggest  closes  or 
other  information  that  might  run  counter  to  the 
in.sert's  material. 

Dr.  Barclay  noted  that  labelling  lias  had  little 
effect  on  cigarette  smoking.  He  also  noted  that 
one  of  the  most  powerful  drugs  available  with 
all  sorts  of  adverse  reacticjus  and  addiction  po- 
tential would  not  be  covered  iiy  the  patient  in- 
sert — alcohol. 

John  Adams,  PhD,  Vice  President  of  the  PMA, 
said  non-prescription  ch  tigs  contain  far  more 
patient  informational  material  than  the  stronger 
presaiption  drugs.  However,  the  patient  pack- 
age insert  could  cause  severe  strain  on  the  phy- 
sician-patient relationship,  he  said.  “An  aclecjuate 
explanation  of  the  risks  and  benefits  might  be 
impossible  in  a brief  description.” 

Joseph  Onek,  Counsel  for  the  Center  for  Law 
and  Social  Policy,  said  physicians  don’t  have  the 


time  to  tell  their  patients  all  they  need  to  know 
:ibout  drugs.  Patients  forget  anyway.  He  sug- 
gested that  a ])riority  list  be  made  up  for  the 
Inserts,  stai  ting  wdth  all  drugs  used  in  pregnancy, 
then  tran(]uilizers  and  barbiturates. 

# # * * 

The  Social  Security  .Administration  is  asking 
the  public  for  help  on  how  much  information, 
including  medical  data,  should  lie  disclosed  from 
Social  Security  records. 

“Social  Security  needs  to  change  its  regidation 
to  make  it  confoini  with  the  Privacy  .\ct,  the 
Freedom  of  Information  Act,  and  the  new  gov- 
ernment in  the  Sunshine  Act,”  a spokesman  said. 

“.An  important  issue  underlying  these  laws  is 
the  basic  conflict  between  the  public’s  right  to 
know  and  the  right  of  privacy  of  the  people 
whose  records  are  kept  by  Social  Security,”  SS.A 
Chief  James  Cardwell  .said.  “We  will  need  to 
resolve  that  conflict  in  our  regulation,  and  we 
want  the  public’s  help.” 

Social  Security  said  the  revised  regulation  must 
address  the  basic  information  about  an  individ- 
ual collected  for  purposes  of  administering  the 
Social  Security  Act  vs.  interchange  of  such  in- 
formation with  state  or  federal  agencies  to  fur- 
ther efficient  administration  of  other  benefit 
programs,  or  to  meet  other  government  needs  — 
a further  concern  is  the  public’s  right  to  know. 

What  personal  iidormation  (including  the 
Social  Security  Number)  should  be  disclosed  by 
SSA  without  the  consent  of  the  individual  in  the 
following  situations: 

(a)  lor  entitlement  or  potential  entitlement  to 
other  local /state/ federal  benefits  or  service; 

(b)  for  investigative  or  prosecution  purposes. 

.\moug  other  cpiestions  posed  were  whether 

there  should  be  limitations  on  disclosure  of  med- 
ical iuformation  to  third  ]>arties  and  special  jiro- 
cechires  for  disclosing  medical  infoimation  to  the 
subject  individual,  and  to  make  public  fees  paid 
to  individual  physicians,  incorporated  individual 
physicians,  and  other  pioviders  of  medical  serv- 
ices. 

# # # * 

The  Public  Health  Service  has  changed  the 
informal  appeals  system  available  to  its  gnmtees. 

Now  all  discretionary  jiroject-grant  programs 
will  be  eligible  to  informally  appeal  certain  ad- 
verse, post-award  decisions  made  by  PHS  Grants 


Volume  73,  Number  9 — February,  1977 


359 


Medicine  in  the  News 


Administrators.  Previously,  only  specifically 
designated  programs  had  access  to  the  informal 
appeals  system. 

I'he  final  arbiter  of  disputes  between  HEW 
and  grantees  is  the  Department  Grant  Appeals 
Board.  Grantees  wishing  to  formally  appeal  di.s- 
puted  determinations  to  the  Board  mtist  first 
exhaust  any  informal  ajipeal  procedures  estab- 
lished liy  HEW's  principal  operating  components. 
* # # # 

.\nihony  Curreri,  ]\f.D.,  has  resigned  as  dean 
of  the  fledgling  El  informed  Services  EJniversity 
of  Health  Sciences  to  return  to  the  Llniversity  of 
Wisconsin  as  Evan  Helfaer  Professor  of  Surgery. 
Dr.  Gurreri,  who  has  served  two  years  with  the 
military  medical  academy  in  Bethesda,  MD,  also 
has  taken  a position  with  the  Veterans  Admin- 
istration's Middleton  Memorial  Hospital  in 
Madison. 

A search  is  on  for  a replacement  for  Dr.  Cur- 
reri. Meantime,  David  Packard,  Chairman  of 
the  military  medical  school’s  Board  of  Regents, 
will  act  as  President.  The  post  is  one  of  the 
most  attractive  in  government  for  a physician, 
paying  5f70,000  annually,  third  highest  pay  in 
federal  government  for  anyone. 

The  school  o]rened  its  first  class  this  year. 

# * * * 

That  medicine  has  had  little  to  do  with  the 
improvement  in  mankind's  health  over  the  past 
.several  hundred  years  was  the  attention  getting 
gist  of  the  opening  addre,ss  theme  of  the  annual 
meeting  of  the  Institute  of  Medicine  here. 

There  was  some  sharp  disagieement  with  the 
speech  liy  Thomas  McKeown,  M.D.,  Professor  of 
Medicine  at  the  Llniversity  of  Birmingham,  Eng- 
land, btit  Dr.  McKeown  insisted  that  “human 
health  is  determined  mainly  by  way  of  life,"  not 
medical  advances. 

.-\ccording  to  Dr.  McKeown,  the  decline  of 
mortality  and  growth  of  |>opulation  started  at 
the  end  of  the  IbOO's  when  farmers  began  a more 
scientific  and  diligent  approach  to  producing 
crops.  “This  increase  in  food  supplies  between 
the  end  of  the  17th  century  and  the  mid- 1800’s 
coincided  with  a substantial  redtiction  of  mor- 
tality from  infectiotis  diseases  — and,  it  is  sug- 
gested, was  the  main  reason  for  it.” 

Powerfully  supjiorting  this  progress  was  im- 
proved hygiene  affecting  the  cpiality  of  food  and 


water  in  the  late  1800’s,  Dr.  McKeown  said.  “Tlie 
contribution  of  immunization  and  therapy  has 
been  recent  and,  over  the  whole  period,  relatively 
small.” 

I'he  English  physician  said  “that  what  is  true 
for  other  living  organisms  is  also  true  for  man. 
Namely  that  health  depends  essentially  on  con- 
trol of  environmental  influences,  including  those, 
which  by  his  owm  behavior,  the  individual  makes 
for  himself.” 

Some  institute  members  contended  that  Dr. 
McKeown  was  shortchanging  the  effect  that  im- 
munizations and  the  post- 1935  development  of 
antibiotics,  etc.,  have  had  on  health.  I’he  speak- 
er concetled  that  these  have  had  a significant  im- 
pact, but  he  said  that  in  viewing  huge  population 
masses  the  new  treatments  do  not  loom  large 
statistically  in  comparison  with  the  general  im- 
provements in  living  conditions. 

An  analysis  of  the  current  burden  of  various 
illnesses  in  the  U.  S.  based  on  use  of  medical 
services  and  facilities,  loss  of  life  and  work  time, 
was  presented  by  Dorothy  P.  Rice,  Director  of 
the  National  Center  for  Health  Statistics. 

The  rank  order  of  categories  of  disease  ac- 
cording to  burden  were:  mental  illness  and 
handicap,  respiratory  diseases,  ischaemic  heart 
disease,  bone  and  joint  disease,  accidents  and 
suicide,  and  neoplasms. 

d’he  annual  meeting  concentrated  on  the  state 
of  treatment  of  schizophrenia,  hypertension,  and 
smoking  and  disease. 

* * # * 

“Airplane  pilots  need  stricter  physician  exami- 
nations because  medically  unfit  airmen  continue 
to  endanger  themselves  and  the  public,”  claims 
the  General  Accounting  Office  (GAO)  in  a report 
to  Congiess. 

Most  of  the  criticism  was  directed  at  private 
pilot  screening  Imt  the  GAO  said  that  even  com- 
mercial pilot  tests  are  often  less  thorough  than 
tho.se  for  military  pilots,  air  traffic  controllers 
and  foreign  civilian  pilots. 

Better  medical  examination  retpiirements 
would  be  esjrecially  helpful  in  singling  out  pilots 
with  heart  trouble,  alcoholism  and  high  blood 
pressure,  the  GAO  said. 

The  report  suggested  there  are  some  23,000 
private  pilots  “who  may  represent  potential 
safety  problems,  including  about  12,500  with 
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records  of  driving  (autos)  while  intoxicated  and 
200  with  physical  disabilities  which  prevent  them 
from  driving  an  automobile,”  said  the  GAO. 

'I  he  GAO,  an  investigative  agency  for  Gon- 
gress,  jM'oposed  that  the  Federal  Aviation  Ad- 
ministration be  allowed  to  review  data  of  the 
National  Highway  .Administration  on  with- 
drawal or  denial  of  drivers'  licenses  for  pilots. 

Most  scheduled  Lh  S.  airlines  have  tougher 
medical  checks  than  recpiired  by  federal  law',  hut 
there  is  no  retpiirement  that  the  airlines  notify 
the  government  when  pilots  with  FA.\  medical 
certificates  flunk  their  airline  physicals,  accord- 
ing to  the  CtAO. 

The  CiAO  report  and  the  recent  publication 
of  several  books  questioning  airline  safety  and 
pilot  reliability  may  lead  to  Congressional  hear- 
ings in  1977. 

# * # * 

Moving  to  carry  out  a new  federal  law',  HEW 
has  made  appointments  designed  to  give  higher 
priority  to  health  education,  health  promotion, 
and  disease  prevention  activities. 

The  new  law',  the  National  Consumer  Health 
Information  and  Promotion  Act,  w'as  approved 
by  the  Congress  last  summer. 

Assistant  Secretary  for  Health,  'Fheodore 
Cooper,  M.l).,  announced  that  Roger  ().  Ege- 
berg,  M.D.,  Special  Assistant  to  the  Secretary  for 
Health  Policy,  w'ill  serve  as  his  special  assistant 
for  health  education. 

A staff  office  — the  Office  of  Health  Informa- 
tion and  Health  Promotion  — will  be  .set  up  in 
the  office  of  the  Assistant  Seaetary  for  Health. 
Named  as  interim  director  of  that  office  was 
Ms.  Jane  F’ldlarton. 

Dr.  Egeberg  w'ill  have  overall  responsiliility 
for  health  education  policy  and  for  developing 
lietter  working  relationships  with  outside  or- 
ganizations engaged  in  health  education  activi- 
ties. 

The  new’  law'  directs  the  office  of  health  in- 
formation and  health  promotion  to: 

• coordinate  health  infonnation; 

• coordinate  such  activities  with  the  private 
sector; 

• facilitate  coordination  with  other  federal 
agencies,  and  professional  organizations, 
and  jtublic  interest  groups; 

• and,  coordinate  the  operation  of  a national 


clearingliouse  on  health  information,  jiro- 
nioiion,  and  prevention  activities. 

Ms.  Fullarton  is  currently  tlie  director  ol  the 
Division  of  Healtli  Research,  Office  of  Policy 
Development  and  Planning,  Office  of  the  As- 
sistant .Secretary  for  Healtli. 

* * # # 

A Natiotial  .Academy  of  Scietices  panel  has 
called  for  a 10  percent  decrease  in  the  ratio  of 
hospital  beds  to  population.  Claiming  that  a 
surplus  of  short  term  general  care  beds  is  con- 
tributing to  higher  medical  costs.  The  panel  said 
a national  health  planning  goal  should  be  to 
reduce  the  present  ratio  of  4.4  lieds  per  1,000 
persons  to  4.0  by  1981. 

4 his  w’ould  be  accomplished  by  curtailing  hos- 
jiital  construction  and  closing  down  .some  exist- 
ing hosjjital  facilities. 

Panel  member  John  D.  Thompson,  M.S.,  of 
Vale  University  estimates  that  about  .50,000  hos- 
pital beds  which  are  now'  either  in  itse  or  slated 
for  construction  w'ould  have  to  be  eliminated. 
He  and  the  panel  stressed  the  need  for  w'aiting 
periods  for  elective  surgery  as  a w’ay  to  increase 
hospital  ellicieticy  and  occupancy  rates. 

I he  report,  sponsored  by  the  Academy's  In- 
stititte  of  Aledicitie,  also  recommends  shifting 
from  the  present  system  of  retrospective  cost  re- 
imbursement  to  a prospective  rate-.setting  system. 
I he  rejrort  states  the  present  third-party  system 
“virtually  guarantees  the  widespread  develop- 
ment of  excess  bed  capacity  and  encourages  un- 
necessary and  inajjpropriate  treatment.” 

Fliree  of  the  11  panel  members  dissented  from 
some  or  all  of  the  report's  conclusions.  The  ma- 
jor dissent  came  from  Donald  C.  .Shropshire,  ad- 
ministraloi'  of  the  Tucson  Medical  Center  and 
a representative  of  the  American  Hospital  As- 
sociation, who  wrote  “too  much  of  tiie  lilame  for 
costs  is  Iteing  put  on  beds  . . . the  recommended 
arbitraiy  formula  . . . has  no  real  Ijasis  in  fact.” 
# * # * 

ARKANSAS  PHYSICIANS  REQUIRED  TO  REPORT 
FILINGS  OF  MALPRACTICE  CLAIMS 

Act  .sot)  of  1975  rctpiires  every  physician  li- 
censed to  practice  in  the  State  of  .Arkansas  to 
report  to  the  .Arkansas  State  .Medical  Hoard  w'hen 
a claim  is  filed  against  him  charging  medical  mal- 
jrractice.  4 he  physician  must  report  the  filing  of 
the  claim  to  the  Hoard  w’ithin  ten  days  of  notifi- 


Volume  73,  Number  9 — February,  1977 


361 


Medicine  in  the  News 


cation  of  such  filing. 

The  State  Medical  Board  has  developed  a form 
for  reporting  by  physicians.  The  form  is  repro- 
duced below.  It  shotild  be  completed  and  for- 
warded to  ]oe  Verser,  M.D.,  Secretary,  Arkansas 
State  Medical  Board,  Post  Office  Box  102,  Harris- 
burg, Arkansas  72432. 

1.  Name  and  address  of  person  filing  this  re- 

})ort  

2.  Name  of  claimant  

3.  Claimant's  attorney  

4.  Residence  of  Claimant  

5.  Has  claim  been  reduced  to  lawsuit?  

6.  If  answer'  to  #5  is  yes,  in  what  Court  is  law- 
suit filed?  

(a)  Please  attach  copy  of  complaint  filed. 

7.  Amotmt  of  claim  

8.  Brief  statement  of  Act(s)  of  malpractice  al- 
leged to  have  been  committed  by  you  


9.  Do  you  have  malpractice  insurance?  

10.  With  what  company?  

11.  Amount  of  coverage .. 

12.  Annual  jjremium  

13.  Has  settlement  been  made?  

14.  .\monnt  of  settlement?  - 

# # * # 

SURRENDER  OF  PHYSICIAN  CERTIFICATE  OF 
REGISTRATION  TO  DRUG  ENFORCEMENT 
ADMINISTRATION 

Pliysicians  should  follow  the  procedtires  out- 
lined below  to  comply  with  requirements  for 
voluntary  surrender  of  Drug  Enforcement  Ad- 
ministration reoistration. 

O 

1.  Yott  nuist  deliver  in  jrerson  your  Certificate 
of  Registration  (DEA  Eorm  223)  and  any  unused 
Schedule  II  order  forms  (DEA  Eorm  222c)  to  the 
nearest  DEA  Office,  or  to  the  Division  of  Drug 
Control,  Arkansas  Department  of  Health.  A 
DEA  Official  or  Drtig  Control  Official  of  the 
.Arkansas  Department  of  Health  will  accept  your 
stirrendered  documents  and  have  you  sign  a 
Vohintary  Surrender  of  Controlled  Substances 
Privileges  Eorm  (DEA  Eorm  104). 


2.  You  must  also  stirrender  any  controlled 
substances  in  your  possession  to  the  Division  of 
Drug  Control,  Arkansas  Department  of  Health, 
or  transfer  them  to  another  DEA  Registrant.  A 
receipt  will  be  issued  to  you  for  drugs  surrendered 
and  a copy  will  be  sent  to  the  Arkansas  Office 
of  the  DEA. 

3.  Llpon  surrender  of  the  above,  if  you  are  per- 
mitted by  your  licensing  board  to  register  for  any 
other  controlled  substances  privileges,  you  should 
obtain  an  application  form  (DEA  Form  224)  and 
apply  for  DEA  Registration  for  those  schedule 
drugs  permitted. 

4.  At  the  time  of  surrender  of  your  DEA  Reg- 
istration you  may  NOT  write  ANY  controlled 
sulistance  prescription  or  have  in  your  possession 
ANY  controlled  substances,  and  you  must  mark 
out  your  DEA  Registration  number  on  any  pre- 
scription blank  that  you  use  to  write  prescrip- 
tions. No  controlled  drug  may  be  in  your  pos- 
session or  purchased,  prescribed  or  administered 
without  a valid  DEA  Registration. 

5.  You  must  notify  in  writing  the  hospital  in 
which  you  practice,  and  all  the  local  pharmacists 
that  you  no  longer  have  a valid  DEA  Registra- 
tion, and  that  you  may  no  longer  be  able  to  au- 
thorize refills  of  prescriptions  for  controlled  sub- 
stances for  your  jratients. 

6.  .Section  401  (a)  of  the  Controlled  Substances 
Act,  provides  that  violations  committed  knowing- 
ly and  intentionally  carry  up  to  a maximum  15 
years  imprisonment  penalty  and/or  up  to  a 
325,000  fine. 

Ehe  address  of  the  Drug  Enforcement  Ad- 
ministration is  1 LTnion  Plaza,  Suite  850,  Little 
Rock,  Arkansas  72201. 

(''V 

B I T U A R Y 

HOYT  LEON  CHOATE,  M.D. 

Dr.  Hoyt  Choate,  retired  obstetrician  from 
Little  Rock,  died  November  23,  1976. 

Dr.  Choate,  a native  .son  of  Arkansas,  was  born 
at  Blue  Mountain  on  August  23,  1903.  He  earned 
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his  Rac'Iielor  of  Arts  degree  at  Hendrix  College 
in  1921  and  graduated  Iroin  the  University  of 
Arkansas  Medical  School  in  1928.  He  began  his 
practice  in  obstetrics  in  1930  in  Little  Rock  and 
was  >a  leader  in  this  specialty  in  the  State.  Dr. 
Choate  was  a staff  member  of  both  the  Arkansas 
Baptist  Hospital  and  St.  Vincent’s  Infirmary.  He 
was  Chief  of  Staff  for  two  years  at  Baptist  Hos- 
pital and  Chief  of  the  OB-GYN  Section  at  the 


Baptist  Hos|)iial  for  eight  years. 

Dr.  Choate  was  a jKtst  president  of  the  Pulaski 
County  Medical  Society. 

Dr.  Choate  is  survived  by  his  widow,  Mrs.  I.ois 
Jean  Ross  Choate;  three  sons,  Phillip  of  Waco, 
Pexas,  John  of  Little  Rock,  and  Stephen  of 
Heber  Springs;  a daughter,  Mrs.  Maitha  C. 
Jenkins  of  Lexington,  Kentucky,  and  eight  grand- 
children. 


PERSONAL 


Drs.  Thomas  Bruce  and  Ben  Saltzman  Special 
Guests  at  Newton  County  Medical  Center 

Dr.  Thomas  Bruce,  Dean,  and  Dr.  Ben  Saltz- 
man, Professor  of  Community  Medicine,  of  the 
University  of  Arkansas  College  of  Medicine,  were 
special  guests  attending  the  open  hotise  at  the 
Newton  County  Medical  Center  in  Jasper.  Dr. 
Jean  Gladden  of  Harrison  was  also  in  attetulance. 

The  medical  center,  btiilt  in  1979,  now  has 
two  fidl-time  physicians,  Drs.  Nancy  and  Harold 
Haller,  and  a part-time  physician.  Dr.  William 
A.  Hudson. 


Drs.  Blackburn  and  Fisher  Speakers  at 
Hope  Kiwanis  Meeting 

Dr.  Jim  Blackburn,  clinical  director  of  the 
Ark-Tex  Center  for  Human  Services,  and  Dr. 
Donald  E.  Fisher,  staff  psychiatrist  at  the  Center, 
located  in  Texarkana,  were  featured  speakers 
recently  for  the  Hope  Kiwanis  Club.  They  ex- 
plained the  Center’s  function,  set-up,  and  an- 
swered (juestions  from  the  members  in  attend- 
ance. 

Drs.  Harmon  and  Allen  Featured  In  Publication 

Drs.  Harry  Mac  Harmon  and  Barry  Allen, 
pediatricians  in  Rogers,  were  recently  featured 
in  a monthly  magazine  of  the  Rogers  Sunday 
News,  “Seasons.”  Under  the  guidance  of  both 
doctors  a unique  intensive  care  nursery  has 
been  created  in  the  Rogers  Memorial  Hospital. 
Drs.  Harmon  and  Allen  are  both  natives  of 
Corning. 


AND  NEWS  ITEMS 


Drs.  Lawson  and  Miller  Become  Fellows 

’Lite  American  College  of  Chest  Physicians  re- 
cently inducted  two  Arkansans  as  new  Fellows 
of  the  College:  Dr.  Noel  I.awson  of  Little 
Rock  and  Dr.  Donald  L.  Miller  of  Pine  Bluff. 

Dr.  Carroll  Dodd  Retires 

Dr.  W.  Carroll  Dodd  of  Bald  Knob  has  retiicd 
IVom  active  practice.  Dr.  Dodd  intends  to  pur- 
sue his  favorite  hobby  of  fishing  but  has  not 
made  any  definite  jrlans  for  the  ftuure.  Di . Dodd 
practiced  medicine  in  Bald  Knob  for  35  years 
and  is  a native  of  that  community. 

Dr.  Rosenzweig  Retires  From  Private  Practice 

Dr.  Joseph  L.  Rosenzweig  of  Hot  Spi  ings  has 
retired  from  private  practice  of  pediatiics  in  Hot 
Springs.  He  has  accepted  the  position  of  co- 
ordinator for  tlie  Rehabilitation  Center’s  Med- 
ical Services.  He  |)lans  to  continue  his  work  with 
the  Cri])]jled  Children’s  piogram  in  Aikansas. 


RESOLUTIONS 


DR.  HOLDEN  C.  McCRANEY 

WHEREAS,  God,  in  His  infinite  mercy,  has 
seen  fit  to  call  from  otn  midst.  Dr.  Holden  C. 
McCraney,  and 
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AVHEREAS,  Dr.  McCraney  has  laithfully 
served  his  patients  and  the  commtinity  at  large 
throtighotit  his  entire  medical  career,  and 
\V IIERE.AS,  Dr.  McCraney,  during  his  years 
of  practice  has  reflected  the  highest  ideals  of  his 
profession,  and 

WdlEREA.S,  in  his  devotion  to  family,  church 
and  friends,  he  exemplified  the  best  in  man,  and 
\VHERE.\S,  the  .Sebastian  Cotinty  Medical 
Society  motirns  bis  loss, 

THEREEORE,  BE  EE  RESOEVED,  that  the 
Sebastian  Cotinty  Medical  Society,  in  its  regular 
meeting  on  Decemiter  14,  197b,  hereby  adopts 
this  re.solution  and  directs  that  a copy  be  spread 
on  the  minutes  of  the  .Society,  that  a copy  be 
furnished  the  family,  and  that  a copy  be  pub- 
lished in  the  Jotnnal  of  the  Arkansas  Medical 
Society. 

SIGNED:  S.  Mb  Elawkins,  M.D. 

President, 

Sebastian  County  Medical  Society 

Eort  Smith,  Arkansas 

HOYT  L.  CHOATE,  M.D. 

4VHEREAS,  the  memliers  of  the  Pulaski 
County  Meilical  Society  are  deeply  saddened  by 
the  recent  death  of  our  esteemed  colleague,  Hoyt 


L.  Choate,  M.D.,  and 

M'^HEREAS,  Dr.  Choate  liecame  a member  of 
this  Society  forty-eight  years  ago  and  his  devotion 
to  the  affairs  of  the  .Society  were  ceaseless  until 
his  death,  and 

WHEREAS,  he  was  recognized  for  his  leader- 
ship by  Iteing  elected  President  of  the  Society  in 
1958,  and 

M'^HEREAS,  Dr.  Choate  will  be  remembered 
best  for  his  devotion  to  the  well-being  of  his 
patients, 

BE  IT  THEREEORE  RESOLVED, 

THAI’,  this  resohition  be  made  a part  of  the 
permanent  records  of  this  Society,  and 

THAT,  Dr.  Choate’s  family  be  sent  a copy  of 
this  resolution  as  an  expression  of  our  heartfelt 
sympathy,  and 

TH.\T,  a cojty  be  sent  to  the  Journal  of  the 
.Arkansas  Medical  Society  for  publication. 

By  Direction  of  the  Memorials  Committee 
4’.  Dtiel  Brown,  .M.D.,  Chairman 
Robert  M'^atson,  M.D. 

Henry  Hollenberg,  M.D. 

APPROVED:  December  15,  1976  by  the 

Exectitive  Committee,  Pulaski 
County  Medical  Society 


THINGS 


TO 

COME 


UAMS  Continuing  Education  For  Physicians, 
February  and  March,  1977 

EEBRUARY 

24th  “ADVANCED  MULTI-DISCIPLI- 
NARY PSYCHIATRIC  SEMINAR,” 
Dr.  Robert  Matthews,  Program  Direc- 
tor. Course  runs  throtigh  May  12,  1977; 
regular  weekly  intervals.  Eor  ftirther 
information  contact  Dr.  Matthews, 
Dept,  of  Psychiatry,  661-5903. 

25th  “SIXTH  NEONATAL  SEMINAR,” 
Dr.  Alice  Beard,  Program  Director. 

MARCH 

11- 1 2th  “ORTHOPAEDIC  SEMINAR  EOR 


EAMII.Y  PHYSICIANS,’’  Dr.  Carl  Nel- 
son, Program  Director. 

llth  “HARA  LECTURE,”  Dr.  Gilbert 
Campbell,  Program  Director,  UAMS, 
Little  Rock. 

ll-12th  “ANNUAL  SURGICAL  SYMPO.SI- 
UM,”  Dr.  Gilbert  Campbell,  Program 
Director,  d o be  given  in  Hot  Springs. 
25-26th  “GI  FOR  PRACTICING  PHYSI- 
CIANS,” Dr.  Clinton  Texter,  Program 
Director. 

There  are  instances  where  j^rograms  are  pre- 
sented at  the  UAMS  and  not  published  in  the 
Journal  due  to  the  printing  deadline.  You  may 
obtain  these  dates,  locations,  and  other  informa- 
tion through  the  Continuing  Education  Office, 
4301  MTst  Markham,  Little  Rock  72201,  or  call 
toll  free  1-800-482-9612. 

Symposium  on  Endocrine  Causes  of  Menstrual 
Disorders  — March  16th -18th,  1977 

The  University  of  Tennessee  Center  for  Health 
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Sciences,  (iollegc  of  Medicine,  will  present  a 
syinposiinn  on  endocrine  causes  of  menstrual 
disorders  March  Kith  through  18th,  1977,  at  the 
Hilton  Inn  in  Memphis,  rennessee.  This  will 
cover  subjects  of  normal  events,  central  nervous 
systems  disorders,  ovarian  disorders,  pituitary 
disorders,  and  a special  lecture  by  Dr.  Roy  O. 
(ireep  “ I'o  Reproduce  Or  Not.” 

This  is  a postgraduate  course  for  practicing 
physicians  and  ap|irovecl  for  20  elective  hours  by 
the  AAFP.  For  further  information  contact: 
Division  for  Continuing  Education 
University  of  Tennessee  Center  for 
Health  Sciences 
800  Madison  Avenue 
Memphis,  Tennessee  381G3 
or  call  901  528-5547 

Emergency  Medicine:  Clinical  - 
Radiological  Correlation 

Interspecialty  postgraduate  seminar  will  be 
presented  March  18-20,  1977,  at  Pointe  West 
Resort  in  Phoenix,  Arizona.  Content  will  be 
directed  to  radiologists  and  emergency  room  phy- 
sicians. I'he  course  is  approved  for  14  hours  of 
Category  I,  American  Afedical  Association  Cred- 
its. Tuition  is  |1 10.00. 

For  further  information  write: 

Austin  R.  Sandrock,  M.D.,  Program  Director 
Chairman,  Department  of  Radiology 
Maricopa  County  General  Hospital 
2601  East  Roosevelt 
Phoenix,  Arizona  85008 

Trauma  Symposium,  March  27  through  31st, 
New  Orleans 

The  40th  Annual  New  Orleans  Graduate  Med- 
ical Assembly  will  present  the  Trauma  Sympo- 
sium on  Sunday,  March  27th,  1977,  at  1:00  to 
5:00  P.M.  in  the  Eairmont  Hotel  in  New'  Orleans. 
The  registration  fee  is  $125.00.  Hotel  reserva- 
tions should  be  made  at  the  Fairmont  as  early 
as  possible.  Call  toll  free  800-527-4727. 

For  further  information,  write: 

THE  NOGMA 
Room  1538 
1430  Tulane  Avenue 
New  Orleans,  La.  70112 
or  call:  504-525-9930 

Symposium  on  Alcoholism  To  Be  Held 
In  Dallas 

The  Methodist  Hospitals  of  Dallas,  Texas,  will 
present  a symposium  on  the  “Scope  of  Alcohol- 


ism,” April  28,  1977,  at  the  Methodist  llospital 
of  Dallas,  301  \VA‘sl  (iolorado,  Weiss  Audiloi  ium. 

This  will  be  a oiie-day  symposium  aimed  to 
help  professionals  with  diagnosis,  prognosis,  and 
treatment  of  alcoholism.  It  cpialifies  for  Cate- 
gory 1 Continuing  Medical  Education  ciedit  by 
the  American  Medical  Association. 

Eor  further  information  contact: 

Joyce  Lebovitz,  Director  of  Social  Services 
Post  Office  Box  5999 
Dallas,  Texas  75222 

or  call:  214-946-8181,  extension  461  and  555 

Second  National  Conference  on 
Human  Values  and  Cancer 

The  American  (kmcer  Society  will  present  the 
Second  National  Cotiference  on  Human  V2tlues 
and  Cancer  on  September  7-9,  1977,  at  the  Palmer 
House  in  Chicago,  Illinois.  1 his  conference  will 
exjdore  the  impact  of  cancer  on  the  patient,  the 
family  and  the  jjrofessionals  who  treat  the  pa- 
tient. Emphasis  will  be  placed  on  interpersonal 
relationships,  rehabilitation,  employability,  in- 
sitrability,  the  patient's  right  to  know  his  diag- 
nosis and  prognosis,  his  Sjziritual  needs  and  his 
hopes  for  dramatic  cures. 

Attendance  is  open  to  all  members  and  stu- 
dents of  the  medical  and  related  health  profes- 
sions, as  w'ell  as  laymen  interested  in  undeistand- 
ing  the  changing  role  the  cancer  patient  is  as- 
suming in  our  society  due  to  the  major  advances 
achieved  in  diagnosis  and  treatment  during 
recent  years. 

Advance  registration  is  reejuested.  I here  is  no 
registration  fee. 

Eor  further  information  write  to: 

American  Cancer  Society 
Second  National  Conference  on 
Human  V'alues  and  Cancer 
77  Third  Avenue 
New  ’\'ork.  New  'Un  k 10017 

★ ★ ★ ★ ★ 

The  University  of  Texas  System  Cancer  Center, 
M.  I).  Anderson  Hospital  and  Tumor  Institute 
offers  a formal  course  in  MAMMOGRAPH’S’ 
TRAINING  FOR  I HE  EARLY  DETEC  1 ION 
OF  BRE,\ST  C.XNCER  on  a continuing  basis. 
Presented  under  the  aegis  of  the  .American  Col- 
lege of  Radiology'  and  the  National  Cancer  In- 
stitute (Contract  #NOl-CN-55250),  the  course 
provides  continuing  education  for  practicing 
radiologists,  rad iologists-in-training,  residents, 
other  interested  physicians,  and  technologists. 
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regislcicil  or  iii-ti  ;iinin^,  in  film  m.imniography, 
xei  oradiogi  a])hy,  or  thcrmogra])liy.  I'he  program 
is  imcler  the  supervision  of  (feralcl  D.  Dotld,  M.I). 
and  David  I).  Panins,  M.I). 

Held  semi-monthly  lor  five  eontimions  days, 
■15  total  cotnse  horns,  the  eoinse  inclttdes  lec- 
ttnes,  aitdiovisnal  presentations,  participation 
in  tontine  patient  examinations,  review  of  teach- 
ing files  and  proven  case  materials,  and  daily 
rottnd  table  disctissions.  Our  curricultim  may  be 
adajjted  to  individual  trainee's  previotis  experi- 
ence and  ftitttre  needs.  No  registration  fee  is  re- 
(piired.  Credit  approved:  Category  I,  AMA  Phy- 
sicians Recognition  Award,  .American  College  of 
Radiology,  Hotir  for  Hour;  Evidence  of  Continu- 


ing Education,  .American  Society  of  Radiologic 
Eechnoktgists,  One  Point  per  Horn. 

Courses  have  been  scheduled  tinough  June, 
1977: 

PHYSICIAN  COURSES  BEGIN:  1-3,  1-10, 
2-7,  2-14,  3-21,  4-4,  4-18,  5-9,  5-16,  6-6,  6-13. 

I ECHNOEOGIST  COURSES  BEGIN:  1-24, 
2-21,  3-28,  4-25,  5-23,  6-27. 

Eor  further  information  wiite  to: 

Dawn  Nevling  Shull 
Dept,  of  Diagnostic  Radiology 
"Ehe  University  of  'Eexas  System 
Cancer  Center 
Texas  Medical  Center 
Houston,  Texas  77030 


JAMES  ALLEN  ARNOLD,  M.D. 

Dr.  I antes  Arnold  is  a new  member  of  the 
Washington  Cotmty  Medical  Society.  He  is  a 
native  of  Iowa  and  attended  the  Univeisity  of 
Iowa  where  he  received  his  M.D.  degree.  His 
internship  was  at  the  Butterfield  Hos]tital  in 
Cband  Rapids,  Michigan,  from  1968  to  1969. 
Dr.  .Aiiiold  was  in  residency  at  the  Ibiiversity  of 
.Vrkansas  Medical  Center  from  1972  to  1975. 

Dr.  Aiiiold  is  a,ssociated  with  the  Orthopaedic- 
Neurological  Clinic  at  2907  East  Joyce  in  Eay- 
etteville.  His  specialty  is  Orthopaedic  Surgery. 

Prioi  to  coming  to  Arkansas,  Dr.  .Arnold  was 
in  a six-month  Sports  Medicine  Fellowship  in 
Denver,  Colorado.  He  holds  a teaching  appoint- 
ment at  the  LIniversity  of  Arkansas  College  of 
Medicine. 

Dr.  Arnold  is  Board  Certified  and  a member 
of  the  .Arkansas  Orthopaedic  Society. 


CHET  J.  JANECKI,  M.D. 

Ehe  Pulaski  County  Medical  Society  has  ac- 
cepted Dr.  Chet  |.  Janecki  as  a new  member. 

Dr.  Janecki  was  born  in  Btiffalo,  New  York, 
and  attended  Canisitis  College  in  Buffalo,  receiv- 
ing his  B.S.  degree  in  1964.  He  received  his  M.D. 
degree  from  the  University  of  Rochester  in  Ro- 
chester, New  AMrk.  He  served  an  internship  and 
residency  at  the  Cleveland  Clinic  Fotmdation  in 
Cleveland,  Ohio,  in  both  Internal  Medicine  and 
Oi  thopaedic  Stirgery. 

Dr.  Janecki  is  Board  Certified  by  the  Ameri- 
cati  Board  of  Orthopaedic  Sitrgery  and  is  As- 
sistant Professor  at  the  LIniversity  of  .Arkansas 
College  of  Medicine. 

FREDERICK  EUGENE  JOYCE,  M.D. 

Dr.  Frederick  E.  Joyce  has  been  accepted  into 
membership  by  the  Miller  Cotmty  Medical  So- 
ciety. Dr.  Joyce  was  born  in  Shieveport,  Louisi- 
an;i,  and  received  his  B..A.  from  A^anderbilt  Uni- 
versity. His  M.D.  degree  was  earned  at  the  Uni- 
versity of  Arkansas  and  he  interned  at  the  Uni- 
versity of  Colorado.  His  residency  was  at  the 
University  of  Arkansas  and  the  Lbiiversity  of 
Mitniesota.  He  served  his  country  in  the  United 
States  Army. 

Dr.  Joyce  was  in  General  Practice  for  three 
years  at  Fayetteville  and  has  been  in  Texarkana 
for  six  months.  He  is  associated  with  St.  Michael's 
Hospital  in  Texarkana  in  the  Department  of 
Pathology. 

Dr.  Joyce  is  certified  by  the  Board  of  Ameri- 
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New  Members 


(;m  l*;ithol()f>y  iiiul  (iliiiical  l’atlu)l()<>ist  aiul  is  a 
nicinhcM'  ol  tlie  (iollegc  oi  American  Pathologists. 

VINCENT  BRIAN  RUNNELS,  M.D. 

Dr.  X’incent  Riian  Rtinncls  has  l)ecn  ticceptcd 
into  inemlrei  sh  i ])  Iry  titc  AVashingtoti  Coitnty 
Medical  Society.  He  is  a native  of  .\ikansas, 
born  in  Hot  Spiings  on  July  11,  191-?.  He  at- 
tended Pnrdne  Ibiiversity  at  Inditmti polls,  re- 
ceiving his  B.S.  degree  in  1991.  His  M.D.  degree 
was  olrtained  from  the  Ihiiversity  of  Indiana  in 
Indianapolis  in  19()S.  Dr.  Runnels  interned  at 
Methodist  Hospital  in  Indianapolis  and  had 
residency  training  in  neurology  at  the  Indiana 
llniversity  Hosjjital,  and  then  in  neitrosnrgery 
at  the  Llniversity  of  Califortiia  at  Davis. 

Dr.  Runnels  served  his  country  in  the  LJnited 
States  .\rmy  from  1974  to  197().  He  was  with  the 
121st  Evacuation  Hospital  in  Seoul,  Korea,  from 
1974  to  1975,  anil  the  Fit/simmons  Army  Medical 
Center  in  Denver,  Colorado,  from  1975  to  1976. 

Dr.  Runnels  is  associated  with  Drs.  James  A. 
Arnold,  Jorge  H.  Johnson,  Tom  P.  Coker,  Coy 
C.  Kaylor,  and  James  F.  Moore  in  the  Ortho- 
ptiedic-Neurologic  Clinic,  located  at  2907  East 
Joyce  in  Fayetteville.  Dr.  Runnels  is  a neuro- 
surgeon and  is  board  eligible. 

GAIL  EISENHAUER  SMITH 

Pulaski  County  Medical  .Society  has  accepted 
into  membership  Gail  E.  Smith,  a sophomore 


medicil  student  at  tlie  Ibiiieisity  of  .\ik;msas 
College  ol  Mediiine. 


AMA-ERF  CHRISTMAS  SHARING  CARD 

1 he  Arkansas  Medical  Society  Auxiliary  again 
sponsored  an  AMA-ERF  greeting  card  for  Christ- 
mas 1976.  Proceeds  from  the  project  provide  fi- 
nancial assistance  to  tlie  University  of  .\rkansas 
College  of  Medicine. 

Names  of  contrilniting  families  were  inad- 
vertently omitted.  The  Auxiliai^  wants  the  phy- 
sicians and  their  families  to  know  that  the  fol- 
lowing should  have  been  included  in  tlie  list  of 
contributors  to  the  greeting  card: 

Dr.  and  Mrs.  Hal  Black,  Little  Rock 
Dr.  and  Mrs.  Hal  Dildy,  Little  Rock 

1 he  Auxiliary  .AM.\-ERF  Committee  expresses 
thanks  to  all  who  participated  in  the  “sharing 
card." 
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Radiology  Consultants 

1100  Medical  Towers 
Little  Rock,  Arkansas 

:|E  « ]|C  « :tc  Iti  :tc 

HAROLD  D.  LANGSTON.  M.D. 
JAMES  R.  BEARDEN.  M.D. 

JOHN  W.  LANE.  M.D. 
GEORGE  H.  BRENNER.  M.D. 
WILLIAM  C.  GLOVER.  M.D. 
JOHN  W.  JOYCE,  M.D. 
ROBERT  L.  FINCHER.  M.D. 

DOYNE  DODD.  M.D. 

H.  W.  McADOO,  JR..  M.D. 
HENRY  A.  LILE,  M.D. 


K#rTnit  Tracy  Eugene  J.  Williams 

EITHER  OF  THESE  MEN  LATELY? 


They  will  welcome  the  opportunity  to  discuss  the 
endorsed  plan  of  income  protection  insurance  of  the 
Arkansas  Medical  Society. 

Up  to  $300  a week  - - - $15,600  a year  of  tax  free 
benefits  are  available  through  this  low  cost  plan  while 
you  are  disabled  and  RENEWAL  SECURITY  is  made 
a part  of  the  policy. 

Administered  by 

RATHER.  BEYER  & HARPER 

300  Spring  Building  Phone  FR  2-4117 

Little  Rock,  Arkansas 

"Service  Beyond  The  Contract" 


BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 
ANTIMINTH (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermicularis  (pinworm)  and  As- 
caris  lumbricoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug, 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0. 13jLtg/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions.  Minor  transient  elevations  of 
SCOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1 mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful=5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™  of  5 ml  in  pack- 
ages of  12. 

ROeRIG  <SI^ 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 
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From  Lilly/Dista  Research 

NALFON’ 

fenoptvfen  cabium 

300-mg^  Pulvules® 


IDISTA 


Disla  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

^Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 
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A character 

all  its  own. 

Valium  (diazepam)  is  a 
benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  has  been  described 
as  more  potent  mg-per-mg  than  other 
available  anxiolytic  benzodiazepines. 
Pharmacokinetically,  only  Valium  pro- 
vides active  diazepam  as  well  as  the 
active  metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far  more 
significant.  That’s  because  of  the  patient 
response  obtained  with  Valium.  A re- 
sponse which  brings  a calmer  frame  of 
mind.  A response  which  has  a pro- 
nounced effect  on  the  somatic  symp- 
toms of  anxiety,  particularly  muscular 
tension.  A response  which  helps  the  pa- 
tient feel  more  like  himself  again  be- 
cause of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety  and 
psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simultane- 
ous ingestion  of  alcohol. 

Unquestionably,  many  psychother- 
apeutic agents,  including  other  benzo- 
diazepines, have  antianxiety  effects. 

But  one  fact  remains:  you  get  a certain 
kind  of  patient  response  with  Valium. 

It’s  a response  you  want.  A response 
you  know.  A response  you  trust  as  part 
of  your  overall  management  of  anxiety 
and  psychic  tension. 

Valium*(57 

(diazepam)^ 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional  fac- 
tors, psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor  neuron  dis- 
orders; athetosis;  stiff-man  syndrome;  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate 
therapy 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  fre- 
quency and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and  al- 
cohol) have  occurred  following  abrupt  discon- 
t nuance  (convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating)  Keep 
addiction-prone  individuals  under  careful  surveil- 
lance because  of  their  predisposition  to  habituation 
and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  al- 
most always  be  avoided  because  of  in- 
creased risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully  phar- 
macology of  agents  employed;  drugs  such  as 
phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its 
action.  Usual  precautions  indicated  in  patients  se- 
verely depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated 
to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  ohanges  in  libido,  nausea,  fatigue,  de- 
pression, dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  dis- 
turbances, stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


HOLT-KROCK  CLINIC 

1500  Dodson  Avenue 
FORT  SMITH.  ARKANSAS 
Telephone  782-2071 


GENERAL  SURGERY 

Fred  H.  Knock,  M.D..  F.A.C.S.* 

John  D.  Olson,  M.D.,  F.A.C.S.* 

Frank  M.  Lockwood,  M.D.,  F.A.C.S.* 
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Art  B.  Martin,  M.D.,  A.C.P. 

L.  O.  Lambiotte,  M.D.,  F.A.C.P.* 

D.  J.  McMinimy,  M.D.,  A.C.P.* 
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Hassan  Masri,  M.D. 

Robert  C.  Barker,  M.D.* 

NEPHROLOGY 
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RADIATION  ONCOLOGY 
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PATHOLOGY 
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P,arlier  today,  Dr.  Campbell  gave  you  an 
overview  of  the  historical  milestones  in  the  treat- 
ment of  cardiovascular  disease.  The  jmrpose  of 
this  paper  is  to  review  recent  advances  made  in 
diagnostic  and  therapeutic  cardiology,  and  pos- 
sibly clear  up  a few  misconceptions  that  have 
crept  in  en  route.  It  is  not  my  intent  to  provide 
a comprehensive  review  of  this  multi-faceted 
subject. 

AUSCULTATION 

In  1816,  Rene  Laennec  rolled  a tjuire  of  paper 
into  a cylinder  to  use  it  as  an  extension  of  his 
ear  to  facilitate  listening  to  a yonng  woman's 
heart.  Mores  of  the  time  prevented  him  from 
using  the  customary  direct  application  of  the 
ear  to  chest  wall  of  this  very  obe.se  woman.  Lean- 
nec  was  surprised  and  delighted  “to  find  that  I 
could  thereby  preceive  the  action  of  the  heart 
in  a manner  much  more  clear  and  distinct  than 
I had  ever  been  able  to  do  by  the  immediate 
application  of  the  ear.”  Although  the  science  of 
heart  sounds  has  progressed  a great  deal  in  the 
last  century  and  a half,  the  consistency  and  ac- 
curacy of  the  utilization  of  auscrdtation  is  spo- 
radic and  often  given  only  token  attention.  Dr. 
.Sanderson  of  Washington,  D.  C.,  has  recently 
written  a delightful  and  very  practical  article  on 
a “Handy  Heart  Sound  Similator.”i  Basically, 
this  consists  of  your  two  ears,  two  hands  and  a 
stethoscope.  With  these  simple  tools  he  has 
demonstrated  the  ability  to  imitate  most  of  the 
ausculatory  sounds  confronting  the  internist.  I 
commend  his  article  to  you. 

The  second  heart  sound  has  been  a source  of 
much  confusion  but  may  provide  a wealth  of 
information.  Physical  diagnostic  textbooks  two 
decades  ago  frequently  distinguished  A2  from 
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P2  on  a geographic  basis.  This  was  incorrect. 
A2  is  not  the  second  heart  sound  in  the  aortic 
area  and  P2  is  not  the  .second  heart  sound  in 
the  pulmonic  area.  Rather  the  second  heart 
sound  normally  is  made  of  two  components,  the 
first  of  which  is  the  aortic  and  the  second  the 
pulmonic.  The  pulmonic  is  usually  best  heard 
in  the  pulmonic  area,  and  the  relative  intensity 
of  the  two  components  is  usually  compared  at 
that  geographic  point.  Figure  1 is  a phonocardio- 
gram  on  a patient  with  marked  pulmonary  hyper- 
tension with  an  accentuated  P2. 

Normally,  the  relative  position  of  the  aortic 
and  jmhnonic  components  of  the  second  heart 
sound  change  with  the  respiratory  cycle.  With 
inspiration  they  spread  apart,  with  expiration 
they  may  converge.  This  is  referred  to  as  “physio- 
logical splitting.”  Patients  with  significant  atrial 
septal  defects  usually  have  fixed  splitting  of  their 
second  heart  sound,  failing  to  converge  A2  and 
P2  even  with  a valsalva  maneuver.  Patients  with 
right  bundle  branch  block  may  mimic  this  phe- 
nomenon, but  the  degree  of  separation  of  A2 
and  P2  is  le.ss  consistent  than  in  patients  with 
significant  left  to  right  shunts  at  the  atrial  level. 
Figure  2 demonstrates  fixed  splitting  of  the  sec- 
ond heart  sotind  in  a patient  with  an  atrial  septal 
defect. 

Confusing  intercardiac  murmurs  with  peri- 
cardial friction  rubs  is  proitably  a more  common 
mistake  than  most  of  us  wish  to  acknowledge. 
Although  the  three  comjx)nent  friction  rtib  is 
the  classic  description,  a two  component  or  single 
component  rnb  is  the  more  common  presenta- 
tion. To  confuse  the  two  in  the  setting  of  a .85- 
year-old  male,  having  chest  pain,  might  cause 
the  patient  with  a viral  pericarditis  to  be  mis- 
diagnosed as  having  coronary  artery  disease  and 
thereafter  subjected  to  many  employment  and 
insurance  restrictions.  This  is  particularly  apt 
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to  occur  when  pericarditis  is  associated  with  elec- 
trocardiographic cluinges  in  tlie  ST  and  T seg- 
ments. 


ELECTROCARDIOGRAPH 

At  the  turn  of  the  century,  William  Einthoven 
provided  physicians  a practical  tool  for  electro- 


W.T. 
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Figure  2. 


370 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


John  E.  Douglas,  M.D. 


cardiography.  I'liis  instrument  has  become  the 
cornerstone  of  much  of  cardiology  and  regrettal)Iy 
fretinently  supercedes  the  use  of  histories  and 
pliysical  exams.  'Ehree  areas  of  l)asic  electrocar- 
diography, nonetheless  often  cause  confusion.  In 
1927,  Wenkebach  described  the  form  of  second 
degree  W block  wherein  the  PR.  interval  pro- 
gressively increases  until  a ventricular  beat  is 
dropped,  d'he  more  recent  terminology  for  this 
type  of  second  block  is  MORITZ  I block.  In 
Figure  3 the  phenomenon  is  easily  discerned.  In 
Figure  4 because  of  the  relatively  long  sequence 
of  beats  with  prolonged  PR  intervals  before  the 
dropped  beat,  the  presence  of  MORITZ  I block 
could  easily  be  missed.  I’he  grouping  of  2,  3,  4, 
or  5 QR.S  complexes  separated  by  jjatises  shoidd 
be  an  immediate  clue  to  the  probable  presence 
of  a supraventricular  rhythm  with  a varying  de- 
gree of  block.  (Wenkebach  periodicity) 

second  area  of  electrocardiographic  con- 
fusion stems  from  the  terms  third  degree  heart 
block  and  AV  dissociation.  As  the  Venn  diagram 
in  Figure  5 indicates  all  R may  be  A,  but  not  all 
.A.  is  R.  The  same  is  true  for  AV  dissociation  and 


Figure  3. 
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tliircl  degiee  heart  block.  Third  degree  heart 
block  represents  a form  of  AV  dissociation. 
There  are  sec'eral  forms  of  AV  dissociation  which 
are  not  third  degree  heart  block.  Figure  6 repre- 
sents a good  example  of  AV  dissociation  without 
prolrlems  in  AV  conduction  which  is  implicit  in 
the  teiTn  “third  degree  heart  block.’’  In  tliis  ex- 
ample, the  sinus  rhythm  slows  below  that  of  the 
junctional  pacemaker  which  intermittently  cap 
tures  and  drives  the  ventricle.  However,  when 
the  atrial  depolarization  occurs  at  a rate  exceed- 
ing the  junctional  pacemaker  it  is  alrle  to  capture 
the  ventricle.  Thus,  the  AV  node  easily  trans- 
mits signals  coming  from  alrove,  indicating  the 
absence  of  heart  block,  but  when  the  lower  pace- 
maker supervenes  there  is  AV  dissociation. 


ECG  STRESS  TESTING 

In  1928,  Feil  and  Segal  first  described  ST  seg- 
ment changes  during  exercise  induced  angina. 
In  that  year  a vigorous  young  athlete  was  re- 
ferred to  Dr.  White's  laboratory; 

“because  his  physician  was  perplexed  by  the 
occurrence  of  paroxysmal  atrial  fibrillation  in 
a healthy  individual.  History,  physical  exami- 
nation, and  x-ray  failed  to  reveal  any  evidence 
of  heart  disease  except  for  episodes  of  rapid 
heart  action.  The  electrocai'diogram  disclosed 
abnormal  ventricular  complexes,  and  the  PR 
intei-val  was  0.10  sec.  Since  paroxysmal  tachy- 
cardia has  occasionally  occurred  during  a work- 
out in  the  gym,  he  was  requested  to  run  up 
and  down  four  flights  of  stairs  in  the  hope  of 
provoking  an  attack.  The  effect  of  exercise 
was  unexpected;  the  ventricular  complex  be- 
came normal,  and  the  PR  interval  increased 
to  0.16  sec.,  although  the  heart  rate  rose  to 
levels  of  120  to  140.” 

To  my  knowledge,  this  is  the  first  recorded  ex- 
ample where  stress  electrocardiography  was  used 
to  analyze  propensity  for  arrhythmias.  As  all  of 
you  are  probably  quite  well  aware  the  results  in 
this  young  athlete  stimulated  a search  which  re- 
sulted in  the  series  of  patients  initially  desaibed 
by  Wolfe,  Parkinson,  and  White. 

During  the  next  two  decades  exercise  electro- 
cardiogTaphy  remained  in  its  infancy.  In  1941, 
Masters  published  his  work  with  the  step  test 
which  bears  his  name.  In  the  three  decades  fol- 
lowing, stress  testing  through  different  modalities 
entered  its  adolescerrce  with  rapid  growth.  It  has 
gairred  general  acceptance  across  the  country,  and 
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we  are  now  becoming  better  prepared  to  know 
when  to  use  it,  and  what  to  do  with  the  results. 

Treadmill  or  bicycle  ergometric  stress  testing 
has  certain  inherent  limitations.  Most  of  the 
technological  ones  have  been  minimized.  Those 
limitations  relating  to  tlie  people  conducting  the 
test  are  being  workerl  on.  The  test  does  evaluate 
a person’s  functional  capacity.  Function  encom- 
passes skeletal,  neurological,  muscular,  as  well  as 
caixlio-pulmonary.  Frequently  more  information 
can  be  derived  from  watching  the  patient  react 
to  the  physical  stress,  assessing  his  relative  mo- 
tivation and  the  level  of  exercise  attainable. 
Many  of  us  are  beginning  to  wonder  if  this  type 
of  information  may  be  more  valuable  than  some 
of  the  electrocardiographic  data  obtained.  Too 
frequently  stress  tests  are  performed  without 
careful  attention  by  a physician  to  these  other 
parameters.  In  addition,  submaximal  exercise 
testing,  which  inevitably  provides  “fuzzier”  in- 
formation than  maximal  stress  testing,  is  easier 
to  perform,  but  decreases  the  sensitivity  of  the 
test.  In  addition,  even  with  maximal  testing 


under  optimal  conditions  the  test  yields  between 
10  and  20%  false  jK>sitive  results  (less  than  opti- 
mal specificity),  d’he  latter  is  particularly  a prob- 
lem in  women.  Figure  7 illustrates  the  electro- 
cardiogram and  stress  test  on  a middle  age  pa- 
tient who,  except  for  occasional  skipped  beats, 
was  entirely  asymptomatic.  Her  stress  test  is  ab- 
normal not  only  on  the  basis  of  .ST  and  T wave 
changes,  but  on  the  basis  of  multiform  ventric- 
idar  extra  systoles.  Because  of  a family  history 
of  congenital  heart  defects,  and  the  presence  in 
this  patient  of  a systolic  murmur  and  this  ab- 
normal stress  test,  she  was  subjected  to  cardiac 
catherization  and  coronary  arteriography.  These 
latter  studies  were  tpiite  noitnal  and  the  patient 
has  remained  asymptomatic.  Inasmuch  as  women 
tend  to  have  a much  higher  false  positive  rate, 
(decreased  specificity)  in  stress  testing,  several  in- 
vestigators are  now  pursuing  an  explanation  for 
this. 

I he  controver.sy  still  rages  over  stress  testing 
asymptomatic  men.  False/negative  tests  will  cer- 
tainly cause  some  proltlems.  However,  a {xjsitive 
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test  in  the  asymptomatic  patient  may  leave  that 
patient  and  his  physician  in  a dilemma.  Is  he 
one  of  the  10  to  20%  who  have  a false  positive 
test  or  does  he  indeed  have  significant  coronary 
artery  disease?  Can  the  physician  with  these  cir- 
cumstances resist  the  temptation  to  stampede 
into  coronary  arteriogiaphy?  The  sheer  mathe- 
matic logistics  of  such  a stampede  are  obvious. 
Given  100  asymptomatic  middle  age  males,  10  to 
20  may  have  a positive  test  without  significant 
coronary  artery  disease.  Subjecting  this  fraction 
of  the  population  to  coronary  arteriography  is 
neither  practical  nor  wise. 

As  Dr.  White  described  in  his  original  patient 
with  pre-excitation  syndrome,  stress  can  be  of 
value  in  evaluating  patients  with  arrhythmias. 
Figure  8 is  an  electrocardiographic  response  of 
a patient  who  passed  out  several  months  previ- 
ously during  neck  manipulation  for  muscular 
spasms.  The  reason  for  his  syncopy  seems  obvi- 
ous. However,  in  response  to  stress  testing,  he 
show'ed  uncomfortably  frec|uent  premature  ven- 
tricular beats.  With  some  trepidation  he  was 
placed  on  quinidine  and  his  subsequent  studies 
are  shown  in  Figure  9.  It  appears  we  weie  able 
to  suppress  his  premature  ventricular  beats,  with- 
out sufficiently  enhancing  vago-motor  tone  to 
aggrevate  his  propensity  for  sinus  arrest.  This 
subject  however,  raises  a whole  wrath  of  prob- 
lems comparable  to  the  Medusa  head:  what  do 
we  do  witli  premature  ventricular  beats?  I be- 
lieve w'e  are  only  beginning  to  get  a handle  on 


this  tpiestion.  There  are  many  facets  to  it,  and 
individualization  of  therapy  is  a must.  As  best 
w^e  can,  we  must  first  determine  whether  or  not 
those  extra  beats  are  a threat  to  the  patient.  Then 
if  we  find  a drug  which  we  can  document  pro- 
vides him  some  protection  from  those  beats,  is 
that  protection  worth  the  risks  of  toxicity  from 
the  drug?  The  use  of  Holter  Scanning  may  an- 
swer the  second  of  those  questions,  but  only  time 
and  long  range  studies  of  a prospective  nature 
will  answer  the  first  and  third. 

HEMODYNAMICS 

360  years  ago  on  April  17,  1616,  Sir  William 
Harvey  delivered  the  laimleian  lecture: 

“It  is  plain  from  the  structure  of  the  heart 
that  the  blood  is  passed  continuously  through 
the  lungs  to  the  aorta  as  by  two  clacks  of  water 
bellow's  to  raise  water.  It  is  shown  by  applica- 
tion of  a ligature  that  the  passage  of  blood  is 
from  the  arteries  into  the  veins.  Whence  it 
follows  that  the  movement  of  the  blood  is  con- 
stantly in  a circle,  and  is  brought  about  by  the 
beat  of  the  heart.  It  is  a question,  therefore, 
whether  this  is  for  the  sake  of  nourishment  or 
of  heat,  the  blood  cooled  by  warming  the  limbs, 
being  in  turn  warmed  by  the  heart.” 

In  1870,  Adolf  Fick  set  forth  the  principle  of 
determining  cardiac  output  by  arterial  blood  gas 
analysis  and  oxygen  consumption  determinations. 
Oxygen  was  the  marker  for  his  cardiac  output 
determinations.  Since  that  time,  many  sub- 
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stances  liave  been  used  and  the  most  popular  one 
currently  is  cold.  The  advent  of  Swan-Ganz, 
catheter  and  thermo  dilution  techniques  have 
made  this  a relatively  simple  technique  available 
in  most  coronary  care  units.  Too  many  of  us 
have  too  often  been  confronted  by  the  patient 
who  is  maintaining  a satisfactory  blood  pressure 
with  a mild  tachycardia  but  no  urinary  output. 
In  such  a predicament,  we  might  give  more 
flnids,  nse  vaso-dilator  therapy,  push  potent 
diuretics,  or  institute  inotropic  agents.  We  know 
the  heart  rate,  we  know  the  blood  pressure,  but 
we  don’t  know  if  there  is  any  flow.  With  serial 
determinations  of  pidmonary  artery  wedge  pres- 
sure and  thenno  dilution  cardiac  output,  we  may 
obtain  a better  grasp  of  which  therapeutic  mo- 
dality to  follow,  as  well  as  monitor  the  effect  of 
our  therapeutic  interventions. 

ECHOCARDIOGRAPHY 

Cardiac  ultrasound,  introduced  into  this  coun- 
try a little  over  a decade  ago,  has  made  rapid 
technical  advances  and  spawned  a cardiologic 
subspecialty  all  of  its  own. 

Following  a history  and  physical  examination, 
the  procedure  of  choice  to  confirm  or  refute  at 
least  six  possible  diagnostic  situations,  is  the 
echocardiogram.  Mitral  valve  prolapse,  idio- 
pathic hypertrophic  subaortic  stenosis,  mitral 
stenosis,  pericardial  effusion,  left  atrial  myxomas, 
and  functionally  cardiomyopathic  hearts  produce 
nearly  unicpie  and  specific  echocardiogTams.  In 
addition,  echocardiography  can  provide  strong 
support  information  in  diagnosing  congenital  bi- 


cuspid aortic  vahidar  disease,  atrial  septal  de- 
fects, aortic  insufficiency,  hypokinetic  or  akinetic 
interventricidar  septa,  and  concentric  left  ven- 
tricular hypertrophy.  The  future  of  echocardiog- 
raphy looks  bright.  In  a matter  of  2 to  5 
years,  it  will  provide  a means  for  assessing  total 
as  well  as  segmental  left  ventricular  function,  as 
well  as  the  actual  dimensions  of  orifice  size  for 
the  aortic  and  mitral  valves.  More  complicated 
congenital  heart  defects  already  are  being  diag- 
nosed with  the  echo  at  a high  rate  of  accuracy. 

CORONARY  ARTERY  DISEASE 

The  concjuest  of  diseases  of  infections  origin 
through  preventative  measures  has  provided  the 
greatest  medical  benefit  to  mankind.  If  cardi- 
ology is  to  accomplish  comparable  benefit,  it 
too  must  take  the  preventative  approach.  Un- 
forttmately,  no  vaccine  is  currently  available  that 
protects  one  from  atherosclerotic  cardiovascular 
disease.  This  multi-factorial  scurge  of  we.stern 
civilization  will  reqinre  behavioral  modification 
from  the  time  of  fetal  conception  to  adidt  life. 
Edward  Freis  in  this  month’s  journal  of  CIRCU- 
LAd’ION  reaffirms  the  necessity  for  ns  to  de- 
habituate  ourselves  and  our  children  from  diets 
highly  seasoned  with  salt.  This  is  a must  for 
families  predisposed  to  hypertension.  Similarly 
from  infancy  to  adulthood,  we  must  learn  that 
the  sweetest  foods  are  not  necessarily  the  best. 
Food  products  containing  high  cjuantities  of 
animal  fat  must  continue  to  be  regarded  with 
suspicion. 

Recreation  and  exercise  must  become  part  of 
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one’s  way  of  life,  like  brushing  one’s  teeth.  Each 
of  us  has  been  conditioned  to  “go  out  and  play” 
only  after  he  has  finished  his  chores.  Recreational 
play  was  the  reward  of  one  who  had  his  work 
done.  This  definition  carries  over  into  adult  life 
and  instills  guilt  in  all  of  us  daily.  Who  among 
us  here,  has  all  of  his  work  done?  Recreational 
exercise  must  provide  diversity,  a feeling  of  satis- 
faction, and  must  not  be  a drudgery.  Competitive 
athletics  which  drill  the  participant  to  the  point 
of  aversion  are  extracting  a jji  ice  we  should  not 
be  willing  to  pay. 

Physicians  recommending  exercise  to  their  pa- 
tients, must  take  the  above  factors  into  account. 
In  addition,  exercise  should  be  treated  as  a medi- 
cation with  an  appropriate  presaiption.  When 
is  it  to  be  taken  during  the  day?  For  how  long? 
To  what  level?  And  in  what  sort  of  environ- 
ment? Under  what  conditions  should  it  not  be 
taken  — what  are  its  toxic  side  effects?  Several 
books  are  now  available  to  the  clinician  in- 
terested in  these  specifics  and  should  be  reviewed 
by  an  internist  who  supervises  the  care  of  middle- 
aged  or  elderly  patients. 

VASO-DILATOR  THERAPY 

Trinitroglycerin,  one  of  the  cheapest,  most  fre- 
quently prescribed  and  potentially  effective 
drugs  fretpiently  fails  to  benefit  a patient  be- 
cause of  the  lack  of  patient  education.  The  shelf 
life  of  this  drug  is  no  more  than  six  months. 
Heat  and  sunlight  accelerate  its  deterioration.  If, 
when  taken,  the  tablet  produces  no  buzzing  or 
tingling  sensation  beneath  the  tongue,  it  prob- 
ably has  lost  its  potency.  I encourage  my  pa- 
tients to  keep  their  stock  supply  in  a brown, 
glass,  well-stoppered  bottle  in  the  refrigerator. 
From  this  supply,  every  two  weeks  they  are  to 
restock  a similar  bottle  which  they  carry  in  their 
prjcket.  If,  at  the  end  of  two  weeks,  any  tablets 
are  left  in  their  pocket  bottle,  these  are  thrown 
fjut  and  a fresh  supply  obtained. 

The  so-called  “long  acting”  nitrites  probably 
have  no  significant  therapeutic  effect  after  three 
hours.  If  they  are  sw'allowed  whole,  they  will 
have  little  or  no  effect  at  all.  Patients  must  be 
reminded  that  these  tablets  should  be  chewed 
and  allowed  to  dissolve  in  their  mouths.  Oint- 
ments containing  nitrites  are  gaining  popularity 
after  nearly  two  decades  of  dormancy.  They  have 
particular  applicability  for  patients  suffering 
with  nocturnal  angina.  However,  they  are  quite 
potent,  and  caution  should  be  maintained  in  the 


surface  area  prescrilred  for  the  use  of  this  medi- 
cation. 

CORONARY  ANGIOGRAPHY 

Coronary  artery  anatomy  has  come  a long  way 
since  Versalius  published  his  description  in  1543. 
The  precise  anatomical  course,  the  frequency  of 
variant  anatomy,  and  anomalies,  and  the  radio- 
graphic  imaging  of  these  strategic  vessels  domi- 
nate the  time  and  energy  of  more  physicians  to- 
day than  were  alive  in  the  United  States  at  the 
time  of  the  American  revolution.  The  dilemma 
we  frequently  find  ourselves  in  caring  for  a pa- 
tient suffering  from  mild  to  moderate  angina 
reminds  me  of  the  two  brothers,  Prometheus  and 
Epimetheus,  of  Greek  mythological  note.  Prome- 
theus’s name  stands  for  forethought  or  foresight. 
His  concern  for  mankind,  his  courageous  exploits 
and  defiance  of  the  unjust  Zeus  are  well  known  to 
most  of  us.  The  name  Epimetheus  means  hind 
sight.  This  less  thoughtful  brother  is  said  to 
have  welcomed  Pandora  and  her  ill  fated  box 
of  plagues  and  sorrows  for  mankind  from  Zeus 
against  the  stern  warnings  of  his  brother  Prome- 
theus. I wish  I had  the  foresight  to  anticipate  a 
solution  to  the  medical  problem  so  many  of 
us  face  with  our  patients  today.  For  example, 
isolated  left  main  coronary  artery  disease  carries 
an  ominous  potential  for  the  patient  but  the 
greatest  jxjtential  for  surgical  benefit.  Two  areas 
of  coronary  arteriography  and  coronary  artery 
surgery  however  give  me  a Promethian  warning 
for  caution.  Isolated  left  main  coronary  artery 
disease  is  present  in  only  2 to  5%  of  patients 
with  significant  angina  pectoris.  Significant 
stenotic  lesions  in  the  left  main  coronary  artery 
are  more  consistently  and  uniformly  assessed  by 
clinicians  reading  the  coronary  arteriograms.  A 
recent  report  from  the  Afassachusetts  General 
Hospital,  however,  indicates  that  among  experts, 
there  is  a 15  to  20%  disagreement  on  the  sig- 
nificance (defined  as  50%  or  greater  narrowing 
in  diameter),  of  a given  stenotic  lesion  in  the  left 
main  coronary  artery.  Disagreement  was  even 
greater  when  lesions  in  the  right  coronary,  left 
circumflex  or  left  anterior  descendino;  coronary 
arteries  were  in  question.  In  an  effort  to  compen- 
sate and  minimize  the  chance  for  misevaluating 
such  lesions,  we  have  adopted  the  policy  of  hav- 
ing at  least  three  and  often  four  cardiologists  re- 
view the  films  of  patients  being  considered  for 
coronary  bypass  surgery.  Hopefully,  in  this  way, 
we  may  keep  the  lid  on  Pandora’s  Box. 
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Management  of  Emotional  Factors 
in  Cardiovascular  Disease"^"^ 

Joseph  V.  Fisher,  M.D.* 


INTRODUCTION 

' J_  he  past  twenty  years  have  brought  mount- 
ing evidence  that  the  emotional  factors  in  cardio- 
vascular disease  are  an  integral  part  of  both  the 
assessment  and  management  of  patients  with 
these  common  proldems. 

Physicians  and  laymen  alike  are  acquainted 
tvith  the  Tyjx;  A and  Type  B behavior  described 
by  Friedman  and  Rosenman  and  the  vulnerabil- 
ity of  the  Type  A behaviorally-oriented  jrerson 
to  myocardial  infarction. 

Other  cardiologists  have  observed  that  emo- 
tional factors  can  trigger  most  any  type  of  cardiac 
arrhythmia^  that  anxious  patients  in  the  pre- 
operative jjeriod  will  show  EKG  changes  in  the 
S-T  segments  and  T wave  alterations;-  and 
Shapiro  has  shown  that  there  is  a high  coiTela- 
tion  between  elevated  serum  cholesterol  levels 
and  chronic  emotional  tension. ^ 

These  data  and  other  evidence  which  con- 
tinues to  accumulate  “clearly  indicate  that  the 
emotional  factors  are  among  primary  factors 
wTich  affect  cardiac  function.” 

“Despite  this  fact,  however,  it  is  paradoxical 
that  a formal  consideration  and  addressment  to 
the  psychological  conflicts  and  traumata  that  are 
regidarly  found  in  coronary  patients  almost  never 
occurs,  at  least  almost  never,  with  the  primary 
physician.  Perhaps  no  other  aspect  of  the  care 
of  the  coronary  patient  is  more  neglected.”^ 

One  might  well  ask  if  there  is  an  increasing 
amount  of  evidence,  and  there  is,  that  the  emo- 
tional factors  should  be  included  as  one  of  the 
risk  factors  in  coronary  artery  disease  and  in  other 
cardiovascular  diseases  (e.g.,  hy|aertension),  why 
doesn't  this  occur?  Several  cogent  reasons  for  this 
apparent  failure  can  be  advanced:  (1)  Poor  or 
inadequate  training  at  the  undergraduate  and 
graduate  levels  in  the  evaluation  and  manage- 
ment of  the  emotional  factors  in  most  disease 
states;  (2)  The  time  factor  — with  more  pressing 
priorities  in  patient  care.  Cardiogenic  shock, 
pump  failure,  life-threatening  arrhythmias  in  the 
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C.C.U.  must  obviously  at  times  assume  para- 
mount im|X)rtance  over  the  emotional  com- 
jjonents  of  total  care.  However,  at  some  time 
during  the  hospitalization,  the  emotional  factors 
recpiire  consideration.  (3)  “Patients  with  psycho- 
somatic illness  often  show  — consciously  and  un- 
consciously — very  little  insight  or  acceptance  of 
the  fact  that  what’s  occurring  in  their  intra- 
psychic or  inter-personal  life  can  influence  their 
state  of  physical  health.”^ 

Purpose 

This  paper  will  present  a conceptual  frame- 
work subsumed  under  the  letter  “Ci”  which  ad- 
dresses itself  to  comprehensive  and  continuing 
care  of  the  patient  with  cardiovascular  disease. 
The  five  “C’s”  are:  (1)  Comjjetence;  (2)  Collabo- 
ration; (3)  Communication;  (4)  Compliance; 
(5)  Compassion.  These  five  basics  of  manage- 
ment will  be  applied  to  two  commonly  en- 
countered cardiovascular  conditions:  acute  myo- 
cardial infarction  and  essential  hypertension, 
and  the  assessment  and  management  of  these  dis- 
eases will  be  discussed  with  due  attention  to  the 
emotional  factors. 

An  attempt  will  be  made  to  recognize  and  to 
include  the  presence  and  influence  of  the  emo- 
tional state  on  these  two  common  cardiovascular 
conditions.  Understanding  the  place  and  im- 
portance of  the  emotional  factors  is  no  substitute 
for  sound  clinical  competence.  No  one  wants  a 
professional  incompetent  no  matter  how  much 
T.L.C.  he  provides.  But  the  patient  can  expect 
a physician  who  is  sensitive  to  the  day  by  day 
vicissitudes  of  his  emotional  state  while  simul- 
taneously demonstrating  sound  clinical  judgment 
and  care.  It  is  not  then  an  “either -or”  type  of 
care  but  rather  one  which  includes  both  dimen- 
sions of  management  — total  care  if  you  will. 

THE  PRINCIPLES  OF  MANAGEMENT 
I.  COMPETENCE 

A perusal  of  the  literature  about  cardiovascu- 
lar disease  fairly  overwhelms  the  interested  j)hy- 
sician,  particularly  the  primary  physician  but, 
perhaps,  even  for  Lite  cardiologist  as  well. 

The  determination  of  the  boundaries  of  com- 
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petency  does  at  times  place  some  stress  on  the  phy- 
sician. In  a sense,  each  practitioner  defines  the 
areas  and  limitations  of  his  competence  and  re- 
sponsibility in  cardiovascular  disease  and  this  de- 
termination is  influenced  by: 

(1)  His  training  and  experience;  (2)  The  avail- 
ability of  consultants  and  the  prevailing  stand- 
ards of  care  in  the  locale  of  his  practice;  (3)  The 
specter  of  malpractice. 

More  and  more,  the  limits  of  professional  com- 
petency are  being  determined  by  others  — profes- 
sional review  boards  and  certification  and  re- 
liccnsure  retpiirements;  third  party  carrier  pay- 
ments; governmental  agencies,  etc.  Restrictive 
as  these  factors  are,  and  they  seem  to  multijdy 
yearly,  the  physician  who  is  motivated  by  a desire 
to  do  only  what  he  knows  he  is  competent  to  do 
and  who  attends  to  updating  his  education,  has 
little  to  fear  from  this  type  of  surveillance  and 
regulation. 

II.  COLLABORATION 

Collaboration  implies  that  the  primary  phy- 
sician accepts  the  need  for  assistance  in  total  pa- 
tient care;  is  aware  of  the  availability  of  such 
help;  and  can  mobilize  these  resources  for  the 
benefit  of  his  patient  and  for  the  sharing  of  the 
burden  of  management.  Personnel  available  in 
the  hospital  may  include  the  consultants  (cardi- 
ologist, psychiatrists);  chaplain  or  patients’  clergy- 
men; social  workers;  nursing  personnel;  phar- 
macist, etc.  Community  resources  need  to  be  as- 
sessed and  mobilized  in  a collaborative  manner. 

Involving  the  members  of  the  patient's  family 
and  even  the  patient  himself  for  working  together 
toward  recovery  is  a concept  increasingly  recog- 
nized and  accepted. 

III.  COMMUNICATION 

VV’ho  communicates  what,  when,  where  and 
how  could  well  constitute  a subject  for  a whole 
morning’s  discussion.  A few  principles  can  be 
suggested  in  relation  to  communication  in  the 
doctor-patient  relationship.  Lucidity  — the  abil- 
ity to  convey  to  the  patient  and  his  family  the 
diagnosis  and  prognosis  in  language  free  of  tech- 
nical tenns  (sometimes  a refuge  for  the  doctor) 
and  in  understandable  terms.  Autonomy  — the 
permission,  whenever  possible,  for  the  patient  to 
assume  the  right  to  make  certain  decisions  and 
to  take  the  responsibility  for  his  own  care  com- 
mensurate with  his  ability  and  understanding. 


Humanity  — the  ability  to  be  sensitive  to  pain 
and  suffering.  (More  of  this  later  under  Com- 
passion.) Fidelity  — a keystone  in  the  doctor- 
patient  relationship;  trust  and  reliance  tliat  the 
physician  always  acts  in  the  patient’s  best  in- 
terests and  welfare.® 

IV.  COMPLIANCE 

Compliance,  which  is  so  closely  allied  to  proper 
communication,  passes  through  several  stages. 
The  awareness  and  understanding  of  the  phase 
of  the  patient’s  cardiovascular  disease  and  the 
feelings  that  accompany  each  of  these  stages  per- 
mits the  perceptive  physician  to  be  flexible  and 
appropriate  in  his  approach  to  patient  care  and 
enhances  his  chances  for  patient  compliance. 

Robert  Veatch,  a Medical  Ethicist,  has  defined 
four  role  models  that  the  physician  may  demon- 
strate” in  caring  for  his  patients: 

The  Engineering  Model:  Quite  appropriate 
at  life-threatening,  aitical  periods.  The  physi- 
cian is  literally  an  engineer  who  can  regulate  and 
monitor  the  life-support  “hardware;”  can  in- 
tul)ate,  aspirate,  catheterize,  resuscitate,  etc.,  al- 
most mechanically.  “Distancing”  allows  him  to 
keep  his  own  emotional  reactions  in  the  back- 
ground at  this  critical  period. 

The  Priestly  Model:  This,  too,  is  an  appropri- 
ate type  of  action  by  the  physician  at  certain 
times.  It  implies  that  the  physician  exercises  a 
type  of  “divine  right”  to  act  in  the  patient’s  be- 
half, knows  what  is  best  for  him  and  assumes  the 
major  responsibility  for  the  patient’s  manage- 
ment. 

The  Collegial  Model:  Physician  and  patient 
are  co-partners,  equal  in  knowledge  and  ability 
to  prescribe  a regimen  for  the  patient.  This  con- 
cept has  a specious  appeal  but,  in  actuality,  its 
expectations  are  too  great.  Equality  and  frater- 
nity may  be  acceptable  in  revolutionary  periods 
but  don’t  fulfill  the  requirements  for  an  endur- 
ing doctor-patient  relationship. 

The  Contractural  Model:  In  this  model,  the 
physician  and  the  patient  express  their  needs 
and  expectations  and  after  disctission  and  nego- 
tiation, a contract  is  made  in  which  each  party 
promises  to  do  certain  things  in  and  for  the  pa- 
tient’s management.  After  the  acute  stage  of 
cardiovascular  disease  and  certainly  for  long- 
term care,  the  contractural  model  will  probably 
produce  the  best  results. 
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V.  COMPASSION 

This  (juality  se]>arates  the  physician  from  the 
doctor.  It  is  the  ability  to  be  empathetic  — to  feel 
xi'ith  your  patient,  to  be  sensitive  and  aware  of 
his  fear,  pain,  anxiety,  anger,  depression  and  to 
recognize  that  these  profound  feelings  are  an 
attempt  to  cope  with  life-threatening  and/or 
frustrating  long-term  illness. 

These  five  principles  of  care  for  your  patient 
with  cardiovascular  d isease  — competence,  col- 
laboration, communication,  compliance  and  com- 
passion — constitute  a foundation  for  a progTam 
of  comprehensive  management  and  each  em- 
bodies an  attention  to  the  emotional  factors. 

These  five  basics  of  management  will  be  ap- 
plied to  ttv'o  commonly  encountered  cardiovas- 
cular diseases:  (1)  acute,  life-threatening,  carrlio- 
vascular  disease,  the  acute  myocardial  infarction; 
and  (2)  essential  hypertension,  the  problem  of 
long-term  management. 

ACUTE,  LIFE  THREATENING  CARDIOVASCULAR 
DISEASE:  MANAGEMENT  OF  ACUTE 
MYOCARDIAL  INFARCTION 

"Wdiile  an  actite  myocardial  infarction  is  a dra- 
matic and  critical  event,  it  is  but  one  phase  of 
coronary  artery  disease.  \Vhat  occurs  before  the 
infarction  and  what  follows  the  acute  life-threat- 
ening happening  may  be  of  equal  importance  in 
both  prevention  before  the  actual  infarction  and 
after  leaving  the  C.C.U.  and  during  the  recovery 
phase.  Both  these  stages  will  at  one  time  or  an- 
other demand  the  employment  of  the  five  “C’s” 
of  management  in  an  appropriate  manner. 

I.  THE  PRE-CRITICAL  PERIOD 

The  competent  physician  is  aware  of  the  risk 
factors  in  arteriosclerotic  heart  disease,  including 
the  importance  of  stress  as  one  of  these  factors. 

Drs.  Dlin  and  Fischer  in  their  research  done 
on  victims  of  myocardial  infarction  have  been 
able  to  delineate  a time  frame  of  events  preced- 
ing the  final  event  of  the  myocardial  infarction.*^ 

1.  Significant  Events  (3  years  before)  in  the  life 
of  the  individual.  Events  of  importance  were 
those  which  involved  a threat  to  a “significant 
other”  — parents,  spouse  or  serious  illness;  or 
accident  to  the  patient  himself.  These  events, 
all  accompanied  by  severe  emotional  stress, 
forced  the  patient  to  call  upon  adapting  and 
coping  mechanisms.  However,  when  these 


adaptional  measures  failed,  symptoms  re- 
sulted. 

2.  Somatic  Symptoms  (1  year  prior  to  the  in- 
farction) 

a.  24%  — referrable  to  head,  chest  and  upper 
extremities  (“aches,  pains,  dizziness  that 
could  7}ot  be  related  to  cardiac  disease 
jwedominated.”) 

1).  30.5%  — symptoms  referrable  to  iq>per  G1 
tract  (including  peptic  ulcer). 

c.  20%  — sexual  difficidties  (impotence  most 
Irequent). 

d.  25.5%  — miscellaneous  complaints  — fa- 
tigue, insomnia. 

3.  Psychic  Sym ptonis  (2  months  pre-infarction) 
a.  Chiefly  significant  emotional  events,  e.g., 

“breaking  up  an  affair,''  a birthday  before 
retirement;  an  accident. 

1).  “40%  of  the  psychic  symptoms  involved 
phobias,  fears,  and  obsessions  in  relation 
to  a heart  attack.” 

What  can  be  communicated  to  the  patient  in 
the  pre-infarction  period  in  the  light  of  this 
march  of  events  and  how  can  we  enlist  his  col- 
laboration to  accept  a degree  of  compliance  that 
may  head  off  coronary  occlusion?  Briefly  some 
suggestions  are  these:  (1)  Take  time  to  talk  with 
him,  to  explore  his  strengths  and  weaknesses,  his 
fears  and  anxieties;  (2)  Probe  gently,  firmly  and 
incrementally  about  current,  recent  and  remote 
stresses  (anniversaries,  birthdays,  deaths  of  sig- 
nificant others,  etc.);  (3)  Reassure  if  possible  but 
with  all  due  caution.  Despite  “negative”  find- 
ings, the  patient’s  fears  have  meaning  and  sig- 
nificance and  are  not  to  be  discounted! 

II.  THE  CRITICAL  PERIOD 

Attention  to  the  emotional  factors  in  the  first 
three  or  four  critical  days  following  the  infarc- 
tion can  have  a profound  and  lasting  impact  on 
the  patient,  \\4rat  is  communicated  to  the  pa- 
tient by  his  physician  and  by  the  patient  to  his 
physician  needs  to  be  analyzed  for  (ontent  and 
process.  Noti-verbal  communication  clues  are 
picked  up  by  the  hyperperceptive  patient,  e.g., 
facial  expressions  and  other  body  language  when 
auscultating  the  heart,  reading  the  ERG,  watch- 
ing the  blips  on  the  monitor  may  form  the  seed- 
bed for  iatrogenic  disease  which  can  be  more  dif- 
ficult to  manage  than  the  physical  sequelae  of 
the  infarction.  Dealing  with  “disturbing”  be- 
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havior,  denial  and  defiance,  a |>sychotic  break 
or  an  acute  brain  syndrome  can  be  prevented  or 
at  least  alleviated  by  discussing  with  the  patient 
his  feelings  of  fear,  his  coimterphobic  behavior 
and  his  de|>endency  strivings,  etc.  The  patient 
must  be  encouraged  to  acknowledge  his  loss  or 
losses  (and  these  need  to  be  explored)  and  to 
begin  to  grieve  about  them;  to  move  beyond 
shock,  anger,  denial,  to  mourning  and  finally  to 
restitution.  Attention  to  these  dimensions  of  care 
speak  of  compassion  and  engender  confidence. 
Specific  principles  which  indicate  “deftness  and 
intensity  of  care”  include:  frequency  of  visits; 
availability;  proffering  of  explicit  directions;  al- 
levation  of  pain,  anxiety  and  insomnia  (common 
in  the  CCU)  without  over-sedation.  Realistic  re- 
assurance with  generous,  repeated  and  appropri- 
ate explanations.® 

III.  THE  POST-CRITICAL  PERIOD 

This  period  begins  after  the  first  72-96  critical 
hours  have  passed  and  extends  until  restitution 
and  a new  homeostasis  have  occuiTed.  Now  comes 
the  time  for  anticipating  and  inviting  questions 
and  providing  answers;  of  giving  explicit  di- 
rections; of  not  avoiding  potentially  sensitive 
areas  (e.g.,  resumption  of  sexual  intercourse);  of 
continuing  to  honestly  reassure  and  offering  posi- 
tive siqjport.  Dr.  Thomas  Hackett  offers  these 
hints  for  the  physician  who  cares  for  the  myo- 
cardial infarction  patient: 

“1.  Explain  that  depression  and  anxiety  are 
almost  universal  in  post  myocardial-infarc- 
tion experiences. 

2.  Prescribe  ?tiild  hypnotics  and  tranquili/ers 
for  the  first  month  at  home.  Present  their 
use  as  necessary  to  health,  not  signs  of  weak- 
ness. 

3.  Discuss  common  misconceptions,  whether 
tlie  patient  mentions  them  or  not.  Always 
ask  for  his  perception  of  “heart  attack”  or 
“coronary.” 

4.  Clearly  explain  what  his  sex  life  can  be  im- 
mediately and  in  the  future. 

5.  I.ist,  then  write  out  proper  diet  advice. 

6.  Describe  degree  of  physical  activity  allow- 
able immediately  and  in  the  future. 

7.  Work  out  a careful  and  specific  exercise 
])lan. 

8.  Meet  with  the  spouse  and  family  of  the  pa- 
tient to  allay  their  anxieties,  prepare  them 


to  deal  with  depression  and  avoid  overpro- 
tection.”!® 

These  liasic  directions  can  be  done  by  the  pri- 
mary physician  if  he  has  the  time  and  skill  or 
by  a nurse  clinician  if  he  does  not.  A home  visit 
is  often  helpful  in  ongoing  management  and  in 
the  understanding  of  problems  which  occur  fol- 
lowing discharge. 

Findings  of  a team  of  nurse  investigators  at  the 
College  of  Nursing  of  the  University  of  Arizona 
who  questioned  the  wives  of  twenty  myocardial 
patients  are  quite  revealing.  Suppression  of 
anger  replaced  expression  of  it  and  as  a result 
many  of  the  wives  showed  the  psychophysiol ogic 
indications  of  anxiety.  The  majority  of  wives  of 
these  S/P  myocardial  infarction  patients  stated 
that  family  and  friends  provided  more  help  than 
the  health  professionals.  “The  women  questioned 
did,  however,  appreciate  whatever  information 
and  advice  the  health  professionals  offeied.”  This 
is  both  an  indictment  and  a challenge!'^ 

I'he  “crisis  of  re-entry,”  the  return  home  for 
the  patient  and  his  family  is  indeed  a period  of 
major  transition  which  can  be  managed  by  an 
informed  and  involved  team  approach.  Certainly 
in  addition  to  the  health  care  team  members  it 
must  involve  the  patient  as  an  active  participant 
and  his  family  also.  The  patient’s  primary  phy- 
sician orchestrates  the  management  plan  and  he 
leads  all  who  are  involved  in  the  action  to  play 
their  part  well.  The  desired  outcome  of  this 
team  work  is  a unified,  coordinated  and  har- 
monious effort  for  the  benefit  of  his  patient  and 
his  family. 

CHRONIC  CARDIOVASCULAR  DISEASE: 

ESSENTIAL  HYPERTENSION 

Millions  of  dollars  have  been  spent  in  the  past 
ten  years  to  provide  mass  screening  to  detect 
asymptomatic  hypertension.  The  general  public 
has  been  made  aware  of  the  risk  factors  which 
are  invohed  in  coronary  artery  disease,  one  of 
which  is  hypertension.  Public  education  about 
risk  factors  and  mass  screening  measures  for  de- 
tection are  laudable  but  are  also  expensive.  What 
about  the  payoff,  i.e.,  has  the  dissemination  of 
this  health  hazard  information  made  any  ap 
preciable  impact  on  lessening  the  incidence  of 
hypertension  and/or  myocardial  infarction?  Pre- 
ventive medicine  is  costly,  time-consuming  and 
in  the  majority  of  cases  wins  few  converts  of 
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lasting  conviction  and  concerted  action.  The 
reasons  for  tliis  obvious  hiatus  Itetween  provid- 
ing information  and  following  this  hy  an  in- 
telligent plan  of  action  are  manifold  and  involve 
social,  cidtnral  and  even  ethical  issues  and  are 
beyond  the  ptirview  of  this  paper. 

However,  some  of  the  difficnlties  encountered 
in  the  closing  of  the  gap  between  mass  screening 
detection,  the  dissemination  of  the  finilings  from 
such  surveys  and  formulating  a plan  of  manage- 
ment and  finally  a long-term  commitment  to  this 
regimen  are  in  a large  j>art  psychological.  Phy- 
sicians, lx>th  individnally  and  as  a group,  aren't 
ahvays  enthusiastic  about  preventive  medicine. 
Onr  training  has  been  disease-model-oriented; 
onr  practice  by  necessity  is  directcxl  to  the  sick 
people  who  come  to  ns  for  care;  onr  experiences, 
even  when  time  permits,  in  the  area  of  preven- 
tion (except  for  the  accepted  value  of  pediatric 
care  and  immunizations)  have  often  been  frus- 
trating and  unrewarding.  Have  any  of  yon  met 
with  great  success  in  treating  obesity,  excessive 
smoking,  alcohol  abuse,  etc.?  Perhaps  we  need 
to  examine  our  attitudes,  search  for  better  meth- 
ods of  patient  education  and  define  the  limits 
of  our  responsibility  in  patient  care. 

Excuse  this  digression.  Let  ns  focus  on  the 
emotional  factors  which  are  involved  in  a pro- 
totypic  long-tenn  cardiovascidar  disease,  that  of 
essential  hypertension. 

This  schema  represents  a hypothetical  model 
for  understanding  the  genesis  and  development 
of  hypertension.  It  is  based  on  the  jhoneer  work 
done  by  Franz  Alexander,  Edward  Weiss  and 
others  in  the  years  1 930- 1960. 

This  schema  is  hypothetical  to  some  extent. 


It  acknowledges  that  essential  hyperten.sion  is  a 
nudti-factorial  disease  which  encompasses  genetic, 
metabolic,  cultural,  and  ethnic  factors,  in  atldi- 
tion  to  the  emotional  factor.  It  accepts  the  fact 
that  not  all  people  who  suffer  a major  threat  or 
actual  separation  early  in  life  and  who  neces- 
sarily repress  their  anger  about  this  loss  develop 
hypertension.  How^ever,  an  understanding  of  the 
underlying  emotions  in  the  hypertensive  patient 
may  assist  the  physician  to  deal  with  repressed 
anger  and  what  he  may  interpret  as  the  non-com- 
pliant  patient.  A positive  translerence  relation- 
ship can  be  developed  with  time  and  effort. 
Anger  can  be  acknowledged  and  be  channeled 
in  a socially  acceptable  fashion. 

The  application  of  some  of  the  “C’s”  to  these 
emotional  factors  in  hypertension  is  now  in 
order. 

I.  COMMUNICATION 

\Vhat  do  you  tell  the  patient  with  hypertension 
previously  undetected?  (He’s  mad!) 

A.  Explain  to  the  patient  at  the  level  of  his  un- 
derstanding the  meaning  of  hypertension,  but 
don't  tissume  he  knows  anything! 

1.  Take  time;  an  unhurried,  uninterrupted 
period;  this  is  the  “critical  moment”  which 
can  shape  the  future  and  course  of  man- 
;igement.  Your  attitude  and  concern  can 
give  the  message  that  this  is  a serious 
matter. 

B.  Allow  the  patient  to  ask  (juestions.  Better  yet, 
encourage  him  to  do  so.  .\sk  for  his  percep- 
tion of  the  term  hypertension.  You  may  be 
sur|)rised  at  some  of  the  rejdies,  e.g.,  “Look, 
Doc,  1 don't  see  why  I’ve  got  hypertension; 
I’m  a pretty  calm  guy.” 
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C.  Emphasize  how  lucky  he  is  today,  because  the 
disease  can  be  controlled  with  medications 
and  a collaborative  approach.  The  older 
clinician  can  remember  when  his  therapeutic 
annentarium  for  treating  hypertension  con- 
sisted of  sedation  and  such  useless  and  odifei- 
ous  drugs  as  garlic  pills. 

1).  Spell  out  the  contract:  Specific  directions: 

1.  Drugs 

2.  Life  style,  diet,  exercise,  rest  and 
decreased  stress,  etc. 

E.  Repeat  and  repeat  the  directions  as  you  con- 
tinue to  see  the  patient:  get  feedback  from 
the  patient  on  each  visit.  Be  sure  he  under- 
stands the  program. 

II.  COLLABORATION 

A.  Delegate  to  trusted  and  informed  members  of 
the  health  care  team  the  task  of  patient  edu- 
cation: nurse  practitioner,  Medex,  VX.\, 
health  educators,  pharmacist. 

B.  Ciroup  instruction  and  group  approach  may 
be  indicated  with  the  use  of  good  aiuliovisual 
aids. 

C.  Use  printed  materials:  good  ones  which  you 
hav’e  read  yourself  and  approve  of. 

E o 

1.  “Your  Blood  Pressure:  The  Most  Deadly 
High,”  (Medcom  Press  1974). 

2.  “How  You  Clan  Help  ^'our  Doctor  Control 
Your  Blood  Pressure,”  Marion  Moser, 
M.D.,  (available  through  your  local  Heart 
.Vssociation). 

3.  “d'he  .Silent  Disease:  Hypertension,” 
(Crown  Publishers  197,3).i3 

1).  Jn\'ol\'e  the  patient 'family  as  jttirt  of  the 
team: 

1.  This  involves  autonomy  — taking  responsi- 
bility for  his  own  care  as  much  as  he’s 
alile  to  assume: 

a.  E.g.,  taking  blood  pressure  at  liome. 

1).  Proper  dietary  measures  by  patient  and 
spouse. 

E.  You  may  want  to  pre,scribe  relaxation  tech- 
niques, T.M.,  or  Behavioral  ^^odification  to 
assist  your  patient  to  achieve  an  altered  life 
style  to  minimize  stress. 

III.  COMPLIANCE 

A.  Compliance  is  a bilateral  and  mutual  rela- 
tionship. Doctors  as  well  as  patients  can  be 
“non-compliant,”  but  we  don’t  often  admit 
this  fact. 


B.  Look  again  at  the  psychodynamic  profile  of 
the  hyjjertensive  patient  and  include  this 
understanding  as  you  seek  to  establish  a life- 
time commitment  to  a progi'am  which  has 
a reasonable  expectation  for  acceptance. 

C.  /?x  — A doctor-patient  relationship  which  is 
contractural  and  which  incorporates  the  in- 
gredients of  lucidity,  fidelity,  humanity  and 
autonomy. 

1.  Ibdchty  — ibh  means  you  will  not  reject 
or  aliandon  him.  Remember  the  doctor- 
patient  relationship  will  uiKloubtedly  re- 
kiiulle,  at  the  unconscious  level,  an  earlier 
paren t-chi  Id  rela tionsh  i p. 

2.  Humanity  — he  aware  of  fear  and  anxiety 
and  denial  and  rebellion  which  are  coping 
mechanisms  of  your  patient.  Don’t  pass 
judgment  on  these  behaviors  but  rather 
seek  to  understand  them. 

3.  dt/Zonotny  — “.Specific  Methods  to  Insure 
Compliance.”!^ 

a.  Let  the  patient  know  what  to  expect 
and  what  you  expect  him  to  do  and 
what  you  will  do. 

4.  Lucidity 

a.  Emphasize  the  positive  features  of  the 
jn  ograni,  not  the  restrictive  ones. 

b.  Clear  up  Ins  misconceptions  and  allevi- 
ate his  fears. 

c.  Arrange  for  adequate  follow-up  to  pre- 
vent dropping  out  of  therapy. 

d.  Be  simple  in  your  approach  and  intro- 
duce behavioral  changes  gradually. 

e.  Let  the  patient  do  some  of  the  talking. 

f.  Reinforce  the  program  with  verbal  and 
mechanical  aids. 

SUMMARY 

Perhaps  the  biggest  deterrent  to  successful  life- 
time management  of  the  hypertensive  patient  is 
that  of  compliance.  A contract  with  your  patient 
■which  makes  him  an  informed  collaborator,  who 
is  invohed  in  his  own  care,  and  who  assumes  a 
share  of  the  responsibility  for  this  care  may  pro- 
vide a more  optimistic  hope  of  success. 

4'he  purpose  of  this  paper  has  been  to  bring 
an  awareness  of  the  importance  of  the  emotional 
factors  as  one  of  the  important  components  in 
the  management  of  cardiovascular  disease.  Myo- 
cardial infarction,  an  acute  life-threatening  ill- 
ness and  essential  hypertension,  a long-term  car- 
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diovascular  disease,  were  selertetl  for  examina- 
tion and  for  the  application  of  the  fundamentals 
of  management:  (1)  Competence;  (2)  Collabora- 
tion; (3)  Communication;  (1)  Conipliance;  (5) 
Comj)assion.  A plea  is  made  for  the  provision  of 
care  which  acknowledges  that  the  patient's  emo- 
tional and  j>syrhological  state  profoundly  in- 
fluence his  response  to  his  illness  and  incorpo- 
rates his  knowledge  into  a comprehensive  man- 
agement plan. 
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INTRODUCTION 

rebirth  of  laparoscopy  (transabdominal 
peritoneoscopy)  in  the  fifth  decade  of  this  cen- 
tury has  given  the  gynecologist  a significant 
technic  for  performing  therapeutic  and  diag- 
nostic o[)erative  procedures.  The  lesser  cost  of 
hospitalization,  reduced  risk  of  operative  morbid- 
ity and  shortened  recovery  time  as  compared  to 
pelvic  celiotomy  produce  obvious  advantages. 
When  selecting  a sterilization  procedure,  it  is  im- 
portant to  bear  in  mind  that  no  single  method  is 
ideal  for  every  patient.  However,  the  jXipidarity 
of  laparoscopic  sterilization  has  mushroomed  in 
the  past  six  years  to  the  point  of  becoming  the 
largest  single  methtxl  of  tubal  sterilization  em- 
])loyed  in  North  .'\merica.i  The  purpose  of  this 
report  is  to  review  our  experience  with  this  pro- 
cedure in  1000  jjrivate  patients. 

MATERIALS  AND  METHODS 

Our  six  man  private  gynecologic  group  began 
performing  laparoscopy  in  March  1972.  Our  ex- 
perience in  using  laparoscopy  for  the  diagnosis 
and  evaluation  of  gynecologic  problems  has  pre- 
viously been  reported.-  The  first  1000  consecu- 
tive cases  in  which  we  used  the  laparoscope  for 
sterilization  via  tubal  electrocoagulation  were 
studied.  The  time  span  covered  the  .50  months 
beginning  in  March  1972. 

All  1000  cases  were  done  under  general  anes- 
thesia, usually  with  endotracheal  intubation,  de- 
pending on  the  preference  of  the  anesthesiologist. 
I’he  age  varied  from  17-50  years  with  a median 
of  31  years.  The  average  number  of  living  chil- 
dren per  patient  at  the  time  of  surgery  was  two. 
Obesity  was  not  a contraindication.  Nineteen 
patients  weighed  over  200  pounds.  The  average 
])atient  weighed  137  pounds. 

Eighty-five  percent  of  the  cases  were  done  as 
outpatients.  Having  had  nothing  by  mouth  since 
the  previous  midnight,  they  arrived  at  the  special 

*From  the  Department  of  Obstetrics  and  Gynecology,  Sparks 
Regional  NTedical  Center,  Fort  Smith.  Arkansas.  Address  reprint 
requests  to:  Douglas  B.  Smith.  M.D.,  408  South  Sixteenth  Street. 
Fort  Smith.  Arkansas  72901. 

The  authors  wish  to  acknowledge  Ms.  Helen  Meeks  for  her  work 
in  compiling  the  data. 


outpatient  unit  of  our  hospital  early  in  the  morn- 
ing and  were  discharged  the  same  afternoon. 

The  most  frequently  used  contraceptive  up  to 
the  time  of  surgeiy  was  the  birth  control  pill,  so 
used  by  413  patients  (41.3%).  Most  of  the  sterili- 
zations were  voluntary  (95.7%).  Forty-three 
(4.3%)  were  medically  indicated  for  reasons  rang- 
ing from  diabetes  mellitus  to  mental  retardation. 

One  hundred  sixty-five  patients  (16.5%)  had 
had  previous  abdominal  surgery,  133  having  had 
one,  29  having  had  two,  and  three  patients  having 
had  three  previous  abdominal  procedures.  The 
most  common  previous  procedure  was  appendec- 
tomy (99  patients)  and  the  second  most  common 
was  cesarean  section  (38  patients). 

d he  surgical  technic  for  performing  the  lapa- 
roscopy was  the  standard  two-incision  technic 
described  by  Steptoe.^  Each  fallopian  tube  was 
occluded  by  electrocoagidation  and  then  totally 
transected  at  the  site  of  electrocoagidation.  One 
hundred  sixteen  patients  had  their  intrauterine 
contraceptive  device  removed  at  the  time  of  tubal 
sterilization.  One  hundred  seven  patients  had  a 
dilatation  and  curettage  under  the  same  anes- 
thesia. 

RESULTS 

During  the  followup  period  ranging  from  5-57 
months,  no  failures  in  technic  were  encountered. 
I’here  were  two  cases  of  luteal  phase  pregnancies 
in  which  the  patient  was  pregnant  at  the  time  of 
the  sterilization  procedure.  Their  absence  later 
in  the  series  was  the  result  of  more  careful  pre- 
ojrerative  saeening  of  the  patients  for  pregnancy 
and  of  ensuring  that  the  patients  were  using  an 
effective  methcxl  of  contraception  while  waiting 
for  tire  o|>eration. 

There  were  30  significant  complications,  four 
of  which  required  celiotomy.  The  most  common 
complication  was  mesosalpingeal  bleeding  which 
occurred  in  17  patients.  It  was  controlled  by  fur- 
ther coagulation  in  16,  but  one  required  celiot- 
omy to  control  the  hemorrhage.  Uterine  per- 
foration occurred  in  nine  patients  secondary  to 
the  instrument  employed  to  manipulate  the 
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uterus,  retjuiring  celiotomy  to  control  bleeding 
from  the  perforation  site  in  one  patient. 

The  Veress  nec'dle  was  inserted  into  the  stom- 
ach of  two  patients.  In  each  case  the  small  hole 
in  tlie  stomach  was  confirmed  by  laparoscopic 
visualization.  Both  were  managed  conservatively 
by  observation  and  withholding  food  and  fluid 
for  12  hours.  One  had  gastric  drainage  by  naso- 
gastric tube  during  this  same  time.  Both  were 
dischiu'ged  24  hours  after  surgery. 

One  patient  required  celiotomy  because  of 
traumatic  transverse  colon  injury  occurring  at 
the  time  of  insertion  of  the  laparoscope  trocar. 
No  resection  w'as  necessary  and  simple  repair  of 
the  defect  made  by  the  trocar  resulted  in  a benign 
postojierative  course.  She  w'as  discharged  four 
days  later. 

One  patient  was  admitted  to  the  hospital  three 
days  after  laparoscopy  with  acute  onset  of  fever, 
leukocytosis,  vomiting,  low'er  abdominal  pain, 
and  the  findings  of  obvious  pelvic  peritonitis. 
Immediate  celiotomy  revealed  a perforation  of 
the  sigmoid  colon  with  suppurative  peritonitis. 
She  was  treated  by  exteriorizing  the  injured  por- 
tion with  subsequent  repair  in  90  days. 

In  tw'o  patients,  celiotomy  was  recjuired  to  com- 
plete the  tubal  sterilization  because  inability  to 
establish  a pneumoperitoneum.  This  w’as  con- 
sidered a failure  in  the  method  rather  than  a 
direct  complication  of  the  technic. 

DISCUSSION 

General  anesthesia  is  the  most  frec|uently  uti- 
lized type  of  anesthesia  for  laparoscopy,  with 
endotracheal  being  favored  in  most  reports.'*'^ 
However,  many  do  not  feel  intubation  is  an 
absolute  necessity.®  ' We  have  left  this  decision 
to  the  individual  anesthesiologist.  Although 
there  are  avid  proponents  of  local  anesthesia,®’® 
we  have  never  employed  it. 

Obesity  is  always  a factor  during  ajiy  surgical 
procedure.  It  is  especially  troublesome  during 
laparoscopy  since  the  instruments  used  are  of  a 
limited  length  and  estimation  of  their  intra- 
abdominal position  is  difficult. Obesity  was 
present  in  both  of  our  patients  in  which  the 
pneumoperitoneum  coidd  not  be  established  and 
in  whom  celiotomy  w'as  required  to  perform  tubal 
sterilization.  However,  as  our  experience  has  in- 
creased, obesity  has  become  less  of  a problem. 
Recently  we  pei'formed  successfid  laparoscopy  in 
a 348-pound  patient  (not  included  in  this  series). 


Most  of  the  patients  early  in  this  series  were 
admitted  to  the  hospital.  However,  the  tiend 
has  now  reversed  and  most  patients  are  treated 
as  outjjatients.  We  have  found  from  the  stand- 
point of  patient  convenience,  safety,  and  economy 
the  outpatient  concept  is  far  superior.  Otheis 
have  also  found  this  to  be  true.^^’’® 

The  frequency  of  previous  abdominal  surgery 
in  laparoscopic  patients  varies  betw'een  11.6% 
and  33.2%  in  various  studies.®’^®  In  the  16.5% 
of  our  patients  in  this  category,  we  have  not 
found  this  to  be  a problem.  Sometimes  we  do 
employ  the  “syringe”  test  as  a precautionary 
measure  in  patients  with  an  abdominal  incision 
scar  to  aid  in  avoiding  traumatic  injury  to  a por- 
tion of  intestine  which  might  be  adhered  to  the 
anterior  abdominal  wall.  This  type  of  bowel 
injury  has  been  reported. 

The  occurrence  of  acute  salpingitis  and  even 
pelvic  abscesses  unrelated  to  bowel  injury  has 
been  leported  in  a few  patients  who  underwent 
laparoscojuc  tubal  cauterization  acconqranierl  by 
removal  of  an  intrauterine  contraceptive  device 
(lUCD)  and  uterine  curettage.’’'’  Although  11.6% 
of  our  patients  had  their  lUCD  removed  at  the 
time  of  tubal  surgery,  no  case  of  saljiingitis  was 
noted. 

The  alisence  of  a sterilization  failure  in  our 
series  compares  favorably  with  other  reported 
series.  Table  I lists  a few  of  the  many  reports 
using  this  technic.’®  The  overall  failure  rate  in 
188,390  cases  using  this  technic  from  1971-1975 
was  0.25%  (2.5  cases  per  1000).’”  This  is  lower 
than  all  other  types  of  tubal  sterilization  pro- 
cedures (Table  II),  and  as  low  as  any  procedure 
available  except  hysterectomy. 

I'he  complication  rate  with  this  procedure 
varies  from  0-8%  in  reported  series.’®  Our  3.0% 
falls  within  this  range.  Four  patients  (0.40%)  re- 
quired celiotomy  as  a direct  result  of  these  com- 

TABLE  I. 

FAILURE  RATES  IN  A FEW  REPORTED  SERIES 


Series 

No.  of  Patients 

Fa  i hires 

Percentage 

Corson 

685 

1 

0.1%' 

Courey 

1243 

0 

0% 

Davidson 

801 

7 

1% 

Edgerton 

2018 

3 

0.2% 

Jordan 

910 

1 

0.1% 

Steptoe 

1503 

2 

0.6% 

Wheeless 

3600 

12 

0.3% 

Present  Study 

1000 

0 

0% 

Volume  73,  Number  10  — - March,  1977 


385 


Sterilization  By  Laparoscopic  Tubal  Electrocoagulation  — A Report  Of  1000  Private  Patients 


TABLE  II.  FAILURE  RATES  WITH  DIFFERENT 
METHODS  OF  TUBAL  STERILIZATION 

Type  of  Tubal 


Sterilization 

No.  of  Cases 

Failure  Rate 

All  Types 

(abdominal  or  vaginal) 

29,496 

0.71%*8 

Pomeroy  Alone 

35,000 

0.50%*** 

Laparoscopic 

Electrocoagulation 

188,390 

0.25%*' 

plications.  In  a review  of  the  literature  Farooqui 
foiiiid  that  0.66%  of  patients  having  this  surgery 
received  complications  requiring  celiotomy.-** 

One  of  the  most  common  complications  re- 
)K)rted  in  the  literature  is  mesosalpingeal  bleed- 
ing.*'***-** Our  incidence  of  1.7%  was  higher  than 
the  average  of  0.64%  reported  in  a review  of  pub- 
lished cases.®-'*  This  complication  is  usually 
cau.scd  by  insufficient  fulguration  of  the  tube  be- 
fore division,  tearing  of  the  mesosalpinx,  or  avul- 
sion of  the  tube.  Celiotomy  was  used  only  once, 
and  that  early  in  the  series,  because  we  learned 
soon  that  hemostasis  by  recoagulation  could  be 
accomplished  throtigh  the  laparoscope.  This  was 
also  true  in  the  nine  patients  who  had  uterine 
perforation  by  the  instrument  used  to  manipulate 
the  uterus.  Celiotomy  was  necessary  in  one  case 
early  in  the  series  but  has  not  been  recpiired 
since. 

The  overall  incidence  of  complications  second- 
ary to  penetration  of  the  abdomen  by  the  Veress 
needle  or  the  trocar  is  2.7  per  1,000  cases.®  We 
had  three  cases  in  otir  series,  two  in  which  the 
stomach  was  perforated  by  the  needle  and  one 
in  which  the  transverse  colon  was  perforated  by 
the  trocar.  Gaseous  distention  of  the  stomach  is 
the  most  common  cause  of  gastric  perforation.^* 
4 his  occurs  when  the  stomach  contains  enough 
air  or  anesthetic  gases  to  bring  it  within  range 
of  the  needle  insertion  site.  Neither  of  our  cases 
was  intubated,  a procedure  which  some  advocate 
in  Older  to  preclude  stomach  distention.-*  How- 
ever, it  can  occur  during  the  pre-oxygenation 
phase  even  when  intidration  is  used.  If  there  is 
any  suspicion  of  gastric  distention,  a nasogastric 
tube  should  be  used  prior  to  needle  insertion. 

■\Vhen  gastric  perforation  by  the  needle  is  sus- 
pected, the  stomach  should  be  decompressed  im- 
mediately with  a nasogastric  tube.  One  then  may 
reinsert  the  needle  and  proceed  with  laparoscopy 
in  the  usual  fashion.  It  is  important  to  visualize 
the  site  of  perforation  and  assess  the  degree  of 


damage  and  bleeding.  In  the  absence  of  bleeding 
a conservative  course  is  indicated,  consisting  of 
gastric  drainage  for  24-48  hours,  withholding  of 
focxl  and  fluids,  and  close  observation.'*’2i.22 

Perforation  of  the  gastrointestinal  tract  at  the 
time  of  introducing  the  trocar  has  been  reported 
by  others.*'*---'*’-^  It  usually  occurs  if  the  bowel 
is  densely  adhered  to  a previous  celiotomy  scar 
or  if  the  bowel  is  distended.  Neither  was  the 
case  in  our  patient.  The  injury  hojrefully  is 
recognized  immediately  and  repaired  under  the 
same  anesthesia,  as  was  done  in  our  case. 

Electrical  injury  to  the  bowel  with  subsequent 
necrosis  and  perforation  is  another  complication 
of  this  procedure.  Thomjxson  at  Johns  Hopkins 
reported  10  cases  in  3600  laparoscopic  tubal 
sterilizations.*^  Soderstrom  reported  two  in  493 
cases.-®  Each  year  the  overall  rate  for  this  compli- 
cation gets  lower  as  reported  by  the  American 
Association  of  Gynecological  Laparoscopists.**’ 
Our  one  case  occurred  49  months  ago. 

Characteristically,  electrical  injuries  to  bowel 
are  unrecognized  at  the  time  of  occurrence  and 
are  not  apparent  until  several  days  after  the  in- 
jury.® The  majority  appear  three  to  seven  days 
later.  The  clinical  picture  at  that  time  is  one 
of  acute  pelvic  infection  with  fever  and  leuko- 
cytosis, and  abrupt  onset  of  pain.  Immediate  ex- 
ploration with  exteriorization  if  the  large  bowel 
is  involved,  or  repair  of  small  bowel,  is  manda- 

torv. 

/ 

It  has  been  observed  that  the  complication  rate 
drops  as  physician  experience  with  the  procedure 
inneases.*'  We  have  found  this  to  be  true  in 
our  experience.  We  have  had  no  major  compli- 
cations recpiiring  celiotomy  in  the  last  42  con- 
secutive months  using  this  technic. 

SUMMARY 

A review  of  our  first  1000  cases  of  tid^al  sterili- 
zation via  laparoscopic  electrocoagulation  has 
shown  this  procedure  to  be  extremely  effective. 
There  have  been  no  pregnancies  subsequent  to 
the  sterilization.  It  has  considerably  shortened 
the  hospital  stay,  lowered  the  cost  for  the  patient 
and  deneased  the  operative  morbidity  and  re- 
covery period  as  compared  to  conventional  tidral 
ligation  via  celiotomy.  It  has  provided  a technic 
which  leaves  an  unnoticeable  scar.  The  compli- 
cations seen  eailier  in  our  experience  have  not 
(continued,  and  indeed,  have  virtually  disap 
pearcd.  Based  on  this  experience,  it  is  easy  to 
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iiiKlerstand  wliy  laparoscopy  is  now  tlie  most 
popular  single  method  oE  tubal  sterilization  in 
our  country. 
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Adult  Elbow  Injuries 

H.  Austin  Grimes,  M.D.* 


T..e  elbow  is  the  most  complicated,  major 
joint  of  the  hotly,  both  structurally  and  function- 
ally. When  the  elbow  is  injured,  it  is  often  dis- 
abling, by  virtue  of  pain  and  swelling  dispropor- 
tionately to  the  deformity. 

Many  more  injuries  are  listed  in  a complete 
classification  of  elbow  injuries,  but  only  the  more 
common  ones  will  be  considered  in  this  article. 

Accurate  diagnosis  requires  two  or  more  X-ray 
views,  and  they  should  be  of  quality,  otherwise, 
misdiagnosis  will  coiqjromise  projrer  treatment 
and  rehabilitation  of  the  elbow. 

Treatment  should  be  instituted  promptly  and 
in  the  case  of  dislocations,  should  be  treated  as 
true  emergencies.  Other  closed  fractures  may  lie- 
come  emergencies  if  vascular  compromise  or 
marked  swelling  occur  as  Volkmann's  ischemic 
contracture  can  occur  in  the  adult  the  same  as 
with  children.  Usually  the  adult  will  demand 
more  attention  to  his  complaints  than  the  child 
and  is  less  apt  to  allow  the  arm  to  become  isch- 
emic. d he  exception  is  in  the  severely  injured 
adult  with  impaired  sen.sorium,  and  circulation 
must  be  closely  observed  by  the  treating  physi- 
cian. 

The  elbow  can  function  in  a limited  range  of 
motion  (sixty  degrees)  provided  it  allows  the 
hand  to  reach  the  mouth  or  head  and  the  peri- 
neum, if  not,  then  no  matter  how  accurate  the 
reduction,  rehabilitation  has  failed.  The  normal 
range  of  motion  of  flexion  of  the  elbow  is  from 
thirty  degrees  to  one  hundred  eighty  degrees 
which  is  considered  full  extension.  Sixty  to  one 
hundred  twenty  degrees  can  be  functional  range 

*Little  Rock  Orthopedic  Clinic,  P.A.,  P.  O.  Box  5270.  Little 
Rock,  Arkansas  72205. 


of  flexion-extension  with  active  pronation  and 
siqjination  range  of  sixty  degrees  provided  the 
neutral  position  is  in  the  center  of  the  range. 
(See  Figure  1 and  Figure  2.)  Shoulder  motion 
augments  pronation  and  supination  and  allows 
more  versatility  to  the  limited  functional  range 
of  motion  of  the  elbow.  In  the  fracture  which 
is  inevitably  going  to  ankylose,  it  should  be 
placed  in  one  hundred  sixty  degrees  of  extension 
or  flexed  twenty  degrees  from  the  full  extended 
position  and  thirty  degrees  of  pronation. 

Fractures  do  occur  with  some  dislocations,  such 
as  the  Afonteggia’s  fracture  (Figure  3),  which  is 
by  definition  a dislocation  of  the  radial  head 
with  fracture  of  the  ulnar  shaft.  In  the  adult 
Monteggia’s  fracture,  it  is  usually  treated  with 
open  reduction,  rigid  fixation  of  the  ulna,  and 
repair  of  the  orbicular  ligament  about  the  radial 
neck.  Occasionally,  substitution  with  a fascial 
graft  is  required  to  re-construct  the  orbicidar 
ligament. 

Dislocation  of  the  elbow  (Figure  5)  is  usually 
classified  as  posterior  or  anterior.  Remember 
that  the  distal  part  is  described  in  relation  to  its 
proximal  member  when  describing  anterior- 
posterior  displacement  or  varus  and  valgus  angu- 
lations. 

Do  not  neglect  obtaining  X-rays  in  this  injury 
even  if  it  is  a recurring  event.  Prompt  reduction, 
either  with  intravenous  Valium  and  suitable  nar- 
cotic, analgesic  or  general  anesthetic  is  often  re- 
quired. 

The  reduction  is  accomplished  by  pressing 
with  the  thumbs  over  the  olecranon  and  extend- 
ing tlie  forearm.  Usually,  this  reduces  easily  and 
can  be  checked  by  passive  range  of  motion  clini- 
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cally.  If  there  is  resistance  or  incomplete  range 
of  motion,  suspect  interposition  or  soft  tissue, 
bone,  or  cartilaginous  fragments,  obtain  at  least 
two  views  after  reduction  and  ascertain  that  a 
line  through  the  center  of  the  capitellum  bisects 
the  center  of  the  radial  head.  (Figure  4) 

Radial  head  fractures,  (Figure  6)  no  matter 
how  undisplaced,  cause  an  inordinate  amount  of 
pain  on  the  lateral  side  of  the  elbow  and  may 
occur  in  wrist  fractures  as  the  force  may  be  trans- 
ferred up  the  radius  to  the  radial  neck  and  head. 

Closed  reduction  is  not  usually  successful  in 
displaced  fractures  of  the  radial  head  and  netk. 
Removal  of  all  fragments  and  neck  resection,  and 
even,  some  believe,  a silastic  radial  replacement 
may  be  required. 

Replacement  of  radial  head  does  not  allow 
complete  and  unrestricted  use  of  Uie  elbow  but 
neither  does  resection  without  replacement.  Both 
methods  of  treatment  have  their  pros  and  cons 
and  details  of  patients’  occupations,  habits,  and 
desires  should  be  carefidly  evaluated  pire-opera- 
tively. 

Motion  should  be  commenced  in  a week  by 
either  method  of  treatment  to  attain  a satisfactory 
range  of  motion.  As  with  any  elbow  injury,  some 
limitation  should  be  exp>ected  and  should  not 
come  as  a surprise  to  either  the  patient  or  the 


physician.  It  may  be  up  to  thirty  degiees  limi- 
tation even  under  ideal  conditions  of  treatment. 
In  relatively  non-displaced  radial  head  fractures, 
immobilization  is  carried  out  for  two  to  three 
weeks,  then  institution  of  physical  therapy,  both 
active  and  passive  range  of  motion.  Be  sure  to 
re-X-ray  the  elbow  prior  to  starting  therapy  to 
be  sure  it  has  not  become  displaced. 
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Supracondylar  fractures  may  be  anytliiug  from  all  require  ojxrn  reduction  and  meticulous  in- 
closed, undisplaced,  transverse  fractures  to  an  ternal  fixation,  dhe  exception  to  this  is  the 
oj>en  ctmnninutcd  “ojien  bag  of  bones.”  Almost  stable  transverse  supracondylar  fracture  which 


T^E:LATI0<V5H/P  OF-  /YOR/W^L- 
R A D / O ~ C /A  P ! TE:  LL  A R J O ! /V  T 
C L A T E-R  L.  V//  £r  Vy  3 


Figure  4 


AsSOfKT&D  RaD/AL  /4EA.A 
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Figure  6 
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Adult  Elbow  Injuries 


is  treated  tvith  the  elbow  flexed  to  snug  the 
triceps  against  the  fragment  until  the  fracture 
Iieals  enough  (3  to  1 weeks)  to  allow  active  mo- 
tion. The  other  exception  is  the  “bag  of  bones" 
fracture  in  the  elderly  and/or  grossly  debilitated 
patient  in  which  open  reduction  is  precluded. 
Fractures  are  better  treateil  with  debridement 
and  protection  by  posterior  splint  and  sling  until 
pain  has  subsided,  then  begin  active  and  passive 
motion  in  four  to  seven  days.  In  this  case,  one 
must  accept  the  awful  X-ray  appearance  for  a 
functional  range  of  motion.  An  alternate  method 
of  treatment  for  these  fractures  is  skeletal  or  Dun- 
lop traction  three  to  four  weeks  if  patient  is  in 
the  hosjiital  for  other  injuries  or  reasons,  or  if 
surgery  is  jtrecluded  medically.  Even  then,  early 
active  motion  (3  to  5 days)  is  commenced. 

Oleaanon  fractures  almost  always  involve  the 
joint  atid  the  itsual  method  of  surgical  treatment 
has  been  to  affix  with  a wood  screw.  A more 
satisfactory  method  is  resection  of  the  proximal 
fragment  and  re-attachment  of  the  triceps  tendon 
to  the  remainder  of  the  distal  oleaanon  even 
when  uj)  to  three-fourths  of  the  joint  surface  is 


involved.  Post-operatively,  very  early  motion  is 
recommended  (3  days),  flexion  of  over  ninety 
degrees  is  encouraged  after  four  weeks  and  full 
activity  after  six  weeks. 

Invariably  some  degree  of  po,st-traumatic  ar- 
thritis occurs  with  elbow  fractures  and  disloca- 
tions, and  when  severe  enough,  often  are  amena- 
ble to  various  arthroplasties  and  joint  replace- 
ment. Non-union  is  probably  better  treated  by 
excision  of  fragment  and  total  elbow  replacement 
rather  than  attempts  at  bone  grafting.  Total  el- 
bow' rej)lacement  in  our  clinic  has  been  a rather 
succe.ssful  alternative  to  an  otherw'ise  unusable 
joint. 
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PUBLIC  HEALTH  AT  A GLANCE 


Histoplasmosis  — Is  It  Masquerading  in  Arkansas? 

Miss  Charlotte  Mills* 


ccording  to  the  1974-75  Winter  Blackbird/ 
Starling  Roost  Survey  conducted  by  the  Depart- 
ment of  Interior,  U.  S.  Fish  and  Wildlife  Serv- 
ice, Arkansas  has  33  roosts  containing  an  esti- 
matetl  SD/o  million  birds.  Because  of  urbaniza- 
tion and  the  increase  in  winter  blackbird,  starling 
and  pigeon  jxipidations,  special  attention  should 
be  given  to  the  disease  known  as  histoplasmosis. 

In  the  summer  of  1975,  68  i>eople  in  the  Gar- 
land County  Courthouse  developed  a flu-like 
syndrome  with  dry  cough,  fever  and  prostration. 
Many  had  infiltrates  on  chest  x-ray.  Fifty  were 
serologically  diagnosed  as  histoplasmosis.  Bird 
droppings  containing  histoplasma  spores  had 
been  shoveled  off  the  roof  and  apjreared  to  cause 
the  outbreak. 

Histoplasmosis  is  an  airborne  disease  caused 
by  a fungus  or  mold  known  as  Histoplasma  cap- 
sulatmn.  The  fungus  enters  the  lungs  where  an 
infection  begins  usually  residting  in  a primary 
lung  lesion.  Histoplasmosis  varies  in  severity 
from  asymptomatic  to  widely  disseminated 
chronic  disease. 

Five  clinical  forms  of  histoplasmosis  are  recog- 
nized: (1)  Asymptomatic  — detected  by  hyjret'- 
sensitivity  to  histoplasmin  and  a calcified  primary 
lung  lesion.  (2)  .A.cute  benign  respiratory  varies 
from  mild  respiratory  illness  to  temporary  in- 
capacity with  weakness,  fever,  chest  pains  and 
dry  cough.  (3)  Acute  disseminated  — resembling 
miliary  tubercidosis  and  characterized  by  hepato- 
sjdenomegaly,  septic-type  fever  and  prostration. 
It  is  more  frecjuent  in  infants  and  young  children. 
(4)  Chronic  pulmonary  — resembling  chronic  pul- 
monary tuberculosis.  (5)  Chronic  disseminated  — 
symptoms  which  vary  depending  on  the  organs 
infected. 1 


*Sanitarian  II.  Division  of  Vector  Control  and  Recreation,  Ar- 
kansas Department  of  Health,  4815  West  Markham,  Little  Rock, 
Arkansas  72205. 


Histoplasmosis  should  be  suspected  in  a pa- 
tient with  flu-like  illness  and  cough,  especially 
in  the  summer  when  most  cases  occur.  Care  must 
l>e  taken  to  rule  out  tuberculosis.  Definitive  di- 
agnosis can  be  made  by  growing  die  fungus  from 
the  sjmtum  of  syptomatic  patient,  demonstrating 
a four-fold  rise  in  histo  serology,  or  a change  from 
negative  to  positive  skin  test.  (Since  the  skin 
test  may  cause  a rise  in  serology,  you  cannot  de- 
jiend  on  serology  if  recent  skin  tests  have  been 
done.)  A strong  presumptive  diagnosis  can  be 
made  in  a patient  widi  classic  x-ray  findings,  and 
symptoms  after  other  causes  of  infiltrate  have 
been  ruled  out.  Many  patients  with  acute  histo- 
plasmosis have  a history  of  stirring  up  dust 
around  construction  sites,  bird  roosts,  etc. 

Acute  histoplasmosis  requires  only  supportive 
treatment  — fluids,  rest  and  antipyritics.  Chronic 
or  severe  cases  may  require  hospitalization  and 
amphotericin  B. 

Histoplasma  capsulatum  organisms  are  found 
most  often  where  bat,  blackbird,  chicken  or  pi- 
geon dropping  have  accumulated  for  three  years 
or  more.  The  spores  become  airborne  when  the 
soil  containing  the  fungus  is  disturbed. 

Outbreaks  of  histoplasmosis  can  occur  from 
disturbing  contaminated  silos,  barns,  belfries, 
basements,  blackbird  roosts,  chicken  houses,  pi- 
geon roosts  and  caves.  The  bird  does  not  carry 
the  disease,  but  their  dropping's  enhance  the  soil 
in  such  a manner  that  favors  the  growth  of  the 
fungus.  Although  animals  may  become  infected, 
the  disease  is  not  considered  contagious  because 
the  fungus  is  not  transmissible  from  man-to-man 
or  from  animals  to  man. 

Prevention  of  histoplasmosis  may  be  accom- 
plished by  avoiding  locations  which  are  known 
{xisitive  or  suspected  of  being  a potential  health 
hazard.  Those  areas  which  contain  Histoplasma 
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capsulatutn  and  must  be  disturbed  may  l)e  eliem- 
ically  decx>utaminatetl. 

The  level  of  coutamiiiatiou  must  first  be  de- 
temiiuetl.  Projx^r  collection  and  recording  of 
soil  sjuiiples  delineates  the  positive  areas  an<l  is 
useful  in  calculating  the  (piautity  of  chemicals 
required  to  decontaminate  the  site.  When  it  has 
been  decided  that  a site  is  to  be  sampled,  the 
Arkansiis  Department  of  Health,  Divisions  of 
Vector  Control  and  Public  Health  Laboratories 
shoukl  be  contacted  regarding  proper  collecting 
and  sending  of  soil  samples  for  fungal  isolations. 

Collecting  of  soil  samples  should  be  done  only 
by  persons  with  positive  histoplasmin  skin  tests. 
These  individuals  shoidd  w'ear  face  masks  and 
wet  the  soil  l)efore  working  on  a jx)tential  posi- 
tive site. 

In  order  to  determine  the  boundaries  of  the 
contaminated  site  and  to  establish  the  level  of 
contamination,  a number  of  sp>ecimens  must  be 
taken  from  the  site.  The  number  of  samples  col- 
lected from  each  site  depends  ujxjn  the  number 
of  square  feet  in  the  site. 

The  following  table  should  be  used  to  deter- 
mine the  number  of  sample  areas  needed  in  sites 
less  than  7,200  s(piare  feet.  Small  amounts  of 
soil  taken  at  many  places  in  each  sample  area 
should  be  combined  for  the  sj^ecimens. 

TABLE  12 

Less  than  900  or 

.\rcas  in  Sq.  Ft.  100  100-399  400-899  Greater 

No.  of  Sample  Areas 

(Specimens)  2 4 6 12 

When  a site  is  greatei'  than  7,200  square  feet, 
the  following  table  should  be  used  to  determine 
the  number  of  sample  areas.  Each  sample  should 
consist  of  small  amount  of  soil  taken  from  an  area 
approximately  two  (2)  feet  in  diameter. 

TABLE  23 

7.200-  14.401-  28-801-  57.001  or 

Areas  in  Scj.  Ft.  14,400  28, HOI  57.000  Greater 

No.  of  Sample  Areas 

(Specimens)  15  21  30  42 

Each  specimen  should  consist  of  approximately 
one-half  pint  of  soil  taken  from  the  first  1-2 
inches  of  soil  only.  Each  sample  should  be  col- 
lected in  a plastic  bag  with  a spoon,  tongue  blade 
or  similar  object.  A different  plastic  bag  or 
s{x>on  should  be  used  for  each  sample.  The 
sample  area  number  and  date  of  collection  shoidd 
be  written  on  the  outside  of  each  bag  with  a 
permanent  marking  j^en.  A diagram  of  the  roost 


denoting  the  location  and  number  of  each  sample 
area  must  be  prepared. 

In  order  to  confirm  decontamination,  the  lo- 
cation of  soil  specimens  should  be  marked,  so 
that  siKximens  taken  after  treatment  can  be  cx>]- 
lected  from  the  same  place.  Post  treatment 
samples  should  be  taken  at  monthly  intervals  lor 
three  months;  at  six  months  and  one  year. 

One  chemical  which  has  been  effective  for 
chemical  decontamination  is  formaldehyde.  I'he 
base  solution  called  formalin  consists  of  37%, 
by  weight,  formaldehyde  gas  in  water  stabilized 
with  10-15%,  methanol.  Eonnalin  is  a colorless 
liepnd  with  a stiong  odor  and  vajxirs  which  are 
very  iiTitating  to  eyes,  nose  and  throat.  Extreme 
caution  should  be  taken  when  using  this  chemical. 

Decontamination  should  be  attempted  only 
when  outside  temj>erature  is  60-90  degrees  E. 

The  decontamination  process  should  consist 
of  a 4%  formalin  solution.  The  fungicide  .should 
consist  of  the  following:  to  each  3 gallons  of  base 
solution,  97  gallons  of  water  is  added  (0.3  gallons 
base  .solution  to  9.7  gallons  water).'* 

A total  of  one  gallon  of  fungicide  should  be 
applied  for  each  square  foot  of  the  area.  The 
prepared  fungicide  should  be  divided  into  three 
(3)  etpial  parts  applied  on  three  (3)  consecutive 
days.  Each  application  should  be  applied  in  such 
a method  that  will  evenly  cover  the  area  allowing 
maximum  j^enetration  with  minimum  run-off. 
Caution  must  be  taken  to  make  sure  the  solution 
does  not  enter  any  water  supply  system. 

Prior  to  decontaminating  a roost  of  signiiicant 
size,  a tietailed  work  plan  should  be  preparetl  anti 
submitted  to  the.Vrkansas  Department  of  Health, 
Division  of  Vector  Control,  as  well  as  to  the  Ar- 
kansas Department  of  Pollution  Control  and 
Ecology.  This  work  plan  should  include  a de- 
tailed outline  of  the  method  of  preventing  run- 
off of  the  foimalin  solution  into  w^aterways.  The 
results  of  soil  jiermeability  tests  shoultl  also  be 
included. 

.Another  means  of  controlling  blackbirds  is  the 
utilization  of  pyrotechnics.  Pyrotechnics  con- 
sists of  w’histle  bombs,  bird  bombs,  shell  crackers, 
automatic  explosives  and  amplification  units 
nsing  distress  calls. 
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of  Two  Epidemics  of  Histoplasmosis  Resulting  from 
]\'ork  on  the  Same  Starling  Roost,  p.  406. 

3.  Draft  painpidet  decelped  for  Comiminicable  Disease 
Control  Seminar  — Histojtlasmosis  Decontamination,  jr. 
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4.  Draft  pamphlet  developed  for  Communicable  Disease 
Control  Seminar  — Histoplasmosis  Decontamination,  p. 

5. 

5.  Draft  pamphlet  developed  for  Communicable  Disease 
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Thyroid  Studies 

Alfred  Kahn,  Jr.,  M.D. 


(^ppenheiiner  (New  England  Journal  of 
Medicine,  Volume  292,  Page  1063,  May  15,  1975) 
has  published  a seminar  on  “The  Initiation  of 
Thyroid  Hormone  Action.”  d’he  ultimate  chem- 
ical basis  of  how  thyroid  hormones  produce  their 
effects  has  not  been  clear.  The  author  relates 
that  there  are  .several  current  theories  as  to  the 
site  of  action  on  the  target  cell.  One  theory  is 
that  the  thyroid  hormones  effect  their  result  “by 
augmentation  of  the  transaiption  of  genetic  in- 
formation” — residting  in  new  protein  formation. 
Tlie  other  view  of  thyroid  hormonal  action  was 
that  they  acted  on  extra  nuclear  organelles  — as 
mitochondria.  The  latter  theory  is  opposed  by 
the  author  as  it  was  based  on  in  vitro  studies: 
pliysiologic  concentrations  of  fluids  did  not  con- 
tain enougli  hormone  to  produce  the  chemical 
changes  attriltutable  to  thyroid  stimulation. 
Oppenheimer's  studies  further  indicate  that  T-3 
(trithyronine)  had  binding  sites  in  the  cell; 
about  19%  is  found  in  the  nuclei  and  90%  is 
bound  non  specifically  to  the  extra-nuclear  intra- 
cellular contents.  T-3  can  go  from  the  plasma 
into  the  cells  rapidly,  and  T-3  in  the  nuclei  of 
cells  can  exchange  with  cytoplasmic  nuclei;  thus 
T-3  can  migrate  into  the  cell  nuclei  without  dif- 
ficulty — and  it  has  been  shown  that  there  are 


specific  1-3  binding  sites  in  the  nuclei;  these 
sites  are  of  limited  capacity.  The  author’s  work 
and  others  indicate  that  there  is  a relationship 
between  the  number  of  nuclear  binding  sites 
and  the  tissue  responsiveness  to  'E-S;  the  number 
of  binding  sites  differs  from  tissue  to  tissue.  The 
length  of  time  T-3  is  bound  to  the  nucleus  helps 
determine  its  response,  and  it  is  said  that  some 
analogs  of  T-3  are  not  as  effective  as  they  are  not 
bound  as  long.  Oppenheimer  cotidtides  that  the 
nuclear  binding  of  thyroid  hormone  is  important 
to  obtaining  the  T-3  effect.  No  specific  receptor 
has  been  found  in  the  nutochrondia. 

Marsden,  Chalkley,  Leatherdale,  Howorth, 
Aeosta  and  McKerron  in  I.ancet  (Volume  1,  Page 
944,  April  26,  1975)  have  reviewed  their  experi- 
ence in  “Hontional  Patterns  In  Relap.se  in  Hyper- 
thyroidism.” They  found  that  serial  serum  T-3 
estimation  was  the  best  way  to  detect  recurrent 
byperthyroidism.  They  studied  22  patients  with 
Graves’s  disease  who  had  received  either  drug  or 
radiation  therapy;  the  study  lasted  up  to  13 
months  in  some  patients.  The  patients  were  fol- 
lowed by  T-3  and  T-3  estimations;  TSH  (Thyroid 
stimulating  hormone)  assays  were  also  performed. 
After  antithyroid  therapy,  there  is  a tendency  for 
T-3  and  T-4  to  rebound  to  an  elevated  level;  at 
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tliis  time  the  'I'SH  level  is  usually  low.  I'hese 
early  changes  lor  a few  weeks  are  not  a mean- 
ingful yardstick  according  to  Afaisrlen  et  al. 
However,  later  on  elevations  ;ire  important.  On 
a group  of  13  chemically  treated  cases  the  first 
sign  of  relap.se  in  five  patients  was  an  elevated 
l’-3:  in  .seven  others  relapse  was  discovered  by 
a simultaneous  rise  of  1-3  and  1—1.  In  only  one 
patient  did  the  T-1  ri.se  before  1-3.  Ihus  in 
following  jxitients  with  treated  hyperthyroidism 
the  best  test  is  the  l'-3  — for  monitoring  recur- 
rent hyf>erthyroidism. 

drove  has  reviewed  exophthalmos  in  The  New 
England  Journal  of  Medicine  (Volume  292,  Page 
1005,  May  8,  1975).  He  defines  it  as  “.\n  ab- 
normal prominence  of  one  or  both  globes  usually 
resulting  from  a mass  lesion,  a vascular  abnor- 
mality, or  an  inflammatory  process."  differ- 
ence of  2 MM  of  protrusion  suggests  unilateral 
exophthalmos.  There  is  pseudo-exophthalmos 
and  Grove  warns  against  mistaking  asymetric 
orbits,  myopia,  trauma,  glaucoma,  etc.,  with  true 
exophthalmos.  Hyperthyroidism  is  the  com- 
monest cause  of  exophthalmos.  P.seudo-orbital 


tumors  are  sometimes  found.  Eumors  are  also 
found  in  descending  order  of  frecpiency  as  meta- 
static carcinoma,  lymphangioma,  idiopathic  in- 
flammation, lymphoma,  etc.  In  Graves's  disea.se, 
the  exo])hthalmos  is  cansetl  by  interstitial  edema 
of  pci  iorbital  fat  and  all  other  intraorbital  tissue 
including  muscles.  The  edema  fluid  is  rich  in 
mucopolysaccharides.  In  searching  for  the  cause 
of  exojjhthalmos,  a number  of  diagnostic  meas- 
ures are  currently  in  use  including,  of  course, 
plain  x-ray  films.  Xeroradiography  has  been  used, 
but  is  technically  difficult  due  to  long  exposure 
times.  Eomography  is  said  to  be  somewhat  help- 
ful. Venography  can  be  used  to  outline  masses  and 
varices  — as  can  arteriogTaphy.  (»as  injection  into 
the  orbit  has  been  used  to  obtain  extra  contrast 
but  has  limited  use.  I’he  u.se  of  thermography  to 
detect  temperature  differences  has  apparently 
not  been  successful  very  often.  Radionucl  ex- 
aminations as  scanning  can  show  enlarged  extra- 
ocidar  muscles  but  are  difficult  to  interpret. 
LUtra  sound  has  been  used  with  some  success  as 
has  computerized  tomographic  scanning. 

Gontinuing  papers  on  thyroid  metabolism  and 
disease  indicate  there  is  still  much  to  be  known. 
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THE  MONTH  IN  WASHINGTON 

Washington  lawyer,  Joseph  Califano,  Jr.,  one 
of  Lyndon  John.son's  top  “Great  .Society”  archi- 
tects, has  been  named  Secretary  of  the  Health, 
Education  and  Welfare  Department. 

"Eire  45-year-old  native  of  Brooklyn  is  regarded 
as  one  of  the  Capitol's  brightest  men.  He  knows 
the  workings  of  government  inside  out.  He 
knows  most  of  the  Congressmen  of  importance 
to  HEW.  And  he  knows  most  of  the  programs  — 
many  of  them  established  during  the  “Great  So- 
ciety” days— that  he  will  now  administer. 

The  appointment  of  Califano  to  the  politically 
sensitive  position  was  the  final  cabinet  selection 


by  Carter,  and  was  one  of  the  best  received. 
Liberals,  including  Ralph  Nader,  saw  in  Cali- 
fano's  “Great  Society”  background  a }jromise  of 
a bigger  and  better  “Great  Society;”  conservatives 
fotind  reassurance  in  Califano’s  reputation  as  a 
steady  political  veteran  who  is  interested  in 
cutting  down  on  waste  and  inefficiency. 

Most  of  Califano's  efforts  on  behalf  of  John- 
son as  the  President's  chief  domestic  advi.ser  in 
the  mid-196()'s  was  iti  the  welfare  atid  education 
areas  rather  than  health  where  he  doesti't  have 
ninth  of  a track  record. 

He  knows  what  he  is  np  against  at  HEW.  In 
a speech  last  summer,  Califatio  said  a tiew  Presi- 
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dent  will  have  a tough  time  coping  with  the  en- 
trenched bui-eaucrac)'.  “The  departments  and 
agencies  of  the  federal  executive  are  a minefield 
of  bureaucratic  interests  jealous  of  their  juris- 
dictional turf,  ” he  said.  The  programs  and  their 
constituencies  outside  government  “will  be  poised 
to  oppose  any  change  in  the  status  quo.” 

Califano  carved  a reputation  as  an  exception- 
ally able  lawyer  during  the  out-in-the-cold  eight 
years  of  Republican  administration.  It  isn’t  un- 
usual for  top  officials  of  outgoing  administrations 
to  land  plushy  jobs  with  Washington  law  firms, 
but  Califano  demonstrated  that  he  was  far  more 
than  a contact  man.  He  was  witli  the  famous 
.\rnold  and  Porter  firm  here,  then  he  teamed 
with  the  equally  prestigious  Williams  (Edward 
Bennett)  and  Connolly  finn  where  he  served  as 
counsel  to  the  Democratic  Party  for  two  and  a 
half  years.  After  Haiward  Law  School  he  joined 
a New  York  law  firm  which  once  was  headed  by 
Thomas  E.  Dewey. 

Califano  was  first  attracted  to  Washington 
with  the  election  of  John  Kennedy.  He  joined 
the  Defense  Department  where  he  quickly  be- 
came one  of  Defense  Secretary  Robert  McNa- 
mara’s “Whiz  Kids.”  Lyndon  Johnson  asked  him 
to  come  to  the  White  House  to  serve  as  his  do- 
mestic aide.  There  he  was  known  as  a driving, 
tough  negotiator  between  labor  and  management 
over  wage-price  guidelines.  He  was  interested  in 
a systems-analysis  approach  to  budgeting  federal 
agencies  which  should  mesh  with  Carter’s  enthu- 
siasm for  “zero-based”  budgeting. 

If  Carter  carries  out  his  promise  to  give  his 
department  heads  plenty  of  rein  in  policy  mat- 
ters, Califano  might  emerge  as  the  chief  policy 
architect  in  health  affairs.  Certainly  Carter  will 
rely  heavily  on  him  for  advice.  After  years  as  a 
beliind-tlie-scenes  power,  Califano  will  now  be 
in  the  limelight. 

# # # # 

A concerted  and  united  effort  by  industry  and 
labor  to  control  medical  costs  is  needed  to  avert 
a federal  takeover  of  health  which  woidd  “result 
in  national  expenditures  of  truly  astronomical 
proportions,”  contends  the  President's  Council 
on  Wage  and  Price  Stability. 

Asserting  that  the  day  is  coming  fast  when  the 
people  discover  “how  much  they  must  increas- 
ingly sacrifice  simply  in  order  to  maintain  the 
status  quo  in  health  care  services,”  the  Council 


said  the  public’s  response  woidd  be  to  turn  to 
the  government  for  a solution. 

“Absent  any  major  changes  in  the  structure  of 
the  medical  care  system  between  now  and  then, 
the  federal  government  will  step  in,  and  when 
tliat  happens,  we  are  going  to  be  faced  with  a 
permanent  problem  which  will  defy  solution,” 
said  William  Lilley,  acting  Council  Director, 
and  his  deputy  James  Hedlund. 

In  a lengthy  report  on  rising  healtli  care  costs, 
the  Council  said  “cost  control  incentives  pro- 
posed by  the  private  sector  — that  is,  by  industry 
and  labor  — promise  to  be  more  effective  than 
those  imposed  by  the  multitude  of  government 
agencies  which  have  attempted  to  tackle  the 
problem  . . . the  private  sector  is  motivated  by 
an  economic  incentive  which  the  government 
will  simply  never  share.” 

The  report  said  the  government,  in  its  Medi- 
care and  Medicaid  programs,  has  a poor  record  of 
controlling  costs.  “The  blizzard  of  rules  and  reg- 
ulations which  would  accompany  full  federal  fi- 
nancing and  administration  of  the  health  in- 
dustry would  add  to  costs  and  reduce  the  limited 
incentives  that  now  exist  for  efficiency  and  cost 
containment,”  the  Council  said. 

The  report  pointed  to  company  programs 
which  encourage  a second  opinion  before  elec- 
tive surgery.  Some  corporations  have  set  up  in- 
house  medical  facilities  because  they  have  learned 
that  this  is  a less  expensive  way  of  providing 
their  emjdoyees  with  healtli  care,  says  the  Coun- 
cil. “Health  maintenance  units  with  salaried 
physicians  have  reduced  costs,”  according  to  the 
report.  “In  other  localities,  corporations  and 
unions  have  become  involved  on  hospital  boards 
and  areawide  planning  bodies  to  eliminate  dupli- 
cation of  facilities  and  introduce  other  cost-saving 
efficiencies.” 

The  Council  said  “the  private  sector  must  step 
up  its  efforts  many  fold  — it  must  apply  the  full 
measure  of  ingenuity  and  management  skills 
which  are  so  characteristic  of  the  American  sys- 
tem. In  short,  the  private  sector  must  start  doing 
more,  a lot  more.” 

The  report  mentioned  “strong  opposition  from 
a highly  respected,  well-organized  medical  estab- 
lishment. Private  efforts  at  cost-control  are  dif- 
ficult to  undertake  in  the  fact  of  this  opposition, 
and  difficult  to  achieve,  but  we  remain  con- 
vinced that  the  goal  of  quality  health  care,  at 
reasonable  costs,  is  attainable  within  the  context 
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of  a largely  privately  disciplined  system.  Indec'd, 
we  feel  it  is  only  within  the  context  of  the  private 
system  that  it  is  attainable.” 

* # # * 

d’he  American  Medical  Association  and  .state 
and  local  medical  associations  “have  playe<l  a 
central  role”  in  helping  the  Senate  spotlight 
Medicaid  fraud  and  abuse.  The  credit  was  given 
by  .Sen.  Frank  Mo.ss  (D.-Utah),  Chairman  of  the 
Senate  Aging  Snbcommittee  that  conducted  the 
well-publici/ed  investigations  of  “Aledicaid 
Mills”  earlier  this  year. 

The  Senator  also  said  “the  number  of  physi- 
cians who  cheat”  is  very  small. 

In  a letter  to  Richard  E.  Palmer,  M.D.,  Presi- 
dent of  the  AMA,  Moss  said  “The  Illinois  Med- 
ical Society,  the  Chicago  Medical  Society  and  the 
Illinois  Physicians’  Union  were  directly  respon- 
sible for  my  subcommittee’s  exposure  to  the 
problem  of  Medicaid  ‘Mills’.” 

The  abuses  highlighted  in  the  subcommittee’s 
report  “exist  for  many  reasons  but  AMA  inaction 
isn’t  one  of  them,”  said  Moss. 

The  Senator  said  the  subcommittee’s  criticism 
“was  not  directed  at  contemjx)rary  medical  prac- 
tice.” 

“It  was  directed  at  a growing  aberration  in 
our  urban  ghettos  called  the  Medicaid  ‘Mill’. 
The  culprits  we  identified  are  greedy  husiness- 
men  and  real  estate  speculators.  The  same  peo- 
ple we  found  pyramiding  nursing  home  mort- 
gages in  New  York.  Now  they  have  found  a new 
gravy  train,  lliey  hire  foreign-trained  physicians 
(we  include  podiatrists  and  chiropractors  in  the 
definition)  and  pressure  them  to  see  more  and 
more  patients  in  less  and  less  time.  The  entre- 
peneurs  keep  from  50  to  70  percent  of  the  money 
Medicaid  pays  to  the  foreign  practitioner  ...” 

Poor  quality  care  residts.  Moss  said.  “It  could 
hardly  be  otherwise  given  the  low  Medicaid  rates, 
the  great  delays  in  payments,  the  often  and  arbi- 
trary denials  of  payment  as  well  as  the  all-en- 
compassing pressure  exerted  on  mill  practition- 
ers to  grind  patients  tlirongh  the  mill.  Little 
wonder  reputable  physicians  avoid  Medicaid 
practice.  Even  the  best  intentionetl  physician 
would  have  difficulty  functioning  in  this  kind 
of  environment.” 

In  Medicaid,  the  “ripoffs”  are  taken  by  the 
clinic  owners  who  more  often  than  not  are  not 
physicians,  said  Moss. 

The  number  of  providers  who  abuse  the 


Medicaid  system  may  be  four  {percent  of  total 
Medicaid  participating  physicians  (including 
chiropractors  and  podiatrists)  or  less  than  two 
jx.Tcent  of  all  physicians  in  the  United  State,s,  he 
said.  I’his  is  hardly  a blanket  indictment. 

Moss  endorsed  a statement  liy  Dr.  Palmer  that 
other  providers  liave  a far  worse  track  record  as 
far  as  cheating  the  system.  “I  would  include, 
for  example,  nursing  homes,  pharmacies  that 
specialize  in  welfare  clientel  and  clinical  lab- 
oratories that  do  a high  volume  of  Medicaid 
business.” 

’Ehe  lawmaker  wrote  that  “only  with  the  as- 
sistance of  the  Medical  profession  can  we  seek 
to  end  the  fraud  and  abuse  which  now  haunts 
our  government  health  care  programs.  We  can 
bring  providei's  who  bill  for  services  not  rendered 
to  the  bar  of  justice  but  a more  complicated 
scheme  inevitably  involves  questions  of  medical 
judgment  which  only  physicians  are  capable  of 
rendering.” 

# # # * 

.\  commis,sion  to  study  prescription  drug  usage 
and  ail  verse  reactions  has  been  formed  with  the 
ble.ssings  of  Senator  Edward  Kennedy  (D.-Mass.) 
and  the  funding  of  the  Phannaceutical  Manu- 
facturers Association  (PMA). 

PMA  answered  a challenge  by  Kennedy  that 
the  ilrug  makers  confront  the  problem  by  agree- 
ing to  fund  an  independent  study  commission 
for  three  years  at  $250,000  annually. 

“The  problem  of  adverse  drug  reactions  is 
definitely  a problem,”  stressed  PMA’s  ChaiiTnan 
Rober  t R.  Clark. 

Both  Clark  and  Kennedy  hope  the  commis- 
sion will  be  able  to  design  a .system  for  post- 
marketing surveillance  of  drugs  by  the  Eood  and 
Drug  Admini,stration  so  that  both  adverse  re- 
actions as  well  as  new  drug  indications  become 
more  quickly  known.  Such  a system,  termed 
“Phase  IV”  by  Kennedy,  could  shorten  the  wait 
for  pre-market  approval  of  new  drugs. 

rire  18  menrbers  of  the  Joint  Commission  on 
Prescription  Drug  Use  were  nominateil  by  phar- 
maceutical and  medical  groups  including  the 
AMA. 

# # * * 

Drug  abuse  remains  a “chronic,  persistent 
problem”  in  the  United  States  with  no  simple 
solutions  in  sight  in  the  opinion  of  a joint  an- 
nual report  by  federal  agencies  involved  with 
drugs.  The  rejwrt  proposed  no  basic  shift  in 


Volume  73,  Number  1 0 — March,  1 977 


399 


Medicine  in  the  News 


iederal  policy  toward  drug  abuse,  but  suggested 
the  possibility  of  lifting  or  easing  criminal  j)en- 
alties  for  smoking  marijuana. 

The  Strategy  Council  on  Drug  Abuse  declared 
the  government  “ought  to  strongly  discourage 
tlie  use”  of  marijuana.  “The  question,  however, 
is  how  do  we  most  effectively  accomplish  this 
with  tite  least  cost  to  society.” 

President-elect  Jimmy  Carter  said  during  his 
campaign  he  favored  decriminalization  of  jx)s- 
session  of  small  amounts  of  the  product,  but  he 
su])portecl  continued  crackdowns  on  sale  and  dis- 
tribution. 

According  to  the  report,  marijuana  carries  a 
“relatively  low  social  cost.”  Some  22  million 
Americans  smoked  marijuana  last  year,  a “satura- 
tion” total  that  should  prod  the  federal  govern- 
ment into  a decision  on  whether  to  continue  to 
approach  its  use  on  a criminal  basis. 

The  Council  is  composed  of  the  Drug  Enforce- 
ment Administration  (DEA),  the  National  Insti- 
tute on  Drug  Abuse,  the  State  Department  and 
the  White  House. 

* # # * 

Congress  is  showing  increased  interest  in  the 
problems  of  maintaining  confidentiality  of  med- 
ical records  in  the  age  of  computers  and  vast 
federal  medical  programs.  Tlie  House  Commerce 
Subcommittee  on  Oversight  and  Investigations  is 
considering  hearings  on  the  issue  next  year. 

The  most  serious  evidence  of  abuse  so  far  came 
with  state  grand  jury  indictments  in  Denver, 
Colo.,  of  an  investigative  company  — Factual 
Service  Bureau,  Inc.  — on  charges  of  selling  con- 
fidential records  to  large  insurance  firms.  Factual 
was  alleged  to  have  had  agents  who  were  able 
to  penetrate  the  records  of  the  Federal  Bureau 
of  Investigation  and  the  Internal  Revenue  Serv- 
ice, among  others.  Twenty  defendants,  includ- 
ing three  insurance  companies,  have  been  in- 
dicted so  far  in  tlie  investigation  launched  by 
Colorado  District  Attorney  Dale  Tooley,  who 
claims  the  evidence  so  far  “is  really  the  tip  of 
a nationwide  iceberg.”  Federal  agencies  are  also 
pursuing  the  case. 

The  House  Oversight  Subcommittee,  headed 
l)y  Rep.  John  Moss  (D. -Calif.),  is  carrying  on  a 
nmning  dispute  with  the  Social  Security  Ad- 
ministration over  the  privacy  of  medical  records 
in  the  Medicare  program.  “We  believe  very 
serious  questions  remain  about  privacy  of  records 
concerning  individuals  in  custody  of  the  Social 


Security  Administration,  especially  in  light  of 
future  plans,”  said  Moss  in  a letter  to  Social  Se- 
curity Chief  James  Caixlwell. 

Social  Security  ojierates  three  data  transmission 
systems  which  link  private  Medicare  intenne- 
diaries  with  the  Social  Security  Health  Insurance 
Data  Bank.  The  two  less  sophisticated  computer 
systems,  the  Advanced  Record  System  (ARS)  used 
by  private  Medicare  intermediaries  in  16  loca- 
tions, and  the  Programmable  Magnetic  Tape 
Tei'ininals  (PMTT)  used  by  Blue  Cross,  Blue 
Shield,  and  all  but  two  other  private  intermedi- 
aries, use  record  retrieval  systems  “which  cannot 
be  abused  by  any  employee  of  a private  con- 
tractor either  in  an  authorized  or  unauthorized 
manner,”  said  Moss. 

# * # * 

I’he  HEW  Department  has  published  final 
regulations  under  which  Medicare  providers  may 
obtain  judicial  review  of  any  final  decision  of 
the  Provider  Reimbui'sement  Review  Board,  or 
of  any  reversal,  affirmance,  or  modification  by 
the  Secretary. 

The  five-member  Provider  Reimbursement  Re- 
view Board  under  Medicare  hears  Medicare  ap- 
peals by  institutional  health  care  providers  who 
disagree  with  the  cost  determinations  made  by 
health  insurance  organizations  acting  as  fiscal 
intermediaries  in  Medicare  hospital  insurance. 

Under  the  regulations,  a Medicare  provider 
may  file  for  judicial  review  by  a Federal  Court 
after  the  final  decision  of  the  Provider  Reim- 
bursement Board,  or  the  HEW  Seaetary,  but 
must  do  so  within  60  days  of  the  final  decision. 

HEW  can  review  any  decision  of  the  Board 
but  must  do  so  within  60  days  after  the  provider 
has  been  notified  of  the  Board’s  decision. 

# # * * 

The  Medical  Saeening  Program  for  children 
of  poor  parents  has  come  under  new  attack.  The 
Southern  Regional  Council,  a private  research 
group,  said  a study  of  23  southern  communities 
revealed  “evidence  of  bureaucratic  and  political 
resistance  to  meeting  the  health  needs  of  the  pro- 
gram’s relatively  small  target  population  — those 
under  21  years  of  age  who  are  eligible  for  Medic- 
aid.” 

Rep.  John  Moss  (D.Tlalif.),  Chairman  of  the 
House  Commerce  Subcommittee  on  Oversight 
and  Investigations,  has  been  a severe  critic  of 
HEW’s  operation  of  the  early  and  periodic 
screening,  diagnosis  and  treatment  program.  The 
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Regional  Council’s  rejxirt  supjwrtcd  the  Moss 
Subcommittee’s  earlier  findings  of  lack  of  p'og- 
ress  in  the  program. 

'Ihe  criticism  is  expected  to  be  used  to  ad- 
vance the  cause  of  proposals  in  Congress  to  fed- 
eralize Medicaid  and  to  install  new  federal  Itene- 
fits  for  children  and  mothers. 

* # * * 

llie  .\merican  Association  of  Ophthalmology 
(.\.\0)  has  endorsed  the  national  health  insur- 
ance plan  backed  by  the  .\MA  in  a position 
paj)er  distributed  to  all  members  of  Congress. 

The  .\ssociation  said  Ophthalmologists  sup- 
port the  concept  of  legislation  proposed  by  the 
AMA  which  “federalizes  Medicaid,  makes  avail- 
able variable  tax  allowances  toward  the  purchase 
of  health  insurance  depending  on  the  taxpayers’ 
taxable  income,  and  offers  catastrophic  insurance 
to  all.’’ 

The  AAO  said  its  membership  “is  aware  that 
improvements  are  needed  in  care  and  financing 
of  care  in  underserved  areas  which  include  the 
inner  city,  some  remote  rural  areas,  and  for  cer- 
tain under-privileged  population  groups.  Also 
that  provision  for  expensive  catastrophic  illness 
is  necessary.  It  is  also  aware  that  fiscal  limits  are 
dictated  lest  this  nation  err  as  have  other  coun- 
tries that  have  overburdened  their  taxpayers  with 
excessive  program  costs.” 

# # # # 


floor  area  and  will  provitle  enlarged  space  for  all 
facilities. 

Physicians  located  in  the  new  structure  are 
Drs.  F.  (.).  Wyatt,  Cdiarles  d’aylor,  Chaney  Taylor, 
Jim  I.ytle,  Bob  Smith,  William  Alexander,  Jim 
Stalker  and  Kenneth  Kelley,  who  will  be  relocat- 
ing in  Batesville  from  Poplar  Bluff,  Missouri. 

FAMILY  HEALTH  CLINIC 

A new  clinic  is  now  in  full  operation  in  Le- 
panto  in  the  Sternberger  Clinic  Building.  It  is 
a satellite  of  the  East  Arkansas  Family  Health 
Center  and  has  two  physicians  serving  the  com- 
munity, Dr.  Robert  Crawley  and  Dr.  Abed  El 
Khoja. 

This  clinic  is  funded  by  the  Department  of 
Health,  Education  and  Welfare  and  will  base  its 
fees  on  a sliding  scale  of  ability  to  pay.  The  fa- 
cility has  an  emergency  room,  x-ray  room,  lab- 
oratory for  blood  work  and  several  consultation 
rooms,  in  addition  to  a large  reception  room. 


THINGS 


TO 

COME 


Harley  M.  Dirks,  former  chief  staff  member 
of  the  Senate  Appropriations  Subcommittee  on 
Labor  and  Health,  Education  and  Welfare,  has 
joined  the  AMA’s  Washington  Office  as  an  as- 
sistant director  in  the  Congressional  Relations 
Department. 

The  48-year-old  Dirks,  a native  of  the  state  of 
Washington,  is  one  of  the  best-known  figures  in 
the  Nation’s  Capital  in  the  health  field.  As  chief 
staff  man  on  the  Senate  Subcommittee,  he  de- 
veloped a thorough  knowledge  of  the  workings 
of  health  both  in  the  executive  and  legislative 
fields.  A book  on  Congress  entitled  “The  Dance 
of  Legislation,”  published  several  years  ago,  re- 
fers to  Dirks  as  “an  almost  legendary  figure  on 
Capitol  Hill”  due  to  his  influence  and  expertise 

in  the  health  funding  arena. 

* * # # 

WHITE  RIVER  MEDICAL  ARTS  BUILDING 

The  new  White  River  Medical  Arts  Building 
has  become  a reality  for  the  doctors  of  Batesville. 
The  new  building  covers  22,000  square  feet  of 


CONTINUING  EDUCATION  FOR  PHYSICIANS 

All  programs  for  C.E.P.  are  held  at  the  Uni- 
versity of  Arkansas  College  of  Medicine  unless 
otherwise  indicated. 

March  24  — “A  Symposium  for  Preceptors,” 
Dr.  Ben  Saltzman,  program  tlirector.  Attendance 
will  be  limited  to  100  individuals. 

April  15-16  — “New  Developments  In  the  Care 
of  Spinal  Corel  Patients,”  Dr.  Ben  Saltzman,  pro- 
gram director. 

May,  no  date  — “National  Orthopaedic  Semi- 
nar — The  Hip,”  Dr.  Carl  Nelson,  program  di- 
rector. 

May  14  — “Spring  ENT  Semin, ar  for  Family 
Physicians,”  Dr.  James  Suen,  program  chairman. 

May  20-21  — “Clinical  Anesthesia,”  Dr.  Rich- 
ard Clark,  program  director. 

June  3-4  — “Basic  Principles  of  ASIF  Fixa- 
tion,” Dr.  Carl  Nelson,  program  director. 

No  Date  — “Clinical  Obstetrics  and  Fetal  Ma- 
ternal Medicine,”  Dr.  D.avid  Barclay,  program 
director. 
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August  4-5  — “Sports  Medicine  Seminar,”  Dr. 
Carl  Nelson,  program  director. 

SOUTHWEST  ALLERGY  FORUM 

I’lie  Southwest  Allergy  Forum  will  hold  its 
meeting  at  Lakeway  Inn  near  Austin,  Texas, 
April  30-  May  4,  1977. 

For  further  information,  write  }.  B.  Carter, 
M.D.,  Suite  107,  Medical  Park  Tower,  Austin, 
Texas  78705. 

UROLOGY  ONCOLOGY  SEMINAR 

Tlie  University  of  Texas  Health  Science  Cen- 
ter at  Houston,  Division  of  Continuing  Educa- 
tion, and  the  University  of  Texas  System  Cancer 
Center  M.  D.  Anderson  Hospital  and  Tumor  In- 
stitute will  present  the  Second  Annual  Urology' 
Oncology  Seminar  on  Thursday  and  Friday,  July 
28th  and  29th,  1977,  in  the  Auditorium  of  the 
M.  D.  .Anderson  Hospital  Texas  Medical  Center 
in  Houston. 

I'his  program  is  designed  to  cover,  in-depth, 
the  diagnosis,  staging  and  treatment  of  the  vari- 
ous urological  malignant  diseases.  Emphasis  will 
lie  placed  on  treatment  as  it  relates  to  the  stage 
of  disease  and  the  necessity  for  a multidiscipli- 
nary approach. 

For  further  information  please  contact; 

The  University  of  Texas  Health  Science  Center 

Houston,  Texas 

Division  of  Continuing  Education 

Post  Office  Box  20367 

Houston,  Texas  77025 
or  call;  (713)792-4671 

MINI-SYMPOSIA  "PULMONARY  EMBOLISM" 

May  18th,  1977,  St.  John  Medical  Center  in 
Tulsa,  Oklahoma,  and  the  University  of  Okla- 
homa, Tidsa  Medical  College,  will  jointly  spon- 
sor a mini-symjx)sia  on  Pulmonary  Embolism. 
The  meeting  will  l)e  held  in  the  St.  John  Audi- 
torium of  the  Administrative  Service  Building 
located  at  1802  East  19th  Street,  Tidsa,  Okla- 
homa. 

Speakers  for  the  program  will  be  Dr.  Robert 
\V.  Parkey,  Chief  of  Nuclear  Medicine,  Associate 
Professor  of  Radiology,  Southwestern  University, 
in  Dallas,  Texas,  and  Dr.  Herbert  L.  Ered,  Di- 
rector of  Medical  Education,  St.  Joseph  Hospital, 
Houston,  Texas. 

The  meeting  is  scheduled  for  LOO  P.M.  to  5;00 
P.M. 

Otlier  symposiums  planned  for  1977  are; 

“What’s  New  In  Peptic  Ulcer  Disease,”  Sep- 
tember 21,  1977. 


“Update  In  Endocrine  Disease,”  November  16, 
1977. 

POST  GRADUATE  COURSE  ON 
GASTROINTESTINAL  DISEASES 

New  York  University  Post  Graduate  Medical 
School  offers  course  #3-7,  “Gastrointestinal  Dis- 
eases, New  Developments  In  the  Diagnosis  and 
Treatment  for  the  Internist  and  Primary  Care 
Physician.”  Course  director  is  Arthur  E.  Lindner, 
M.D. 

This  course  is  based  on  new  developments  in 
clinical  gastroenterology  and  appropriate  basic 
sciences  and  is  distinctly  oriented  toward  day- 
to-day  practical  management  of  patients  with 
emphasis  on  the  more  common  disorders.  Aspects 
of  the  entire  gastrointestinal  system  are  reviewed 
— esophagus,  stomach,  small  bowel,  colon,  pan- 
creas, gallbladder,  and  liver.  Newer  diagnostic 
techniques  and  management  approaches  are  dis- 
cussed. The  course  aims  to  provide  the  internist 
and  primary  care  physician  with  current  and 
practical  information  on  both  office  and  hos- 
pital diagnostic  and  treatment  strategies. 

For  further  information,  contact; 

Ms.  Stacey  Brown,  Registration  Office 

NYU  Post-Graduate  Medical  School 

550  First  Avenue,  New  York,  New  York  10016 
or  call;  (212)  679-3200,  Extension  4207 

This  Continuing  Medical  Education  offering 
meets  the  a iteria  for  18  hours  of  credit  in  Cate- 
gory I for  tlie  Physician’s  Recognition  Award  of 
the  American  Medical  Association.  Approval 
pending  for  18  prescribed  hours  of  credit  by  the 
American  Academy  of  Eamily  Physicians. 

SYMPOSIUM  ON  COMMON 
PEDIATRIC  PROBLEMS 

Children’s  Hospital  National  Medical  Center 
and  George  Washington  University  are  sponsor- 
ing a three-day  Symposium  on  Common  Pediatric 
Problems  on  June  8-10,  1977,  in  Washington, 
D.  C.  It  features  a symposium  on  hematology, 
oncology,  and  immunology,  a symposium  on  ado- 
lescence, and  a day  of  workshops.  Guest  faculty 
members  are  Drs.  Robert  Baehner,  Lewis  Bar- 
ness,  Harvey  Cohen,  Charles  Dinarello,  Margaret 
Smith,  and  Sheldon  Wolff. 

The  Continuing  Medical  Education  Program 
has  been  approved  for  credit  by  the  AMA  and 
the  AAEP.  Eurther  information  may  be  obtained 
by  writing  to  Mrs.  Susan  Weiss,  13407  Brackley 
Terrace,  Silver  Springs,  Maryland  20904. 
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DR.  KOHLER  APPOiNTED 

l)i'.  Pctc'i  ( ).  Kohlci  has  Ijccn  named  head  ol 
the  Dcparinieiu  ol  Medicine  at  tlie  Unixersily 
ol  Arkansas  Ciollei'e  ol  Medicine,  clleelise  June 
I.  Dr.  Kolder  ^vill  also  be  chiel  ol  medical  serv- 
ices at  tlie  Ihiiveisity  lIos])ilal. 

l)r.  Kohlei  comes  to  Arkansas  from  Baylor 
University  where  he  was  Uhief  of  Endocrinology 
and  Professoi  of  Medicine. 

DR.  CHAMBERS  ATTENDS  SEMINAR 

Dr.  Cai  lton  Uhambers,  Harrison  otolai  yngcdo- 
gisi,  recently  attended  a six-clay  seminar  in  cur- 
rent teehnit|nes  of  cosmetic  surgery  of  the  face. 

DR.  PEEPLES  IN  NEW  BUILDNG 

Dr.  U.  \V.  Pee]jles,  West  .Memphis  internist, 
was  the  first  occupant  of  the  Ciittenden  Me- 
morial Hospital's  new  ,SI.,H  million  Ih olessional 
Olfice  Bnilding.  1 he  htiilcling  is  locaited  jnst 
west  of  the  hospital  and  is  ;i  tinee-story  sti  nc  tnre, 
basing  10, 000  septate  feet  of  lloor  space. 

.\  committee  hits  Iteen  set  njt  tet  study  the  pos- 
sibility of  ttiking  p;n  t in  ;i  Robei  t W'oocl  |c)hnson 
Eonndation  progi  ;im  to  develop  primtn  y gionjt 
prtictice.  Ibis  would  consist  of  gtitheiing  to- 
gether  lamily  prttctice.  internal  medicine  and 
pedititric  physicitins  into  one  office  in  the  build- 
ing. Di  . r.  .Mill  ray  Ferguson  is  the  overttll  chttir- 
imni  of  the  committee.  Repi esenting  the  sttilf  ate 
Drs.  H.  Cx.  1 aniglord,  Milton  Deneke  tincl  E.  1 . 
Utley. 

DR.  MOODY  ELECTED 

Dr.  Lackey  (»ene  Moody,  Batesville  genertil 
prtictitioner,  svtis  lecenth  named  a membei  of 
the  botircl  of  directors  ol  the  Citizens  P>;mk  of 
Btitesville. 

NEW  HOSPITAL  STAFF 

Dr.  ().  H.  Clopton,  jonesboio  inteiiiist,  h;is 
been  elected  chief  of  stalf  ;it  .St.  lieiiitncl's  Re- 
giontil  Meclictil  Center  lor  the  coming  year. 
Other  officers  elected  ate  Dr.  Don  \'ollman,  sice 
chief  of  staff,  and  Dr.  E.  Barrett  Spai  ks,  secietary- 
treasnrer.  Chiefs  of  services  will  be  Di.  fohn 
St.  Clair,  chief  of  surgery;  Dr.  \V^.  d . Rainwater, 
chief  of  medicine;  ;mcl  Dr.  john  Kirkley,  chief 
of  obstetrics. 


DR.  GUENTHNER  SPEAKS 

Di.  )ohn  Cnenthner  ol  Mountain  Home  le- 
cenily  addressed  the  Baxter  Cjeneial  Hos]n’tal 
.\nxi  liai  y. 

DR.  J.  W.  MORRIS  HONORED 

Di.  J.  ^V.  Mollis,  retired  McCrory  physician, 
was  recently  awarded  the  Chanel  Lodge  Medal  cjf 
I lonor  by  the  Craiitl  Lodge  E S:  A Af  of  Arkansas. 

DR.  RAINWATER  NEW  CHIEF  OF  STAFF  AT 
OUACHITA  MEMORIAL  HOSPITAL 

■ A Hot  Springs  oltsteti  ician-gynecologist,  Di. 
W.  S.  Rainwater,  has  been  named  netv  chiel  ol 
stall  for  the  Ouachita  Memorial  Hcjspital.  Other 
olficers  are  Dr.  Roliert  Iforg,  vice  chief  ol  staff, 
and  Dr.  jiiii  McMahan,  secretary. 

DR.  ELKINS  TO  ROGERS 

Dr.  [allies  P.  Elkins,  a native  of  .Ark.msas,  has 
recently  nio\ed  to  Rogers  tvhere  he  will  be  as- 
sociated with  Dr.  Harry  Harmon  at  the  Rogers 
Clinic  lor  W’omen  and  Children,  1011  West 
Poplar. 

WALDRON'S  NEW  DOCTOR 

Di.  William  Roy  SwicegoocI  iv  i 1 1 begin  the 
practice  of  medicine  in  Waldron  eai  ly  this  spring. 
Dr.  SwicegoocI  is  a iiatise  of  Beamnont,  I exas, 
and  completed  Family  Practice  lesidency  tr. lin- 
ing in  Chicago,  Illinois. 

DR.  GARLAND  CHIEF  OF  STAFF 

Dr.  Walliam  (htiland  was  elected  chief  of  stall 
of  the  Boone  Connty  Hospital  in  I larrison.  Dr. 
Charles  Ledbetter  is  the  new  site  chiel  ol  stalf; 
Dr.  I hoiiias  Hoberock,  secietary;  Dr.  AV.  P.  .Ash- 
ford, medical  staff  liaison  ollicer,  and  Dr.  R.  IF 
l.angston.  medical  staff  liaison  ol  I icei -elec  t. 

NEW  PHYSICIANS  IN  CORNING 

Dr.  H.  Fh  Lestnuin  has  assumed  charge  of  the 
kiieibert  Clinic  in  Corning  and  Dr.  jerry  Ifoyles 
has  begun  practice  in  the  Corning  Medical  Cen- 
ter on  Second  Street. 

Dr.  Bosles  will  be  in  his  oflice  fi\e  days  a week 
as  a satellite  project  of  the  Ihiragonld  Medical 
Center.  Ffe  will  be  assisted  by  Barney  McCol- 
longh,  physician's  associate. 

Dr.  Lestman  will  commnie  from  Fail  dealing. 
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Missouri,  five  days  a week.  He  was  previously  iu  ical  schools  at  the  recent  national  convention  at 
practice  in  Doniphan,  Missouri.  Sau  Francisco. 


HEART  FUND  CHAIRMAN 

Dr.  Robert  Thurlhy,  Russellville  internist, 
has  accepted  the  responsibility  of  being  the  1977 
Heart  Fund  chairman  for  Pope  County. 

DR.  MULHOLLAN  SPEAKS 

Dr.  James  Mulhollan,  orthopaedic  surgeon 
from  Little  Rock,  spoke  recently  to  the  Central 
Arkansas  Chapter  of  Orthopaedic  Nurses  Associa- 
tion in  Little  Rock. 

LIFE  SUPPORT  COURSE 

Dr.  R.  A.  Etherington,  Eureka  Springs  family 
practitioner,  and  Dr.  G.  E.  Malone,  Atkins  gen- 
eral practitioner,  were  participants  in  the  recent 
advanced  life  support  course  which  was  spon- 
sored by  the  University  of  Arkansas  College  of 
Medicine  and  the  Arkansas  Heart  Association. 

OUACHITA  HOSPITAL  STAFF 

New  staff  officers  of  Ouachita  Hospital  in 
Camden  are  Drs.  Jerry  Kendall,  A.  E.  Thorne, 
J.  B.  Jameson,  Cal  Sanders,  Robert  Nunnally, 
Dennis  Davidson,  L.  E.  Drewery  and  L.  V.  Oz- 
ment. 

DR.  HAIRSTON  RETIRES 

Dr.  Glenn  G.  Hairston,  Prescott  general  prac- 
titioner, announced  his  plans  to  retire  early  this 
year.  He  has  been  in  practice  in  Prescott  since 
1946  and  plans  to  remain  in  Prescott  after  retir- 
ing. 

DR.  COKER  SERVES  STAR  CITY 

Dr.  L.  Randle  Coker,  Pine  Bluff  family  physi- 
cian, is  practicing  part-time  in  Star  City  to  re- 
lieve the  physician  shortage  in  that  town. 

DR.  MOBLEY  NAMED  DEAN  OF  COLLEGE 

Dr.  Jack  E.  Mobley,  graduate  of  the  University 
of  Arkansas  College  of  Medicine  and  the  head  of 
the  Department  of  Urology  at  the  University,  has 
been  named  the  Dean  of  the  East  Tennessee  State 
University  College  of  Medicine  at  Johnson  City, 
Tennessee. 

ARKANSAN  HEADS  MEDICAL  UNIT 

Dr.  Thomas  A.  Rado,  senior  medical  student 
at  the  University  of  Arkansas  College  of  Medi- 
cine, has  been  elected  president  of  the  Organi- 
zation of  Student  Representatives  of  the  Associa- 
tion of  American  Medical  Colleges.  He  was 
chosen  by  the  representatives  of  ninety-four  med- 


CONWAY  HOSPITAL  STAFF 

New  officers  of  the  Couway  Memorial  Hos- 
pital for  1977  will  be  Drs.  Tom  Beasley,  Margaret 
Beasley,  and  Bob  Banister. 

NEW  SPRINGDALE  PHYSICIAN 

Dr.  Joel  Mills,  a graduate  of  the  University  of 
Arkansas  School  of  Medicine,  has  joined  with 
Drs.  Stanley  Applegate  and  John  R.  Powers,  at 
the  Springdale  Clinic.  Prior  to  coming  to  Spring- 
dale,  Dr.  Mills  was  with  the  State  Department  in 
Iran. 

GARLAND  COUNTY  OFFICERS 

The  new  officers  of  the  Garland  County  Med- 
ical Society  for  1977  are  Drs.  Bill  Springer,  presi- 
dent: Jolin  B.  Bond,  secretary,  and  Jim  Gardner, 
vice  president. 

ENDOSCOPIC  SOCIETY 

The  annual  board  meeting  of  the  Arkansas- 
Oklahoma  Endoscopic  Society  was  held  recently 
in  Tulsa,  Oklahoma.  Drs.  Donald  G.  Browning, 
Little  Rock;  Charles  H.  Paris,  Fort  Smith,  and 
E.  Clinton  Texter,  Jr.,  of  Little  Rock  attended. 

Plans  were  made  for  the  annual  meeting  of 
the  Arkansas-Oklahoma  Endoscopic  Society  to  be 
held  in  Little  Rock  on  June  10-12,  1977,  at  the 
Camelot  Inn. 


SEBASTIAN  COUNTY  MEDICAL  SOCIETY'S 
NEW  MEMBERS 

There  are  several  new  members  of  the  Sebas- 
tian County  Medical  Society.  The  new  members 
in  Eort  Smith  are: 

DR.  JOHN  M.  DEATON,  cardiologist,  who 
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is  associated  with  I loll-Krock  (iliiiic  at  1500  Dod- 
son Avenue.  He  was  Itorn  in  Fort  AV'^oith,  Texas, 
and  received  his  pre-medical  education  at  Texas 
Christian  University.  Dr.  Deaton  was  graduated 
from  the  University  of  I’exas  Medical  Hranch  in 
Galveston  in  1909.  He  interned  at  the  Galveston 
Medical  Branch  atul  also  was  in  residency  there 
for  four  years,  specializing  in  internal  medicine 
and  cardiology. 

Dr.  Deaton  was  in  the  United  States  Army 
Re.serves  from  1974  to  1970.  He  is  certified  by 
the  Internal  Medicine  Board. 

DR.  CFIRIS  F.  DENNIS  is  an  anesthesiologist 
associated  with  Holt-Krock  Clinic,  1500  Dodson 
Avenue.  He  was  born  in  Kansas  City,  Missouri, 
and  attended  the  FJniversity  of  Missouri  Medical 
College  in  Kansas  City  where  he  received  his 
M.D.  degree.  He  interned  at  the  University  of 
Kansas,  and  received  residency  training  at  the 
Ibiiversity  of  Kansas  and  the  University  of  Mis- 
souri. Dr.  Dennis  is  board  eligible  and  a mem- 
ber of  the  American  Society  of  Anesthesiologists. 

DR.  JOHN  E.  LEWIS,  dermatologist,  is  with 
Holt-Krock  Clinic.  He  was  born  in  Houston, 
Texas,  and  attended  the  University  of  Texas 
Medical  Branch  in  Galveston,  Texas.  He  in- 
terned at  Philadelphia  General  Hospital.  Dr. 
Lewis  was  a surgery  resident  at  Mayo  Clinic  in 
Rochester,  Minnesota,  for  one  year  and  was  at 
the  LTniversity  of  Pennsylvania  Hospital  for  resi- 
dency training  of  dermatology  for  three  years. 
He  served  in  the  United  Slates  Army  from  1970 
to  1972.  Dr.  Lewis  is  board  eligible  in  derma- 
tology and  a member  of  the  American  Academy 
of  Dermatology. 

DR.  R.  WENDELL  ROSS,  family  practition- 
er, is  associated  with  Drs.  Kemal  Kutait,  Ken  E. 
Lilly,  Ralph  N.  Ingi'am  and  Lawrence  G.  Pill- 
strom  at  1120  Lexington  in  Fort  Smith. 

Dr.  Ross  is  a native  Arkansan  and  a graduate 
of  the  Ouachita  Baptist  University  and  the  ETni- 
versity  of  Arkansas  College  of  Medicine.  He  in- 
terned at  John  Peter  Smith  Hospital  in  Fort 
Worth,  Texas.  Dr.  Ross  served  in  the  United 
States  Air  Force  from  September  1969  to  May 
1972  with  service  in  Vietnam. 

Dr.  Ross  was  in  general  practice  in  El  Campo, 
Texas,  from  1972  to  1976.  He  is  board  certified. 

DR.  JOHN  J.  WEISSE,  general  and  vascular 
surgeon,  was  born  in  New  York.  He  received 
M.D.  and  Ph.D.  degrees  from  the  State  University 


of  New  55)rk,  Downstate  Medical  Center,  in  1972. 
He  interned  at  Kings  County  Hospital  in  Brook- 
lyn, New  York,  and  had  residency  training  at 
Bames  Hospital,  St.  Louis,  Missouri,  and  the 
Ibiiversity  of  Missouri  Medical  Center  in  Co- 
lumbia. 

Dr.  'WTisse  was  biology  teaching  assistant  at 
Iona  College  from  1963  to  1964  and  instructor  in 
surgery  at  the  University  of  Missouri  Medical 
Center  from  1975  to  1976.  He  is  a member  of 
the  Candidate  Group,  American  College  of  Sur- 
geons. 

Dr.  AVTisse’s  office  is  located  at  522  South  16th 
Street  in  Fort  Smith. 

DR.  JOFIN  H.  4\bKMAN  is  a general  surgeon 
with  Holt-Krock  Clinic  at  1500  Dodson  Avenue 
in  Fort  Smith.  Prior  to  coming  to  Holt-Krock, 
Dr.  'Wbkman  was  director  of  the  Bangalore  Bap- 
tist Hospital  in  Bangalore,  India,  from  1968  to 
1975. 

Dr.  Wikman  was  born  in  Ann  Arbor,  Michi- 
gan, and  attended  the  Ouachita  Baptist  College 
at  Arkadelphia,  receiving  his  Bachelor  of  Science 
degree  in  1956.  He  graduated  from  the  Univer- 
sity of  Arkansas  Medical  School  in  1960  and 
completed  his  internship  at  Confederate  Me- 
morial Medical  Center  in  Shreveport,  Louisiana. 
.Mter  his  residency  at  the  Ibiiversity  of  Arkansas 
Medical  Center,  Dr.  Wbkman  served  in  the  Army 
Hospital  in  Fort  Bliss,  Texas,  from  1961  to  1963. 

Dr.  Wikman  is  a member  of  the  American  Col- 
lege of  Surgeons. 

DR.  JEFFREY  M.  NIEMANN,  dermatologist, 
is  a transfer  member  from  Union  County  Medical 
Society.  Dr.  Niemann  is  a native  of  Indiana  and 
graduated  from  the  Indiana  ITnivenity  School  of 
Medicine  in  1968.  Dr.  Niemann  was  a resident 
at  the  LTniversity  of  Arkansas  Medical  Center  in 
Little  Rock  from  1972  to  1975.  He  was  in  private 
practice  in  El  Dorado  for  one  year  prior  to  mov- 
ing to  Fort  Smith.  His  office  is  located  at  316 
Lexington  in  Fort  Smith. 

DR.  ANDREW  E.  DAVID,  RESIDENT 

The  Pulaski  County  Medical  Society  has  ex- 
temled  courtesy  membership  to  Dr.  Andrew  E. 
David  of  Little  Rock.  He  was  born  in  San  Fran- 
cisco and  attended  the  LTniversity  of  Arkansas 
College  of  Medicine  where  he  received  his  M.D. 
degree.  He  is  a second  year  resident  in  family 
practice. 
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M.  L.  DALTON,  M.D. 

l)i  . Mill  \ in  Lewis  Dalton,  Sr.,  71,  a practicing 
])liysician  in  Mrinkley  since  1933,  died  on  |ann- 
ary  20.  1977. 

Dr.  Dalton  was  born  December  5,  1905,  at  Poca- 
hontas.  Lie  was  a gradtiate  oi  the  Arkansas  Uni- 
versity College  of  Medicine  in  1932  and  l)egan 
Iiis  practice  in  Brinkley  shortly  thereafter. 

Dr.  Dalton  was  a life  member  of  tlie  Southern 
.Metlical  Asstrciation  and  a member  of  the  .\meri- 
can  Society  of  Abdominal  Surgeons.  He  was  the 
charter  chief  of  staff  of  the  Mercy  Hosjtital  in 
Bi  inkley.  Di . Dalton  was  named  Brinkley's  “Citi- 
zen of  the  Year"  in  1972  by  tlie  Chamber  of  Com- 
merce. 

He  is  snrc'ived  Ijy  his  wife,  Kathryn  Dalton: 
three  sons.  Marvin  L.  Dalton,  [r.,  of  Kerrville, 
1 exas.  David  Deese  Dalton  of  .Michvest  City, 
Oklalioma,  and  Cliai  Ics  Harding  Dalton  ol  Mari- 
anna: and  a dangliter,  .Mrs.  Kathryn  ,\nn  Sim- 
mons ol  Rollo,  .Missouri. 

WILLIAM  O.  YOUNG,  M.D. 

Dr.  William  O.  ’\onng.  Little  Rock  psycliia- 
ti  ist,  died  Decemlier  29,  197h. 

Dr.  5’onng  was  boi  n in  Russellville  on  Xo- 
vembei'  S,  1917.  He  was  gratlnated  from  .Arkan- 
sas Polytechnic  College  in  1935  ami  then  attended 
the  Ibiiversity  of  .\ikansas  College  of  Medicine. 
Dr.  5’onng  was  a general  jrractitioner  at  Russell- 
ville nnlil  1953,  when  he  left  to  attend  the  Menn- 
inger  School  of  Psychiatry  at  d’opeka,  Kansas. 
He  retmned  to  Little  Rock  and  began  the  prac- 
tice of  psychiatry. 

Dr.  '\’omig  tvas  a member  of  the  Southern  Psy- 
chiatry .A,s.sociation  and  the  .Kmeiican  Psychiatry 
.\ssociation.  He  was  the  past  chairman  of  the 
.\ikansas  Mental  Health  .Association. 


Dr.  A’onng  is  survived  by  his  wife,  Mrs.  Ann 
Williamson  A'oung,  and  three  .sons,  William  O. 
5’oung,  111,  ol  Cionway,  Brute  Young  and  Kent 
'U)ung  of  Little  Rock. 

G.  W.  SMILEY,  M.D. 

Dr.  C feorge  W.  Smiley,  bO,  of  Lake  \hllage,  a 
general  practitioner  associated  with  the  Lake 
\hllage  Hospital  and  Clinic,  died  January  12, 
1977. 

Dr.  Smiley  had  .served  as  the  resident  physician 
for  the  State  Correctioti  Department  from  1972 
ter  1974  and  had  been  assistant  medical  director 
and  director  ol  the  State  Tubercidosis  Sanataritim 
at  Booneville  from  1963  to  1972. 

Dr.  Smiley  was  a graduate  of  the  Iowa  State 
Medical  School  and  had  served  as  a medical  of- 
ficer in  the  .Army  during  World  "War  If. 

Dr.  Smiley  is  survived  by  his  wife,  Mrs.  Mary 
AA  Smiley,  and  two  daughters,  Jidia  Smiley  of 
Sotith  Bend,  Indiana,  and  Margaret  Smiley  of 
Fayetteville. 


ANSWER  — Electrocardiogram  of  the  Month 

Sinus  rhythm  at  75  per  minute 
PR  0.16 
QRS  0.12 
QT  0.40 

Left  axis  deviation  and  possible  left  anterior  fascicular 
block.  Abnormal  loss  of  R waves  V:;  to  V4  indicative  of 
anterior  Infarction.  Note  the  Vectorcardiogram  in  the 
horizontal  plane  (H)  shows  initial  clockwise  rotation,  mov- 
ing posteriorly.  The  arrow  marked  ^'2"  is  in  the  area  of 
the  loop  that  should  be  "out  in  front'^  instead  of  concave 
back. 

Small  Q waves  in  M,  AVF  suggesting  possible  inferior 
infarction  which  is  confirmed  by  the  frontal  (F)  plane 
vector.  Here  the  arrows  marked  "1"  and  "2"  are  above 
the  horizontal  plane  reflecting  the  lack  of  fcrce  directed 
downwards. 
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CONVENTION  SECTION 


Program  Far  Annual  Meeting 

April  24-27,  1977 

Little  Rock  Q)nvention  Center 


Arkansas  Medical  Society 


CONVENTION  OFFICIALS 


CHAIRMAN : Kenneth  Lilly,  M.D.,  Fort  Smith 

PROGRAM  COMMITTEE: 

Robert  F.  McCrary,  M.D.,  Hot  Springs 
Frank  M.  Burton,  M.D.,  Hot  Springs 
George  H.  Collier,  Jr.,  M.D.,  Paragould 
Charles  A.  Taylor,  M.D.,  Batesville 
Asa  A.  Crow,  M.D.,  Paragould 
Joseph  Robinette,  M.D.,  Pine  Bluff 
G.  Thomas  Jansen,  M.D.,  Little  Rock 
Gilbert  S.  Campbell,  M.D.,  Little  Rock 
W.  F.  Turner,  M.D.,  Fort  Smith 

DISTRICT  HOSTS:  TENTH  COUNCILOR  DISTRICT 
Kemal  Kutait,  M.D.,  Councilor 
Charles  F.  Wilkins,  Jr.,  M.D.,  Councilor 

SCIENTIFIC  EXHIBITS  CHAIRMAN:  J.  Larry  Lawson,  M.D.,  Paragould 

GOLF  TOURNAMENT  CHAIRMAN:  W.  Mage  Honeycutt,  M.D.,  Little  Rock 

TENNIS  TOURNAMENT  CHAIRMAN:  Samuel  W.  Boellner,  M.D., 

Little  Rock 

PRAYER  BREAKEAST  CHAIRMAN:  C.  Randolph  Ellis,  M.D.,  Malvern 


CONTINUING  MEDICAL  EDUCATION  CREDIT 
The  annual  session  program  of  the  Arkansas  Medical  Society  has  been 
tentatively  accredited  for  continuing  medical  education  by  the  American  Medical 
Association  Council  on  Medical  Education.  We  anticipate  approval  for  8I/2  hours 
Category  I credit. 

* * * # ♦ 

The  annual  session  program  of  the  Arkansas  Medical  Society  has  been  ap- 
proved for  10  hours  prescribed  credit  by  the  Academy  of  Eamily  Physicians. 


REGISTRATION 


The  registration  desk  will  be  located  and  open  for  registration  as  follows: 


Sunday,  April  24  Mezzanine  of  the  Camelot  Inn 
Monday,  April  25  Galerie  2,  Convention  Center 
Tuesday,  April  26  Calerie  2,  Convention  Center 
Wednesday,  April  27  Mezzanine  of  the  Camelot  Inn 


8:00  a.m.  to  5:00  p.m. 
8:00  a.m.  to  5:00  p.m. 
8:00  a.m.  to  5:00  p.m. 
8:00  a.m.  to  12:00  Noon 


Registration  cards  and  badges  will  be  prepared  in  advance  for  the  officers 
of  the  Arkansas  Medical  Society  and  for  the  county  society  delegates.  Delegates 
are  requested  to  present  credentials  in  proper  form  when  registering. 


All  members  and  visitors  are  required  to  register,  as  admission  to  all  sessions 
will  be  by  badge  only.  Bring  your  1977  membership  card  to  facilitate  registration. 


There  will  be  a $5.00  registration  fee  for  non-member  physicians. 


Tickets  for  the  Tuesday  night  banquet  may  be  purchased  at  the  registration 
desk. 


TELEPHONE  SERVICE 

As  a convenience  to  physicians  in  attendance  at  the  meeting,  arrangements 
have  been  made  for  telephone  service  at  the  Society  convention  registration  desk. 
It  is  suggested  that  you  give  the  following  information  to  your  office  personnel 
so  that  you  may  be  contacted  in  case  of  emergency. 

On  Sunday  and  Wednesday,  the  Society  staff  may  be  reached  through  the 
Camelot  Inn  switchboard,  372-4371.  Calls  should  be  directed  to  the  Medical 
Society  convention  registration  desk. 

Monday  and  Tuesday,  the  number  for  the  society  staff  will  be  375-7060. 

GOLF  TOURNAMENT 

The  annual  golf  tournament  in  connection  with  the  convention  will  be 
played  at  the  Rebsamen  Municipal  Coif  Course  April  24  through  26.  There 
will  be  a $5  registration  fee.  Scores  will  be  determined  by  the  Calaway  System 
and  prizes  will  be  awarded. 

Coif  professional  Paul  Lewis  will  be  in  charge  of  the  tournament.  No  tee 
times  will  be  needed  on  Monday,  April  25,  or  Tuesday,  April  26,  but  you  should 
call  for  tee  time  on  Sunday,  April  24. 

TENNIS  TOURNAMENT 

The  Arkansas  Medical  Society  Tennis  Tournament  will  be  held  at  the  West- 
side  Tennis  Club.  Singles  will  be  on  Monday,  April  25,  and  matches  will  be 
scheduled  from  9:00  a.m.  to  6:00  p.m.  No  entrance  fee  will  be  assessed,  but 
participants  must  pay  at  court  time  at  Westside  and  the  loser  pays  for  the  tennis 
balls. 


COUNCIL  RECEPTION 

The  Council  will  hold  a reception  for  all  members,  wives,  and  guests  of 
the  Arkansas  Medical  Society  at  6:30  p.m.  on  Sunday,  April  24,  in  the  Colden 
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Knight  room  of  the  Camelot  Inn.  All  members  are  encouraged  to  attend  and 
become  better  acquainted  with  the  officers  of  the  Society. 

ARKANSAS  STATE  BOARD  OF  HEALTH 

The  Arkansas  State  Board  of  Health  will  have  a luncheon  meeting  at  12:00 
noon  on  Monday,  April  25,  in  the  Camelot  Inn. 

MONDAY  EVENING  PARTY 

Arkansas  Blue  Cross -Blue  Shield  will  host  a cocktail  party  for  members  of 
the  Society  and  their  wives  at  6:30  p.m.  on  Monday,  April  25,  in  the  Camelot  Inn. 

PRAYER  BREAKFAST 

The  Committee  on  Medicine  and  Religion  will  sponsor  a Prayer  Breakfast 
at  8:00  a.m.  on  Tuesday,  April  26,  for  all  physicians,  wives,  and  widows  of  de- 
ceased members.  Dr.  John  J.  Schwab,  Professor  and  Chairman  of  the  Depart- 
ment of  Psychiatry  and  Behavioral  Sciences  at  the  University  of  Louisville,  will 
be  the  guest  speaker.  Tickets  for  the  breakfast  may  be  purchased  at  the  Society 
registration  desk. 


MEMORIAL  SERVICE 

A joint  Society-Auxiliary  Memorial  Service  will  be  held  on  Tuesday,  April 
26,  at  9:00  a.m.  in  the  Black  Knight  Room  in  the  Camelot  Inn. 

TUESDAY  EVENING  COCKTAIL  PARTY 

A cocktail  party  will  precede  the  Inaugural  Banquet  on  Tuesday  evening, 
beginning  at  6:00  p.m.  in  the  Black-Silver  Knight  Rooms  in  the  Camelot  Inn. 

PRESIDENTS  INAUGURAL  BANQUET 

The  President’s  Inaugural  Banquet  will  begin  at  7:00  p.m.  on  Tuesday, 
April  26,  in  the  Golden  Knight  Room  of  the  Camelot  Inn.  A.  S.  Koenig,  Jr.,  M.D., 
1976-77  president,  will  be  the  master  of  ceremonies.  The  Northside  High  School 
Choir  of  Fort  Smith,  under  the  direction  of  Miss  Edna  Earle  Massey,  will  provide 
the  entertainment  for  the  banquet. 

Dr.  W.  Payton  Kolb  of  Little  Rock  will  be  installed  as  president  of  the 
Society  for  1977-78. 


PAST  PRESIDENTS'  BREAKFAST 

The  traditional  breakfast  for  former  presidents  of  the  Arkansas  Medical 
Society  will  be  held  at  7:30  a.m.  on  Wednesday,  April  27,  in  the  Camelot  Inn. 

FIFTY  YEAR  CLUB  BREAKFAST 

The  Society  will  host  a breakfast  for  members  of  the  Fifty  Year  Club  at 
7:30  a.m.  on  Wednesday,  April  27,  in  the  Camelot  Inn.  Members  of  the  Fifty 
Year  Club  may  make  reservations  for  the  breakfast  at  the  Society’s  convention 
registration  desk. 

Dr.  Curtis  W.  Jones  of  Benton  is  president  of  the  Fifty  Year  Club  and  Dr. 
Eva  F.  Dodge  of  Little  Rock  is  secretary. 
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A joint  Society-Auxiliary  Memorial  Service  will  be  held  at  9:00  a.m.  on 
Tuesday,  April  26,  in  the  Black  Knight  Room  of  the  Camelot  Inn.  President 
A.  S.  Koenig  will  preside. 


IN  MEMORIAM 
SOCIETY  MEMBERS 


Dr.  Rupert  M.  Blakely,  Little  Rock 
Dr.  Hoyt  L.  Choate,  Little  Rock 
Dr.  Henry  A.  Crane,  Jr.,  Monticello 
Dr.  Marvin  L.  Dalton,  Brinkley 
Dr.  Aurelius  R.  Dejanis, 

North  Little  Rock 
Dr.  Hal  R.  Dildy,  Little  Rock 

AUXILIARY 

Mrs.  J.  D.  Altman,  Jonesboro 
Mrs.  W.  J.  Hunt,  Shreveport,  Louisiana 
Mrs.  Jack  W.  Kennedy,  Hot  Springs 
Mrs.  Everett  C.  Moulton,  Sr., 

Fort  Smith 


Dr.  William  A.  Goodrum,  Hot  Springs 
Dr.  Alfred  H.  Hathcock,  Batesville 
Dr.  Richard  C.  Petty,  Star  City 
Dr.  William  L.  Shippey,  Fort  Smith 
Dr.  Paul  Sizemore,  Magnolia 
Dr.  George  W.  Smiley,  Lake  Village 
Dr.  William  O.  Young,  Little  Rock 

MEMBERS 

Mrs.  Bill  Dave  Stewart,  Little  Rock 
Mrs.  Joe  Verser,  Sr.,  Harrisburg 
Mrs.  Finis  Q.  Wyatt,  Batesville 


J.  Larry  Lawson,  M.  D.,  Chairman  of  the  Scientific  Exhibits,  has  arranged 
a number  of  interesting  scientific  exhibits.  Exhibits  will  be  located  in  the 
Convention  Center. 

Physicians  interested  in  presenting  scientific  exhibits  should  contact  Dr. 
Lawson  at  Post  Office  Box  6,  Paragould,  Arkansas  72450,  telephone  501  239-4011. 


u6ine66 
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MEETINGS  OF  THE  COUNCIL 

The  Council  of  the  Arkansas  Medical  Society  will  meet  as  follows: 


Sunday,  April  24 
Monday,  April  25 
Tuesday,  April  26 
Wednesday,  April  27 
Wednesday,  April  27 


10:00  a.m. 

7:30  a.m. 

7:00  a.m. 

9:00  a.m. 

Immediately  following  adjournment 
of  the  House  of  Delegates  (brief  re- 
organizational  meeting  and  group 
photograph  of  new  officers) 
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The  voting  members  of  the  Council  are:  the  councilors,  the  president,  the 
fii-st  vice  president,  president-elect,  secretary  and  treasurer.  The  speaker,  vice 
speaker,  and  past  presidents  are  members  ex-officio  without  vote. 

HOUSE  OF  DELEGATES 

The  opening  session  of  the  House  of  Delegates  of  the  Arkansas  Medical 
Society  will  begin  at  1:00  p.m.  on  Sunday,  April  24,  in  the  Golden  Knight  Room 
of  the  Camelot  Inn.  Speaker  of  the  House  Amail  Chudy,  M.D.,  will  be  presiding. 

All  items  of  business  to  be  considered  by  the  House  must  either  be  printed  in 
the  March  issue  of  the  Journal  or  submitted  to  the  headquarters  office  in  writing 
twenty  days  prior  to  the  meeting.  Any  new  business  proposed  during  the  sessions 
of  the  House  must  have  two-thirds  vote  of  attending  delegates  for  introduction. 

Items  of  business  will  be  referred  by  the  Speaker  of  the  House  of  Delegates 
to  one  of  three  reference  committees.  Open  hearings  on  those  items  of  business 
will  be  held  by  the  reference  committees  following  adjournment  of  the  House. 
All  members  of  the  Society  are  welcome  to  attend  the  meetings  of  the  reference 
committees  and  to  express  views  on  the  various  reports,  resolutions,  etc. 

AGENDA 

FIRST  MEETING,  HOUSE  OF  DELEGATES 
1:00  p.m.,  Sunday,  April  24 

1.  Call  to  Order 

2.  Roll  Call  of  Delegates 

3.  Report  of  Credentials  Committee 

4.  Introduction  of  Guests; 

Mrs.  Chester  L.  Young,  President-elect  of  the  American  Medical  Association 
Auxiliary 

Mrs.  Linus  W.  Hewit,  President  of  the  Auxiliary  to  the  Southern  Medical 
Association 

Mrs.  Carl  L.  Wilson,  President,  Arkansas  Medical  Society  Auxiliary 
Mrs.  Kemal  Kutait,  President-elect,  Arkansas  Medical  Society  Auxiliary 

5.  Address  by  John  H.  Budd,  M.D.,  Cleveland,  Ohio,  President-elect  of  the 
American  Medical  Association. 

6.  Address  by  A.  S.  Koenig,  Jr.,  M.D.,  Fort  Smith,  President,  Arkansas  Medical 
Society. 

7.  Adoption  of  minutes  of  the  100th  Annual  Session  as  published  in  the  June 
1976  issue  of  the  Journal  of  the  Arkansas  Medical  Society. 

8.  Adoption  of  minutes  of  the  special  session  of  the  House  held  November  14, 
1976,  as  published  in  the  January  1977  issue  of  the  Journal  of  the  Arkansas 
Medical  Society. 

9.  Report  from  the  Chairman  of  the  Council,  John  P.  Burge,  M.D. 

10.  Reports  of  Committees 

(Reports  published  in  the  March  issue  of  the  Journal  may  be  amended  by 
committee  chairmen.  All  reports  will  be  referred  to  the  reference  committees.) 

11.  Old  Business 

12.  New  Business 

(No  resolutions  were  received  by  the  headquarters  office  by  publication  date.) 
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13.  Announcements  of  Vacancies  on  State  Boards 

14.  Selection  of  Society  Nominating  Committee  for  1977-78  Society  Officers 
(Councilor  district  meetings  are  held  on  floor  of  the  House  for  selection  of 
representative  from  each  district  for  the  Nominating  Committee.) 

15.  Adjournment 

AGENDA 

FINAL  MEETING,  HOUSE  OF  DELEGATES 
10:00  a.m.,  Wednesday,  April  27 

1.  Call  to  Order 

2.  Report  of  the  Nominating  Committee 

3.  Elections 

Society  Officers: 

President-elect 
First  Vice  President 
Second  Vice  President 
Third  Vice  President 
Treasurer 
Secretary 

Speaker  of  the  House  of  Delegates 

Vice  Speaker  of  the  House  of  Delegates 

Councilors  (one  from  each  of  the  ten  councilor  districts) 

Councilors  whose  terms  expire  are: 

1.  Eldon  Fairley,  M.D.,  Osceola 

2.  Paul  Gray,  M.D.,  Batesville 

3.  Fred  C.  Inman,  Jr.,  M.D.,  Carlisle 

4.  Raymond  Ii-win,  M.D.,  Pine  Bluff 

5.  John  H.  Moore,  M.D.,  El  Dorado 

6.  A.  E.  Andrews,  M.D.,  Texarkana 

7.  Curtis  B.  Clark,  M.D.,  Sheridan 

8.  W.  Ray  Jouett,  M.D.,  Little  Rock 

9.  Morriss  M.  Henry,  M.D.,  Fayetteville 

10.  Charles  F.  Wilkins.  M.D.,  Russellville 

American  Medical  Association  Delegate  and  Alternate: 

Delegate  to  the  American  Medical  Association  (term  of  Purcell  Smith,  M.D., 
Little  Rock,  expires  December  31,  1977) 

Alternate  Delegate  to  the  American  Medical  Association  (term  of  T.  F. 
Townsend,  M.D.,  Pine  Bluff,  expires  December  31,  1977) 

Vacancies  on  the  State  Boards 

State  Medical  Board: 

Term  of  Hugh  R.  Edwards,  M.D.,  Searcy,  Second  Congressional  District, 
expires  December  31,  1977. 
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4.  Reports  of  Reference  Committees: 

Committee  No.  1:  Mahlon  O.  Maris,  M.D.,  Chairman 
Committee  No.  2:  Boyce  W.  West,  M.D.,  Chairman 
Committee  No.  3:  John  M.  Hestir,  M.D.,  Chairman 

5.  Supplemental  Report  of  the  Council:  John  P.  Burge,  M.D.,  Chairman 

6.  New  Business 

7.  Adjournment 


REFERENCE  COMMIHEES 

Reference  Committees  are  appointed  by  the  Speaker  of  the  House  of  Dele- 
gates to  consider  the  various  reports  and  resolutions.  Reports  published  in  the 
March  issue  of  the  Journal,  as  well  as  any  reports  and  resolutions  presented  at 
the  first  meeting  of  the  House  on  April  24,  will  be  referred  by  the  Speaker  to  the 
reference  committees.  The  committees  will  hold  op>en  hearings  at  3:30  p.m.  on 
Sunday,  April  24,  to  give  all  members  an  opportunity  to  present  their  views  on 
the  various  items  of  business.  Following  the  open  hearings,  the  reference  com- 
mittees will  hold  executive  sessions  for  the  purpose  of  preparing  recommendations 
and  reports  for  the  House  of  Delegates.  Reports  of  the  Reference  Committees  will 
be  acted  upon  by  the  House  at  the  Wednesday  session. 

Mmbers  of  the  Reference  Committees  are: 

Reference  Committee  Number  1: 

Mahlon  O.  Maris,  M.D.,  Harrison,  Chairman 
Paul  Cornell,  M.D.,  Little  Rock 
A.  E.  Andrews,  M.D.,  Texarkana 
James  Robinette,  M.D.,  Jonesboro 

Observer:  Mr.  Carl  Fincher,  President  of  the  Senior  Class,  Univer- 
sity of  Arkansas  College  of  Medicine 

Reference  Committee  Number  2: 

Boyce  W.  West,  M.D.,  Clarksville,  Chairman 
William  N.  Jones,  M.D.,  Little  Rock 
John  H.  Moore,  M.D.,  El  Dorado 
Thomas  E.  Townsend,  M.D.,  Pine  Bluff 

Observer:  Mr.  Leonard  Kemp,  President  of  the  Junior  Class,  Uni- 
versity of  Arkansas  College  of  Medicine 

Reference  Committee  Number  3: 

John  M.  Hestir,  M.D.,  DeWitt,  Chairman 
Philip  J.  Deer,  Jr.,  M.D.,  Little  Rock 
W.  P.  Phillips,  M.D.,  Fort  Smith 
John  E.  Bell,  M.D.,  Searcy 

Observer:  Mr.  Allen  Lucas,  President  of  the  Sophomore  Class,  Uni- 
versity of  Arkansas  College  of  Medicine 
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STATE  BOARD  VACANCIES 


Arkansas  State  Medical  Board 

A vacancy  occurs  in  the  Second  Congressional  District  position  on  the  Ar- 
kansas State  Medical  Board.  Members  from  the  counties  in  the  district  are  urged 
to  meet  immediately  following  adjournment  of  the  House  of  Delegates  meeting 
on  Sunday  to  vote  for  nominees.  Nominations  should  be  reported  to  the  con- 
vention registration  desk  (only  one  nominee  required).  Hugh  R.  Edwards,  M.D., 
of  Searcy  is  currently  serving  a term  which  expires  December  31,  1977,  and  he 
is  eligible  for  reappointment.  Counties  in  the  Second  Congressional  District  are: 
Cleburne,  Fulton,  Independence,  Izard,  Jackson,  Lawrence,  Monroe,  Prairie, 
Randolph,  Sharp,  Stone,  White,  and  Woodruff. 


ARKANSAS  FOUNDATION  FOR  MEDICAL  CARE 


The  Arkansas  Foundation  for  Medical  Care  will  meet  on  Wednesday,  April 
27,  immediately  following  the  re-organizational  meeting  of  the  Council  of  the 
Arkansas  Medical  Society.  The  Foundation  meeting  will  be  held  in  the  Golden 
Knight  Room  in  the  Camelot  Inn.  The  Foundation  meeting  is  open  to  all 
physicians  but  only  members  of  the  Foundation  may  vote  on  items  of  business. 
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JOHN  J.  SCHWAB,  M.D. 
Professor  and  Chairman 
Department  of  Psychiatry  and 
Behavioral  Sciences 
University  of  Louisville 
Health  Sciences  Center 
Louisville,  Kentucky 


CHARLES  E.  REED,  M.D. 
Professor  of  Medicine 
University  of  Wisconsin 
Center  for  Health  Sciences 
Madison,  Wisconsin 


PICTURE 

NOT 

AVAILABLE 

RAYMOND  T.  MORRISSY,  M.D. 
Head,  Section  of  Children's  Orthopaedics 
University  of  Arkansas 
College  of  Medicine 
Little  Rock 


PICTURE 

NOT 

AVAILABLE 

JAMES  T.  BLACKMON,  M.D. 
Arkadelphia 


JOHN  H.  BUDD,  M.D. 
President-elect 

American  Medical  Association 
Cleveland,  Ohio 
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PICTURE 

NOT 

AVAILABLE 

CHARLES  NORRIS,  M.D. 
Assistant  Professor 
Department  of  Otolaryngology 
University  of  Kansas  School  of  Medicine 
Komsas  City,  Kansas 


ROBERT  E.  RAKEL,  M.D. 
Professor  and  Head 
Department  of  Family  Practice 
University  of  Iowa  College  of  Medicine 
Iowa  City,  Iowa 


NOEL  W.  LAWSON,  M.D. 
Associate  Professor 
Department  of  Anesthesiology 
University  of  Arkansas 
College  of  Medicine 
Little  Rock 


W.  P.  PHILLIPS,  M.D. 

Fort  Smith 

Assistant  Clinical  Professor  of  Obstetrics 
and  Gynecology  (AHEC) 
University  of  Arkansas 
College  of  Medicine 


PICTURE 

NOT 

AVAILABLE 

J.  MARTIN  LIPKE,  M.D. 
Department  of  Orthopaedic  Surgery 
Veterans  Administration  Hospital 
Little  Rock 


JON  A.  VANDERHOOF,  M.D. 
Assistant  Professor  of  Pediatrics 
University  of  Nebraska  Medical  Center 
Omaha,  Nebraska 
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•Scientific 

GENERAL  SESSION 
ARKANSAS  MEDICAL  SOCIETY 

Program  Theme:  “Common  Problems  for  Rural  Physicians” 

Monday  Morning^  April  25 

Presiding:  Mahlon  O.  Maris,  M.D.,  Harrison,  First  Vice  President 
9:00-10:00  Noel  Lawson,  M.D.,  Associate  Professor,  Department  of  Anesthe- 
siology, University  of  Arkansas  College  of  Medicine 
“Recent  Advances  in  Monitoring  of  the  Critically  111  and  Injured” 
10:00-10:45  Robert  Rakel,  M.D.,  Professor  and  Head,  Department  of  Family 
Practice,  University  of  Iowa  College  of  Medicine,  Iowa  City 
“Is  the  Annual  Physical  Worthless” 

10:45-11:00  INTERMISSION  - Visit  the  Exhibits 

11:00-12:00  Charles  E.  Reed,  M.D.,  Professor  of  Medicine  and  Director,  Al- 
lergic Disease  Center,  University  of  Wisconsin  Center  for  Health 
Sciences,  Madison 
“Management  of  Asthma” 

Monday  Afternoon 

Presiding:  Boyce  W.  West,  M.D.,  Clarksville,  Second  Vice  President 
1:30-  2:30  John  J.  Schwab,  M.D.,  Professor  and  Chairman,  Department  of 
Psychiatry  and  Behavioral  Sciences,  University  of  Louisville 
Health  Sciences  Center,  Louisville,  Kentucky 
“Emotional  Reactions  to  Physical  Illness” 

2:30-  3:15  W.  P.  Phillips,  M.D.,  Fort  Smith,  Assistant  Clinical  Professor  of 
Obstetrics  and  Gynecology  (AHEC),  University  of  Arkansas  Col- 
lege of  Medicine 
“Office  Gynecology” 

3:15-  3:30  INTERMISSION  - Visit  the  Exhibits 

3:30-  4:00  J.  Martin  Lipke,  M.D.,  Department  of  Orthopaedic  Surgery,  Vet- 
erans Administration  Hospital,  Little  Rock 
“Sprained  Ankles” 

4:00-  4:30  Raymond  T.  Morrissy,  M.D.,  Head,  Section  of  Children’s  Ortho- 
paedics, University  of  Arkansas  College  of  Medicine,  Little  Rock 
“Limping  Child” 

4:30-  5:00  Alan  Mandell,  Memphis,  Tennessee 
“Glaucoma” 


Tuesday  Morning,  April  26 

Presiding:  John  M.  Hestir,  M.D.,  DeWitt,  Third  Vice  President 
9:45-10:30  James  T.  Blackmon,  M.D.,  Arkadelphia 
“Pre-Hospital  Care  in  a Rural  Area” 

10:30-11:30  Jon  A.  Vanderhoof,  M.D.,  Assistant  Professor  of  Pediatrics,  Uni- 
versity of  Nebraska  Medical  Center,  Omaha 
“Common  Problems  in  Pediatric  Gastroenterology” 

11:30-12:00  Charles  Norris,  M.D.,  Assistant  Professor,  Department  of  Otolar- 
yngology, University  of  Kansas  School  of  Medicine,  Kansas  City 
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Monday,  April  25 

The  Alan  Cazort  Allergy  Society  of  Arkansas  will  meet  at  12:00  noon  on 
Monday,  April  25,  for  a Dutch  treat  luncheon  and  business  meeting  in  the 
Camelot  Inn.  Dr.  Charles  E.  Reed,  Professor  of  Medicine  and  Director  of  the 
Allergic  Disease  Center,  University  of  Wisconsin  Center  for  Health  Sciences, 
Madison,  Wisconsin,  will  speak  on  “Viral  Respiratory  Infections  and  Asthma.” 


Tuesday,  April  26 


The  Ophthalmology  Section,  Arkansas  Medical  Society,  will  meet  for  a 
scientific  program  beginning  at  9:00  a.m.  on  Tuesday,  April  26,  in  the  Camelot  Inn. 
A luncheon  and  business  meeting  will  follow  the  program.  Dr.  Alan  Mandell  of 
Memphis,  Tennessee,  will  speak  on  the  subject  of  glaucoma. 

The  Arkansas  Chapter,  American  College  of  Radiology,  will  meet  at  10:00 
a.m.  on  Tuesday,  April  26,  in  the  Camelot  Inn.  The  schedule  for  the  day  is  as 
follows: 

10:00  a.m.  “Clinical  Application  of  Myocardial  Imaging  with  Thallium,” 

Charles  Boyd,  M.D. 

10:30  a.m.  “Abdominal  Ultrasonography,”  Donald  Herzberg,  M.D. 

11:30  a.m.  Cocktails 

12:00  noon  Lunch 

2:00-3:00  p.m.  Business  Meeting 

Internal  Medicine.  There  will  be  a luncheon  meeting  sponsored  by  the  Arkan- 
sas Society  of  Internal  Medicine.  All  interested  physicians  are  invited  to  attend.  A 
short  business  meeting  of  the  Society  of  Internal  Medicine  will  be  held  with  Dr. 
McDonald  Poe,  pr^ident,  presiding. 

A scientific  program  following  lunch  will  be  sponsored  by  the  Department  of 
Continuing  Education  of  the  University  of  Arkansas  College  of  Medicine  on 
subjects  in  Internal  Medicine.  Category  I credit  will  be  given  for  the  scientific 
program. 

The  Neurosurgery  Section,  Arkansas  Medical  Society,  will  hold  a luncheon- 
business  meeting  on  Tuesday,  April  26,  beginning  at  12:00  noon  in  the  Camelot 
Inn. 


The  Otolaryngology  Section,  Arkansas  Medical  Society,  has  scheduled  a 12:00 
noon  luncheon  in  the  Camelot  Inn  on  Tuesday,  April  26.  Guest  speaker  will  be 
Dr.  Charles  Norris,  Assistant  Professor,  Department  of  Otolaryngology,  University 
of  Kansas  School  of  Medicine,  Kansas  City,  Kansas. 

The  Arkansas  Society  of  Urologists  will  meet  at  12:00  noon  for  a luncheon, 
business  meeting,  and  Pyelogram  Conference  on  Tuesday,  April  26,  in  the 
Camelot  Inn. 

The  Arkansas  Academy  of  Family  Physicians  will  meet  at  12:30  p.m.  on 
Tuesday,  Apail  26,  in  the  Camelot  Inn.  Dr.  Robert  E.  Rakel,  Professor  and  Head, 
Department  of  Family  Practice,  University  of  Iowa  College  of  Medicine,  Iowa 
City,  Iowa,  will  speak  on  “Certification  and  Recertification  by  the  American 
Board  of  Family  Practice.”  This  program  is  approved  for  two  prescribed  hours 
by  the  American  Academy  of  Family  Physicians. 
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The  Arkansas  Orthopaedic  Society  will  meet  at  12:15  p.m.  on  Tuesday,  April 
26,  for  a business  meeting  and  luncheon  at  the  Camelot  Inn. 

The  Arkansas  Society  of  Pathologists  will  meet  for  a 12:30  p.m.  luncheon 
followed  by  a business  meeting  on  Tuesday,  April  26,  in  the  Camelot  Inn.  Guest 
speaker  will  be  Dr.  Sanford  I.  Roth,  Professor  and  Chairman,  Department  of 
Pathology,  University  of  Arkansas  College  of  Medicine,  who  will  speak  on 
“Osteomalacia,  Osteoporosis,  and  Hypierparathyroidism.” 

The  Arkansas  Academy  of  Pediatrics  will  have  a luncheon  meeting  on  Tues- 
day, April  26,  at  12:30  p.m.  in  the  Camelot  Inn.  Dr.  Jon  A.  Vanderhoof,  Assistant 
Professor  of  Pediatrics,  University  of  Nebraska  Medical  Center,  Omaha,  Nebraska, 
will  be  the  guest  speaker.  Dr.  Vanderhoof  will  speak  on  “Advances  in  Pediatric 
Cardiology.” 

Arkansas  Society  of  Anesthesiologists  will  hold  a luncheon,  program,  and 
short  business  meeting  on  Tuesday,  April  26,  beginning  at  12:30  p.m.  in  the 
Camelot  Inn.  Guest  speaker  will  be  Dr.  John  Brunner,  Assistant  Professor,  De- 
partment of  Anesthesiology,  University  of  Arkansas  College  of  Medicine.  Dr. 
Brunner  will  speak  on  “Complications  of  Massive  Blood  Transfusions.” 


MRS.  LINUS  W.  HEWIT 
President 

Woman's  Auxiliary  to  the 
Southern  Medical  Association 
Tampa,  Florida 


MRS.  CHESTER  L.  YOUNG 
President-elect 

American  Medical  Association  Auxiliary 
Kansas  City,  Kansas 
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The  53rd  Annual  Session  of  the  Arkansas  Medical  Society  Auxiliary  will  be 
held  April  24-26,  1977,  in  the  Camelot  Inn,  Little  Rock. 

The  following  is  an  outline  of  the  tentative  convention  schedule: 
Registration  hours,  Mezzanine,  Camelot  Inn 
Sunday  1:30  p.m.  to  4:00  p.m. 

Monday  8:00  a.m.  to  12:00  noon 

3:00  p.m.  to  4:00  p.m. 

Tuesday  8:00  a.m.  to  10:00  a.m. 


TICKETS 

Tickets  for  luncheons  will  be  sold  at  the  registration  desk. 


AMA-ERF 

Booth  will  be  open  near  the  registration  desk. 


SUNDAY,  APRIL  24 

2:00  p.m.  Pre-Convention  State  Board  Meeting,  President’s  Suite,  #601. 

Joint  meeting  with  president-elect  for  state  officers,  committee  chair- 
men, county  presidents,  county  presidents-elect,  and  all  new  State 
Board  members. 

6:30  p.m.  Council  reception  for  all  members  of  the  Society  and  Auxiliary 


8:00  a.m. 
9:00  a.m. 
9:30  a.m. 

12:30  p.m. 


6:30  p.m. 


MONDAY,  APRIL  25 

Past  Presidents’  Breakfast 
Coffee  Time  — Golden  Knight  Room 
Opening  General  Session,  Golden  Knight  Room 
Mrs.  Carl  L.  Wilson,  presiding 

Luncheon  and  Hospitality  at  the  Little  Rock  Club,  Union  National 
Bank  Building 

Guest  Speaker:  Mrs.  Chester  L.  Young,  President-elect,  American 
Medical  Association  Auxiliary 
Cocktail  Party  hosted  by  Arkansas  Blue  Cross- Blue  Shield 


TUESDAY,  APRIL  26 

8:00  a.m.  Prayer  Breakfast  for  members  of  the  Arkansas  Medical  Society  and 
Auxiliary 

9:00  a.m.  Joint  Memorial  Service  with  the  Arkansas  Medical  Society 
9:45  a.m.  Coffee  Time  — Golden  Knight  Room 
10:00  a.m.  Second  General  Session,  Golden  Knight  Room 
Mrs.  Carl  L.  Wilson,  presiding 

12:30  p.m.  Hospitality  Time  and  Luncheon,  The  Country  Club  of  Little  Rock 
(transportation  furnished) 

Hostesses:  Sebastian  County  Auxiliary,  Mrs.  Kenneth  K.  Wallace, 
president 

Greetings  from  the  Auxiliary  to  the  Southern  Medical  Association: 

Mrs.  Linus  W.  Hewit,  president 
Installation  of  Officers 
6:00  p.m.  Social  Hour 

7:00  p.m.  Arkansas  Medical  Society  Inaugural  Banquet 

There  will  be  DOOR  PRIZES  each  day  furnished  by  the  County  Auxiliaries, 
a style  show  during  luncheon  Monday  by  Barbara  Jean,  Ltd.,  and  surprise  enter- 
tainment by  our  own  from  throughout  the  State.  Buy  your  luncheon  tickets  early! 
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The  business  firms  who  purchase  exhibit  space  at  our 
Annual  Session  contribute  a great  deal  to  the  financing, 
as  well  as  to  the  educational  aspects,  of  the  meeting.  The 
number  of  visits  to  the  technical  exhibits  is  the  only 
criterion  by  which  these  companies  can  judge  the  value 
they  receive  from  the  investment  in  booth  rental,  displays 
and  employees’  time.  You  will  be  rewarded  for  the  time 
you  spend  visiting  the  exhibits.  Following  are  descriptions 
of  displays  to  be  featured. 

STUART  PHARMACEUTICALS 
Stuart  Pharmaceuticals  welcomes  members  and  guests 
to  the  Arkansas  Medical  Society  Annual  Session.  We  ex- 
tend a cordial  invitation  to  visit  our  exhibit  featuring 
displays  and  literature  for  our  major  products;  “MY- 
LANTA/MYLANTA-II,”  “MYLICON  80,”  “DIALOSE/ 
DIALOSE  PLUS,”  “EFFERSYLLIUM,”  “KINESED”  and 
"SORBITRATE”  (isosorbide  dinitrate). 

Our  representatives  will  be  glad  to  answer  any  ques- 
tions on  STUART  products  and  accept  sample  requests. 

ARKANSAS  BLUE  CROSS -BLUE  SHIELD 

Arkansas  Blue  Cross  and  Blue  Shield  cordially  invites 
you  to  visit  our  booth  where  our  representatives  will  be 
happy  to  discuss  any  of  the  programs  we  administer. 

Currently,  there  are  approximately  606,666  Arkansans 
enrolled  in  Arkansas  Blue  Cross  and  Blue  Shield  and  we 
welcome  the  opportunity  to  serve  you. 

ENCYCLOPAEDIA  BRITANNICA 
Encyclopaedia  Britannica  welcomes  members  and  guests 
to  the  Arkansas  Medical  Society  Convention. 

As  part  of  our  exhibit,  we  will  have  on  display  the 
revolutionary  new  Encyclopaedia  Britannica  3,  The  Bri- 
tannica Junior,  Great  Books  of  the  Western  World  and 
other  related  products. 

Stop  and  inspect  our  products,  they  are  available  to 
the  members  and  guests  at  the  exhibit  offer. 

HOECHST  PHARMACEUTICAL  COMPANY 
The  representatives  at  the  Hoechst  booth  will  be  happy 
to  discuss  their  products  with  particular  application  to 
the  physician’s  individual  practice.  Featured  will  be  Lasix, 
Surfak  and  Doxidan. 

SMITH  KLINE  & FRENCH  LABORATORIES 

Representatives  will  be  on  hand  to  answer  your  specific 
questions  and  provide  information  on  their  products  and 
services. 

WILLIAM  T.  STOVER  CO.,  INC. 

The  Stover  Co.  will  be  displaying  the  latest  in  medical 
equipment  and  supplies  at  the  coming  Annual  Session. 
Some  of  the  items  that  we  will  be  showing  will  be  the 
Space-labs  Monitoring  Equipment,  Welch-Allyn  Diag- 
nostic Equipment,  and  other  new  items  that  have  recently 
come  on  the  market  in  the  medical  equipment  and  supply 
field. 

ORTHO  PHARMACEUTICAL  CORPORATION 
Ortho  Pharmaceutical  Corporation  is  proud  to  present 
the  most  complete  line  of  medically  accepted  products 


for  the  control  of  conception.  Also  on  display  will  be  our 
well-known  products  for  the  treatment  of  vaginitis. 

AYERST  LABORATORIES 
Our  representatives  look  forward  to  a visit  with  you, 
and  for  the  opportunity  to  discuss  the  Ayerst  products  and 
services  of  interest  to  you. 

ROCHE  LABORATORIES 

Roche  Laboratories  of  Nutley,  New  Jersey,  invites  the 
members  to  visit  with  their  representative  at  their  booth. 

BAKER  & TAYLOR  EDUCATIONAL  PRODUCTS 
Training  and  communication  in  the  medical  profession 
will  be  emphasized  at  the  Baker  & Taylor  Educational 
Products  exhibit.  SONY  and  SHARP  COLOR  VIDEO 
SYSTEMS  will  be  on  display,  along  with  special  support 
equipment.  Physicians  are  invited  to  see  basic  video  tape 
production  with  the  latest  studio  and  portable  color 
cameras. 

The  versatility  of  the  35  mm  film  format  will  also  be 
demonstrated  with  sync/film  and  slide  viewers  by  SINGER, 
including  a new  version  of  the  SINGER  CARAMATE. 

PROFESSIONAL  PRAGTICE  CONSULTANTS 
Available  at  our  booth  will  be  the  practice  test  which 
will  allow  each  doctor  to  test  his  practice,  in  order  to  see 
how  it  compares,  and  to  pinpoint  areas  that  need  im- 
provement within  his  practice,  administration  and  man- 
agement. There  will  be  current  statistics  on  the  different 
types  of  medical  practice,  their  incomes  and  expenses. 
An  experienced  consultant  will  be  available  to  discuss 
individual  problems. 

UAD  LABORATORIES,  INC. 

UAD  LABORATORIES,  INC.,  will  be  showing  the  fol- 
lowing products  at  the  Arkansas  Medical  Society  Con- 
vention on  April  24-27: 

ENDAL  TABLETS  — Nasal  Decongestant/Expectorant 
LORCET  TABLETS  - Analgesic 
VERTAB  CAPSULES  - Vertigo 

BRISTOL  LBORATORIES 

You  are  cordially  invited  to  visit  Bristol  Laboratories’ 
exhibit.  Our  representatives  at  the  booth  welcome  the 
opportunity  to  answer  your  questions  concerning  the 
Bristol  line  of  products  featuring:  CEFADYL*  (sterile 
cephapirin  sodium):  KANTREX®  INJECTION  (kana- 
mycin  sulfate  injection):  TEGOPEN®  (sodium  cloxacil- 
lin):  TETREX®  (tetracycline  phosphate  complex):  PRO- 
STAPHLIN®  (sodium  oxacillin):  SALUTENSIN®  (hydro- 
flumethiazide and  reserpine):  NALDECON®  (antihista- 
mine decongestant):  POLYMOX®  (amoxicillin);  POLY- 
CILLIN®  (ampicillin):  and  the  newest  Bristol  product, 
AMIKIN™  (amikacin  sulfate). 

E.  R.  SQUIBB  & SONS,  INC. 

E.  R.  Squibb  & Sons,  Inc.,  has  long  been  a leader  in 
the  development  of  new  therapeutic  agents  and  equipment 
for  the  prevention  and  treatment  of  disease.  You  are 
cordially  invited  to  meet  our  pharmaceutical  representa- 
tives who  will  be  available  at  our  exhibit  to  discuss  our 
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full  line  of  products,  which  will  include  our  VELOSEF 
and  HALOG. 

NORTHWESTERN  NATIONAL  LIFE  INSURANCE 
COMPANY 

Information  available  regarding  the  Arkansas  Medical 
Society  Life  Insurance  Plan  administered  by  Meyer  F. 
Marks,  Inc.  Amount  of  insurance  now  has  a limit  of 
$1100,000.  Also,  information  available  on  Professional 
Associations. 

MID-CONTINENT  LEASING  COMPANY,  INC. 

The  Mid-Continent  Leasing  booth  will  feature  bro- 
chures explaining  the  aspects  of  equipment  leasing,  along 
with  a continuous  slide  presentation  depicting  the  many 
iyp)es  of  equipment  available  through  leasing.  Members 
of  the  Society  are  invited  to  visit  with  us. 

REYNOLDS  SECURITIES  INC. 

Reynolds  Securities’  exhibit  will  include  literature  rela- 
tive to  a complete  line  of  investments  for  individuals  and 
corporations  including  corporate  bonds,  tax-free  bonds, 
mutual  funds,  government  securities  and  options. 

DODSON  INSURANCE  GROUP 
Underwriters  of  the  Savings  Plan  for  Workers’  Compen- 
sation Insurance  approved  by  Arkansas  Medical  Society 
as  a proven  way  to  reduce  the  cost  when  claims  are 
held  to  a minimum  through  safety.  Returns  of  30%  and 
35%  have  been  paid  in  three  of  the  past  four  years  to 
participating  physicians  in  Arkansas.  Policies  are  stand- 
ard in  aU  respects  and  are  issued  at  approved  rates.  Savings 
are  paid  as  earned  within  about  90  days  after  policy 
expiration. 

PITNEY-BOWES,  INC. 

The  Pitney-Bowes  booth  will  feature  a fast  statement 
billing  system  for  ledger  card  billing;  the  Pitney-Bowes 
plain  paper  copiers;  folding,  inserting  and  mailing  equip- 
ment. 

FIRST  VARIABLE  LIFE  INSURANCE  COMPANY 
A SHORT  LESSON  ON  CUTTING  INCOME  TAXESl 

* Deferred  Compensation  — Exclusive  IRS  Advance  Rev- 

enue Letter  Ruling 

* Qualified  Pension  and  Profit  Sharing  Plans 

Is  it  really  worthwhile  to  incorporate? 

* Tax  Deferred  Programs 

RUCKER  PHARMACAL  COMPANY,  INC. 

Rucker  Pharmacal  Company,  Inc.,  will  display  drugs 
from  their  cardiovascular,  cough,  cold,  and  respiratory 
products  lines.  All  members  are  invited  to  visit  the  booth 
and  discuss  these  products  with  the  Rucker  representa- 
tives. 

PROFESSIONAL  SERVICES  OF  AMERICA,  INC. 

Professional  Services  of  America  is  a data  processing 
firm  specializing  in  accounts  receivable,  billing  service  for 
the  medical  industry.  The  computerized  service  offers 
many  management  reports  providing  a wealth  of  infor- 
mation to  the  physician  as  well  as  producing  the  regular 
statements  and  insurance  forms  for  the  practice. 

Our  display  will  consist  of  samples  of  the  forms  and 
statements  which  are  produced.  We  will  also  display  a 


remote  data  terminal  to  allow  the  physician  or  his  office 
to  transmit  information  to  the  main  computer  by  tele- 
phone. 

PARKE,  DAVIS  & COMPANY 
You  are  cordially  invited  to  visit  the  Parke-Davis  booth 
where  medical  service  representatives  will  be  available  to 
discuss  products  especially  selected  to  assist  you  in  the 
practice  of  your  profession. 

RATHER,  BEYER  Sc  HARPER 

Representatives  of  Rather,  Beyer  8c  Flarper  will  have 
brodiures  and  all  information  on  the  Arkansas  Medical 
Society's  Group  Insurance  Plans.  The  Income  Protection 
Plan  which  has  been  in  effect  since  1947  is  now  being 
issued  on  a guaranteed  renewable  basis.  We  ask  that  each 
physician  check  with  us  on  the  prospective  changes  in 
his  Overhead  Expense  Plan.  Records  will  be  available  so 
that  each  physician  may  review  his  insurance  coverages 
and  what  he  is  eligible  to  apply  for  as  a memlrer  of  the 
Arkansas  Medical  Society. 

DEPARTMENT  OF  THE  AIR  FORCE 
Our  display  will  consist  of  a simple  pictorial  back- 
ground showing  Air  Force  medical  personnel  at  work  on 
the  job.  T he  Air  Force’s  main  goal  is  to  discuss  the 
advantages  of  an  Air  Force  Medical  Career.  There  will 
be  literature  to  illustrate  our  programs. 

INTERNATIONAL  BUSINESS  MACHINES 
The  IBM  Corporation  will  sponsor  an  exhibit  featuring 
the  most  advanced  office  equipment  technology.  H.  J. 
Didier  and  Annelle  Barden,  representatives  of  the  Office 
Products  Division,  will  demonstrate  the  IBM  Correcting 
Selectric  Typewriter,  the  IBM  6:5  Cartridge  System  and 
the  IBM  Memory  Typewriter. 

DOME  LABORATORIES 

A cordial  invitation  is  extended  to  all  the  members 
of  the  Society  to  visit  with  Dome  representatives  and 
discuss  products  of  interest.  In  addition  to  the  derma- 
tology products,  Decholin  (for  relief  of  constipation),  our 
diagnostic  kit  for  the  testing  and  management  of  allergy 
patients,  and  our  Unna  boot  (Dome  past  bandage)  for 
varicose  and  stasis  ulcers  and  edema,  will  all  be  on  display. 

D.  A.  SPARKS,  INC. 

The  Control-O-Fax  pegboard  system  will  be  on  dis- 
play and  demonstrated  by  the  representatives  of  the  D.  A. 
Sparks  company.  It  will  help  a professional  office  from 
time  management  (appointment  book)  through  col- 
lections. The  main  emphasis  with  our  pegboard  system  is 
accounts  receivable.  Our  accounts  receivable  gives  faster 
collections,  cuts  the  paperwork  in  half,  more  accurate 
records,  and  now  does  the  insurance  claims  for  the  Doctor. 

The  latest  in  the  3M  copy  machine  division  will  also  be 
presented. 

NATIONAL  MEDICAL  RENTALS,  INC. 

On  display  will  be  durable  medical  equipment  a phy- 
sician would  order  for  a patient  at  home,  such  as  respira- 
tory therapy  equipment,  oxygen,  wheelchair,  etc. 

A.  H.  ROBINS  COMPANY,  INC. 

You  are  cordially  invited  to  visit  the  A.  H.  Robins  ex- 
hibit and  meet  our  representatives  who  will  welcome  the 
opportunity  to  discuss  products  of  interest  to  you. 
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SAFEGUARD  BUSINESS  SYSTEMS  OF  ARKANSAS 
Safeguard  Business  Systems  of  Arkansas  will  display 
“ONE  WRITE”  collecting  system,  trays  and  equipment, 
and  samples  of  financial  reports. 

SANDOZ  PHARMACEUTICALS 
Sandoz  Pharmaceuticals  cordially  invites  you  to  visit  our 
display  at  booth  #34,  where  we  are  featuring  MELLARIL, 
HYDERGINE  and  SANOREX. 

Any  of  our  representatives  in  attendance  will  gladly 
answer  questions  about  these  and  other  Sandoz  products. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 

William  P.  Poythress  and  Company,  Inc.,  manufacturers 
of  ethical  pharmaceuticals  for  one  hundred  and  twenty 
years,  cordially  invites  you  to  visit  our  exhibit  where  our 
representative,  “Bru”  Brubaker,  will  be  glad  to  discuss 
any  Poythress  products. 

CUMMINGS  X-RAY  COMPANY 
We  plan  to  display  the  3 channel  ECG,  Filmamatic 
Processor,  VS4  EKG,  Mettler  Ultra  Sound  & Stimulator 
w/stand,  and  the  Fischer  Control. 


TAB  PRODUCTS  COMPANY 
TAB  PRODUCTS  is  a national  company  that  is  the 
leader  in  lateral  filing  systems  of  all  types  and  we  will 
be  highlighting  our  lateral  filing  equipment  and  color 
coded  systems  for  medical  records. 

MALLINCKRODT,  INCORPORATED 
You  are  invited  to  stop  by  the  Mallinckrodt  display  to 
discuss  our  unique  and  complete  line  of  antihypertensive, 
bronchodilator,  and  cough-allergy  products. 

JOHNSON  & JOHNSON 

The  Johnson  and  Johnson  booth  will  feature  products 
of  the  Dermatologic  Division.  Members  are  invited  to  visit 
the  booth  and  discuss  the  Dermatologic  line  of  products 
with  representatives  present. 

MARION  LABORATORIES,  INC. 

Let  us  introduce  you  to  the  most  recent  product  in  our 
nitroglycerin  family  — NITRO-BID®  (nitroglycerin  2%) 
Ointment.  Let  us  show  you  how  the  specially  designed 
applicator  helps  your  patient  apply  the  ointment  safely 
and  accurately.  We’ll  explain  how  you  can  use  NITRO- 
BID  Ointment  as  an  adjunct  in  treating  patients  with 
angina  pectoris. 


J^ouie  of  ^beiegMtei  i^uiinedd Affairs 


Reports  printed  below  are  brought  to  the  at- 
tention of  individual  members  and  the  county 
medical  societies.  The  items  rejported  here  repre- 
sent those  received  in  time  for  publication  in 
advance  of  the  meeting.  All  reports  will  be  re- 
ferred to  reference  committees.  Members  are 
urged  to  attend  the  open  hearings  of  the  reference 
committees  to  express  their  views.  Reference 
committee  hearings  are  scheduled  for  3:30  p.m. 
on  Sunday,  April  24. 

ANNUAL  COMMITTEE  REPORTS 
Committee  on  Public  Health 
(Rural  Health) 

Ben  N.  Saltzman,  M.D.,  Chairman 

The  Committee  has  been  fairly  active  this  year 
in  the  development  of  the  Ninth  Arkansas  Rural 
Health  Conference.  Following  several  meetings 
with  Dr.  Runyan  Deere  of  the  Arkansas  Co- 
operative Extension  Service,  the  Conference  was 
held  May  28,  1976,  at  the  Camelot  Inn  in  Little 
Rock.  It  was  very  successful  with  an  attendance 
of  approximately  six  hundred  people.  Included 
in  the  attendance  figures  were  physicians,  nurses, 
health  workers,  health  planners,  and  the  leader- 


ship of  some  fifty-six  counties  over  the  State. 
The  Chairman  presided  and  spoke  to  the  con- 
ference. The  title  of  his  talk  was  “Do  It  Your- 
self.” Other  activities  of  the  Chairman  for  the 
year,  beginning  in  April,  consisted  of  the  follow- 
ing: 

April  8-9  — Moderator  of  a panel  on  “Medical 
School  Outreach”  at  the  National  Rural  Health 
Conference  in  Phoenix,  Arizona. 

May  1,  1976  — Speaker  at  the  Rural  Health 
Program  held  in  Marianna,  Arkansas. 

May  20,  1976  — Speaker  to  a meeting  of  the 
Arkansas  Health  Planners’  Association  on  “Rural 
Practice  Development  Programs”  in  El  Dorado, 
Arkansas. 

Elected  to  the  Board  of  Directors  of  the  Arkan- 
sas 4-H  Foundation. 

July  15,  1976  — Speaker  to  the  Conference  on 
Rural  America.  Title,  “Community  Organization 
for  Rural  Health  Services.”  The  meeting  was 
held  in  Crookston,  Minnesota. 

August  10,  1976  — The  Chairman  presented 
the  Arkansas  Medical  Society  Health  Award  to 
the  State  winner  in  the  4-H  O’rama  in  Conway, 
Arkansas. 
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October  10-12  — Attended  the  Southern  Rural 
Health  Conference  in  Nashville,  Tennessee. 

November  2,  1976  — Spoke  to  the  Augusta,  Ar- 
kansas, Rotary  Club  on  Rural  Medical  Practice 
Development  Programs. 

December  9,  1976  — Served  as  a resource  per- 
son at  the  Governor’s  Conference  on  Health  Man- 
power Planning  in  Little  Rock.  The  workshop 
concerned  rural  health  care  delivery. 

The  Chairman  serves  as  President  of  the  State 
Board  of  Health  and  is  in  constant  touch  with 
public  health  matters  in  the  State.  He  has  also 
been  asked  to  serve  as  a speaker  at  the  National 
Rural  Health  Conference  to  be  held  in  Seattle, 
Washington,  March  30th  through  April  1st.  The 
members  of  the  Committee  have  been  active  in 
supporting  rural  health  programs  which  involve 
the  College  of  Medicine. 

Sub-Committee  on  Tuberculosis 
Donald  L.  Miller,  M.D.,  Chairman 

The  progiess  and  development  in  Arkansas  in 
the  area  of  management  of  patients  with  tuber- 
culosis in  recent  years  is  well  known.  The  estab- 
lishment and  operation  of  the  network  of  out- 
patient clinics  through  the  Health  Department, 
plus  use  of  various  general  hospitals  in  the  State 
for  necessary  admissions,  has  made  Arkansas  a 
leader  in  this  field.  The  Division  of  Communi- 
cable Diseases  of  the  Arkansas  Department  of 
Health,  under  the  direction  of  Dr.  William  W. 
Stead,  continues  to  supervise  the  opieration  of  the 
Tuberculosis  Program  in  a desirable  and  ef- 
fective manner.  Information  and  consultation  is 
thus  available  to  individual  physicians  and,  in 
addition,  semi-annual  tuberculosis  symposia  are 
being  held  under  the  joint  sponsorship  of  the 
State  Health  Department,  the  Arkansas  Lung 
Association,  and  the  University  of  Arkansas  Col- 
lege of  Medicine.  Our  State,  and  its  physicians, 
can  justifiably  be  quite  proud  of  the  continuing 
accomplishments  of  the  overall  tuberculosis  pro- 
gram. 

The  Committee  would  like  to  recommend 
that  the  State  Health  Department  consider  a pub- 
lication to  be  made  available  to  practicing  and 
other  interested  physicians.  This  publication 
could  be  revised  annually,  or  as  seems  necessary, 
and  should  inform  the  practitioner  of  the  State 
Health  Department  piolicies  in  regard  to  diag- 
nosis and  treatment  of  tuberculosis,  atypical 
mycobacterial  infections,  fungus  infections,  and 


sarcoidosis.  It  should  also  include  policies  re- 
garding skin  testing  and  use  of  Isoniazid  pro- 
phylactically.  Information  on  most  of  these  mat- 
ters has  been  available  to  physicians  for  some 
time;  however,  the  committee  felt  that  an  infor- 
mation booklet,  such  as  that  described  above, 
would  be  most  helpful. 

Committee  on  Mental  Health 
W.  Payton  Kolb,  M.D.,  Chairman 

The  Committee  on  Mental  Health  has  no 
specific  recommendation  to  make  at  this  time 
other  than  the  continuation  of  tlie  recommenda- 
tions of  last  year.  The  gathering  of  information 
regarding  the  question  of  the  “Impaired  Physi- 
cian” has  continued.  It  is  anticipated  specific 
recommendations  will  be  forthcoming  in  the 
future. 

Information,  at  this  time,  indicates  there  are 
no  basic  changes  needed  in  the  State  Licensing 
Law.  It  is  anticipated  recommendations  will  be 
made  in  the  future  regarding  plans  for  better 
case  finding  and  fact  finding  with  a plan  that 
will  coincide  with  the  work  of  the  board.  Much 
credit  should  be  given  to  the  board  for  its  work 
in  this  area. 

Conferences  and  workshops  with  representa- 
tives from  other  states  have  revealed  the  impor- 
tance of  maintaining  a non- political  licensing 
board.  States  where  the  medical  society  has  no 
input  into  tlie  appointments  to  the  board  have 
found  they  have  distinct  problems  in  the  area 
of  using  the  board  for  helping  the  Impaired 
Physician  or  helping  the  public. 

Several  plans  have  been  studied  and  are  being 
studied  to  increase  the  efficiency  of  the  solution 
of  this  problem. 

This  Committee  continues  to  encourage  all 
physicians  to  keep  in  mind  tlie  importance  that 
as  governmental  agencies  become  more  and  more 
involved  in  the  practice  of  medicine  the  indi- 
vidual with  mental  or  emotional  illness  will  not 
have  to  depend  on  a regressed  treatment  program 
going  back  to  where  it  was  several  years  ago. 

Sub-Committee  on 

Liaison  with  Vocational  Rehabilitation 
John  P.  Wood,  M.D.,  Chairman 

Our  committee  has  had  an  excellent  relation- 
ship with  the  Department  of  Social  and  Rehabili- 
tative Services  this  past  year. 

There  have  been  some  changes  in  the  program 
provided  through  the  Rehabilitation  Services. 
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States  participating  in  the  State-Federal  pro 
giam  o£  vocational  rehabilitation  are  now  man- 
dated by  Congress  to  give  priority  to  servicing 
the  severely  handicapped.  This  has  opened  up 
new  approaches  to  the  provision  of  physical 
restoration  services. 

The  Federal  Rehabilitation  Act  defines  a 
severely  handicapped  individual  as  one  with  a 
disability  that  requires  multiple  services  over  an 
extended  period  of  time.  The  disability  may 
result  from  an  amputation,  blindness,  cancer, 
cerebral  palsy,  cystic  fibrosis,  deafness,  heart  dis- 
ease, hemiplegia,  mental  illness,  multiple  sclero- 
sis, neurological  disorders  (including  stroke  and 
epilepsy),  paraplegia  and  spinal  pulmonary  dys- 
function, and  any  other  disability  specified  by 
the  Secretary  in  regulations  he  shall  prescribe. 
Kidney  disease  is  another  disability  which  comes 
under  the  definition. 

The  mandate  to  serve  the  severely  handicapped 
has  led  to  an  upsurge  in  physical  restoration  pro- 
cedures previously  seldom  autliorized  by  rehabili- 
tation agencies.  The  procedures  include  open 
heart  surgery,  Harrington  Rod  Technique,  or- 
thotic  applications,  phacoemulsification  proce- 
dure, lens  transplant  following  cataract  surgery, 
and,  within  limitations,  plastic  surgery. 

Arkansas’  Division  of  Rehabilitation  Services, 
Department  of  Social  and  Rehabilitative  Services, 
is  in  step  with  the  trend  mandated  by  Congress. 
Approximately  50  percent  of  its  annual  allot- 
ment of  case  services  funds  goes  for  physical  re- 
storation services.  This  amounted  to  over  $2.5 
million  in  1975-76. 

The  concern  for  the  health  of  the  individuals 
the  Division  and  its  agencies  serve  begins  with 
the  preliminary  diagnostic  examination.  The 
examination  determines  the  individual’s  eligibil- 
ity for  additional  services  and  sets  the  stage  for 
further  examinations  and  medical  consultations 
that  may  be  necessary  for  his  vocational  rehabili- 
tation. 

The  procedures  involve  local  practitioners  and 
medical  consultants,  the  Division’s  chief  medical 
consultant,  specialists,  and  facility  staff  physi- 
cians. 

It  should  be  pointed  out  that  individuals  ac- 
cepted for  rehabilitation  services  are  carefully 
considered  as  to  their  vocational  rehabilitation 
potential.  And,  the  individual  has  the  right  to 
choose  his  own  physician. 


Disabilities  Served 

There  is  a wide  range  of  disabilities  which 
might  make  individuals  eligible  for  rehabilita- 
tion services.  Those  with  conditions  of  blindness 
constitute  the  largest  number  under  physical  dis- 
abilities. In  1975-76  the  Office  for  the  Blind 
and  Visually  Impaired  served  1,661  individuals. 
Second  to  blindness  in  the  number  served  under 
physical  disabilities  are  those  with  orthopedic 
deformities,  or  functional  impairments  except 
amputations.  Of  the  4,902  persons  rehabilitated, 
642  had  orthopedic  conditions  such  as  accident 
injuries,  congenital  malfunctions,  arthritis  and 
rheumatism,  poliomyelitis,  etc. 

Serving  the  Severely  Handicapped 

Persons  with  spinal  cord  conditions  have  re- 
ceived services  throughout  the  50-year  history  of 
Arkansas’  rehabilitation  program.  Now,  with  the 
requirement  of  priority  to  the  severely  handi- 
capped, services  to  such  individuals  are  being  in- 
tensified within  fiscal  limitations.  The  Rehabili- 
tation Services  has  a staff  of  counselors  assigned 
to  Central  Baptist  Hospital  to  handle  spinal  cord 
referrals.  In  addition,  the  Division  works  with 
the  State  Spinal  Cord  Commission  in  its  efforts 
to  establish  a statewide  quality  care  treatment 
program  for  persons  with  spinal  cord  conditions. 

The  Arkansas  Kidney  Disease  Commission  is 
another  agency  of  the  Rehabilitation  Services. 
The  Commission’s  membership  includes  four 
physicians  who  have  knowledge  of  renal  diseases 
and  treatment. 

In  1975-76  the  Commission  used  its  $295,000 
state  appropriation  for  the  treatment  and  care 
of  160  cases  of  end  stage  renal  disease,  and  16 
transplant  cases.  The  services  provided  included 
out-patient  drugs,  hemo-dialysis,  dialysis  supplies, 
physicians’  services  and  kidney  machines. 

Careful  attention  is  paid  to  applicants  for 
cardiovascular  services.  For  example,  if  open 
heart  surgery  is  recommended  by  the  examining 
physician,  the  matter  goes  before  the  Rehabilita- 
tion Services  Cardiovascular  Review  Committee 
for  evaluation.  The  committee  includes  two 
cardiologists,  a thoracic  surgeon  and  a general 
surgeon  who  decide  whether  the  surgical  pro- 
cedure will  make  the  individual  vocationally  re- 
habilitative. 

Local  Medical  Consultants 

The  Rehabilitation  Services  rely  heavily  on  the 
advice  of  its  local  medical  consultants.  Each  of 
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the  Division’s  local  offices  has  a consultant  who 
weekly  examines  the  records  of  persons  found 
eligible  for  rehabilitation  services.  After  his  ex- 
amination, the  consultant  may  recommend  addi- 
tional hospitalizations,  etc.  Or,  he  may  find  that 
the  individual’s  physical  condition  is  sound 
enough  for  him  to  proceed  with  his  rehabilitation 
program. 

The  Rehabilitation  Services  operates  facilities 
at  Hot  Springs,  Benton,  Little  Rock,  Conway  and 
Jonesboro.  Each  of  the  facilities  has  medical  con- 
sultants and,  in  some  instances,  the  Hot  Springs 
Rehabilitation  Center  for  example,  has  its  own 
medical  staff. 

The  scope  of  physical  restoration  services  in 
vocational  rehabilitation  in  Arkansas  can  be 
judged  by  the  fact  that  4,659  cases  of  handicapped 
individuals  were  served  during  the  1975-76  fiscal 
year.  They  received  20,894  individual  services. 

Committee  on  Public  Relations 
Ray  Jouett,  M.D.,  Chairman 

The  Public  Relations  Committee  has  not  met 
since  April  of  1976.  Its  work  prior  to  that  time 
had  been  surrounding  Amendment  58,  and  its 
recommendations  were  forwarded  to  the  Refer- 
ence Committees.  We  have  been  presented  with 
no  problems  in  reference  to  the  Public  Relations 
Committee’s  activities  of  this  year. 

Advisory  Committee  to  the 
Medical  Assistants  Society 
G.  G.  Graham,  M.D.,  Chairman 

The  activities  of  the  Advisory  Committee  have 
been  brief,  due  to  apparent  efficiency  of  the  Ar- 
kansas State  Society,  American  Medical  Assist- 
ants. Their  main  efforts  continue  in  the  areas 
of  increased  membership  and  increased  partici- 
pation in  their  certification  program.  We  ap- 
proved a general  mailing  to  physicians  in  areas 
where  there  are  no  local  chapters,  advising  them 
of  the  advantages  to  their  employees  in  affiliat- 
ing with  the  organization. 

In  May  of  1976,  I was  pleased  to  participate  in 
the  program  of  the  Society’s  22nd  Annual  State 
Convention  held  at  the  Camelot  Inn  in  Little 
Rock. 

In  September,  we  were  consulted  regarding  the 
selling  of  advertisements  for  the  program  of  the 
Society’s  Third  Annual  Educational  Seminar 
held  at  the  Sheraton  Inn  in  Little  Rock.  We  ap- 
proved of  this  fund  raising  effort  and  were 
pleased  with  the  success  of  this  project. 


Serving  with  me  on  tliis  committee  are:  W.  Y. 
Springer,  M.D.,  of  Hot  Springs;  L.  K.  Austin, 
M.D.,  of  Little  Rock;  Wayne  G.  Elliott,  M.D.,  of 
El  Dorado;  William  R.  Nixon,  M.D.,  of  Pine 
Bluff;  Annette  Landrum,  M.D.,  of  Fort  Smitlr; 
C.  C.  Long,  M.D.,  of  Fort  Smith. 

We  stand  ready  to  assist  and  advise  this  fine 
group  whenever  needed. 

Committee  on  Veterans  Administration  Affairs 
J.  Warren  Murry,  M.D.,  Chairman 

The  Committee  on  Veterans  Administration 
Affairs  of  the  Arkansas  Medical  Society  did  not 
meet  in  the  year  1976  and  I have  no  report  of 
activity  to  present  for  publication  in  the  Journal 
at  this  time.  We  did  have  a meeting  prior  to  the 
winter  meeting  of  the  Medical  Society  in  1975. 
As  Chairman  of  this  Committee,  I usually  cor- 
respond with  Congressman  Hammerschmidt  each 
year  for  any  information  concerning  legislation 
passed  or  legislation  pending  which  would  be  of 
interest  to  the  Medical  Society  in  the  field  of 
Veterans  Affairs. 

Committee  on  Insurance 
Banks  Blackvizell,  M.D.,  Chairman 

Members  of  the  Committee  on  Insurance 
worked  hard  and  long  for  Amendment  58.  We 
were  all  disappointed  in  the  unequal  treatment 
it  received  in  the  courts. 

The  controversial  Blue  Cross  change  in  the 
Blue  Shield  program  which  was  brought  up  by 
delegates  without  prior  notification  was  never 
presented  to  the  Committee  on  Insurance  for 
consideration  or  recommendation. 

Committee  on  Medicine  and  Religion 
C.  R.  Ellis,  M.D.,  Chairman 

Your  Committee  on  Medicine  and  Religion 
has  had  some  difficulty  in  getting  all  of  our  mem- 
bership together  but  have  had  enough  to  meet 
to  do  business  on  two  occasions.  We  have  ob- 
tained a commitment  from  Dr.  John  J.  Schwab, 
Chief  of  the  Department  of  Psychiatry,  Univer- 
sity of  Louisville,  Louisville,  Kentucky,  to  speak 
at  the  Prayer  Breakfast  on  Tuesday  morning, 
April  26,  1977.  It  is  my  understanding  that  they 
have  courses  at  the  University  of  Louisville  Med- 
ical Center  on  Medicine  and  Religion,  and  we 
expect  Dr.  Schwab  to  give  us  a stimulating  re- 
port on  the  progress  of  these  courses  there. 

The  other  participants  on  the  program  for  our 
Prayer  Breakfast  will  be  either  members  of  the 
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Arkansas  Medical  Society  or  members  of  their 
families,  according  to  our  present  plans.  This 
entire  program  will  be  published  in  the  program 
for  the  Arkansas  Medical  Society  Convention. 

We  are  planning  to  have  at  least  two  other 
meetings  of  the  Committee  before  our  State  So- 
ciety Meeting  and  hope  to  have  a supplemental 
report  at  the  Delegates’  meeting  presenting  some 
aspects  of  a State-wide  meeting  sometime  the 
latter  part  of  1977  in  Little  Rock. 

Physician-Nurse  Joint  Practice  Committee 
Robert  Watson,  M.D.,  Chairman 

During  the  year  1976,  and  with  only  a rare 
exception,  the  Physician-Nurse  Joint  Practice 
Committee  has  met  monthly.  This  committee 
is  made  up  of  equal  representation  of  nurses  and 
physicians. 

The  theme  of  these  meetings  continues  with 
discussions  directed  at  continued  betterment  of 
patient  care. 

The  role  and  function  of  each  profession  is 
freely  discussed,  and  a better  understanding  and 
interpretation  of  these  respionsibilities  now  pre- 
vails. 

During  the  past  two  years  a much  more  mean- 
ingful solidarity  of  belief  now  prevails. 

These  meetings  are  scheduled  to  continue  on 
a monthly  basis  to  serve  as  a liaison  between  the 
state-wide  membership  of  both  professions. 

Medical  School  Committee 
Asa  A.  Crow,  M.D.,  Chairman 

In  March  1976  the  Council  of  die  Society  re- 
vised the  membership  of  the  Medical  School 
Committee.  The  committee  is  now  composed 
of  Drs.  Kemal  Kutait  of  Fort  Smith,  Max  Cheney 
of  Mountain  Home,  James  Gardner  of  Hot 
Springs,  Boyce  West  of  Clarksville  and  myself 
as  chairman.  The  Council  requested  that  the 
committee  maintain  active  liaison  with  the  med- 
ical schooL 

Dr.  Thomas  Bruce,  Dean  of  the  College  of 
Medicine,  appointed  a committee  from  the  med- 
ical school  faculty  to  serve  as  liaison  with  the 
Society  committee.  Appointed  were  Drs.  Ben 
Saltzman,  Betty  Lowe,  Roger  Bost  and  Louis 
Sanders.  A joint  meeting  of  the  committees  was 
held  in  September  1976. 

There  was  a general  review  of  the  Area  Health 
Education  Center  program  by  Dr.  Bruce.  He 
pointed  out  that  the  primary  purpose  of  the 


AHEC  program  is  retention  of  Arkansas  medical 
school  graduates  for  practice  in  the  State.  At 
that  time  the  AHEC’s  in  Fort  Smith  and  Fayette- 
ville were  fully  accredited,  and  it  was  anticipated 
that  the  programs  would  be  fully  accredited  in 
other  areas  of  the  State  within  the  next  year. 
Dr.  Bruce  pointed  out  that  the  AHEC  program 
would  make  it  possible  for  all  graduates  of  the 
University  College  of  Medicine  to  be  trained  in 
the  State.  If  the  medical  school  class  size  is  in- 
creased as  expected,  limited  facilities  at  the  med- 
ical center  would  restrict  training  programs. 

The  committee  also  discussed  the  current  law 
regarding  the  Healing  Arts  Examination.  Dean 
Bruce  reported  that  he  was  working  with  the 
State  Medical  Board  to  try  and  get  some  changes 
in  the  requirements  for  the  examination. 

The  training  program  of  the  University  of  Ar- 
kansas School  of  Nursing  was  discussed.  The 
committee  drafted  a resolution  for  presentation 
to  the  Chancellor  of  the  University  of  Arkansas 
for  Medical  Sciences,  Dr.  James  Dennis.  In  the 
resolution,  the  committee  expressed  agreement 
with  the  concept  of  improved  nursing  education, 
but  opposition  to  training  directed  toward  a 
status  of  independent  practitioner  rather  than 
one  of  physician  extender.  The  proposed  resolu- 
tion was  submitted  to  the  Council  of  the  Society 
in  November.  It  was  referred  by  the  Council  to 
the  Society’s  Physician-Nurse  Joint  Practice  Com- 
mittee. The  Physician-Nurse  Joint  Practice  Com- 
mittee is  to  report  back  to  the  Council  at  the 
next  meeting  on  its  study  of  the  proposed  resolu- 
tion. 

Private  Insurance  Review  Committee 
H.  Austin  Grimes,  Chairman 

Thirty-one  case  files  have  been  submitted  to 
the  committee  for  review  since  November  1976, 
when  I succeeded  Dr.  Robert  McCrary  as  chair- 
man. Thirty  cases  have  been  acted  upon;  seven 
of  the  cases  were  reconsidered  after  the  initial 
review.  One  case  is  pending  at  the  present  time. 

The  policy  of  the  Private  Insurance  Review 
Committee  is  that  the  determination  of  the  ap- 
plicable fee  for  any  procedure  is  up  to  the  in- 
dividual physician  and  the  physician’s  fee  is  the 
responsibility  of  the  patient.  Any  third  party 
cannot  set  the  physician’s  fee.  The  committee’s 
purpose  is  to  offer  an  opinion  on  whether  the 
fee  charged  is  within  the  usual  and  customary 
range  in  the  locality  concerned.  The  committee 
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emphasizes  to  the  membership  that  it  does  not 
attempt  to  judge  the  appropriateness  of  physi- 
cians’ fees,  only  to  determine  the  usual  and  cus- 
tomary range  for  a given  locality.  The  commit- 
tee takes  into  consideration  all  available  informa- 
tion on  unusual  circumstances  involved  in  cases 
reviewed  when  making  its  determination  on  the 
usual  and  customary  range  of  charges.  The  rec- 
ommendation of  the  committee  is  provided  to 
the  private  insurance  companies  to  assist  them  in 
determining  the  patients’  benefits  under  appli- 
cable insurance  policies.  The  amount  and  pay- 
ment of  the  physician’s  fee  remains  a matter  be- 
tween the  physician  and  the  patient. 

Medical  Services  Review  Committee 
Charles  F.  Wilkins,  M.D.,  Chairman 

The  Medical  Services  Review  Committee, 
which  serves  in  an  advisory  capacity  to  the  Med- 
ical Director  of  Blue  Cross  and  Blue  Shield  for 
matters  related  to  Medicare,  Blue  Cross  and  Blue 
Shield,  and  Champus,  has  continued  to  meet  dur- 
ing the  past  year  and  take  up  matters  referable 
to  fees,  utilization,  patterns  of  practice  and  qual- 
ity of  care. 

Because  of  the  illness  of  Dr.  Robert  Benafield, 
Medical  Director  of  Blue  Cross  and  Blue  Shield, 
the  Committee  was  less  active  during  the  second 
half  of  1976;  however,  it  is  expected  that  during 
1977  there  will  be  much  more  activity  in  this 
field. 

Sixth  Councilor  District 
Professional  Relations  Committee 
Donald  L.  Duncan,  M.D.,  Chairman 

During  the  period  of  April  1976  to  February  1, 
1977,  two  items  of  importance  came  across  my 
desk.  The  first  was  an  inquiry  from  a patient  in 
Prescott,  Arkansas,  requesting  investigation  by 
the  Arkansas  Medical  Society  concerning  her 
treatment.  We  made  several  attempts  to  contact 
her  and  even  sent  her  a registered  letter,  but 
never  received  any  coiaespondence.  I contacted 
the  physician  involved  and  the  matter  has  ap- 
parently been  dropped. 

The  second  problem  was  the  apparent  failure 
of  a physician  in  another  town  to  respond  to  a 
patient’s  request  to  send  her  medical  records. 
This  was  settled  satisfactorily  to  all  parties  con- 
cerned. There  are  no  problems  pending  at  this 
time. 


Seventh  Councilor  District 
Professional  Relations  Committee 
C.  F.  Peters,  M.D.,  Chairman 

In  the  year  of  1976,  the  Seventh  Councilor  Dis- 
trict Professional  Relations  Committee  had  three 
cases  brought  before  it. 

These  cases  were  gone  into  thoroughly  and,  to 
the  best  of  my  knowledge,  were  settled  satisfac- 
torily to  all  parties  concerned. 

State  and  Eighth  Councilor  District 
Professional  Relations  Committee 
Richard  M.  Logue,  M.D.,  Chairman 

The  Professional  Relations  Committee  for  the 
State  and  the  Eighth  Councilor  District  have  had 
no  matters  presented  to  it  which  required  a 
meeting  of  the  Committee.  As  chairman,  I was 
presented  with  two  matters  which  were  settled 
by  telephone  without  the  need  of  committee 
action.  These  matters  were  resolved  without  the 
need  for  further  consideration. 

Tenth  Councilor  District 
Professional  Relations  Committee 
Samuel  E.  Landrum,  M.D.,  Chairman 

The  Professional  Relations  Committee  of  the 
Tenth  Councilor  District  has  considered  and  re- 
sponded to  five  complaints  since  our  last  Annual 
Report. 

Four  of  these  complaints  were  apparently  satis- 
fied by  the  information  the  Committee  provided. 

First  Councilor  District 
John  B.  Kirkley,  M.D.,  Councilor 

This  report  of  the  Junior  Councilor  of  the 
First  Councilor  District  will  be  somewhat  brief 
in  view  of  the  fact  that  most  of  the  activities  of 
the  Medical  Society  are  very  well-known  to  the 
membership.  As  you  no  doubt  know,  the  main 
thrust  of  our  work  this  year  was  for  Amendment 
58  which  was  struck  down  by  the  Supreme  Court 
of  Arkansas. 

The  Governor’s  Medical  Manpower  Confer- 
ence was  again  held  this  year  and  seemed  to  be 
somewhat  stronger  in  its  assumption  of  the  role 
of  medical  care  with  the  medical  doctors  being 
more  or  less  pushed  aside. 

I think  it  would  behoove  as  many  of  us  as 
possible  to  try  to  set  up  a schedule  so  that  we 
can  attend  the  next  Medical  Manpower  Con- 
ference. I believe  that  we  should  have  at  least 
a minimum  of  two  or  three  physicians  in  each 
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workshop.  This  conference  had  a total  of  15  to 
18  workshops  that  met  one  day,  all  day.  I be- 
lieve if  we  can  set  up  a schedule  to  get  as  many 
physicians  as  we  can  to  come  just  for  that  day 
(if  they  cannot  take  any  more  time  off),  we  can 
put  more  input  into  the  workshops. 

This  movement,  I feel,  is  a grassroots  move- 
ment of  other  health  providers  to  obtain  more  of 
a foothold  in  trying  to  provide  medical  care  for 
which  they  may  or  may  not  be  properly  qualified. 

It  was  very  interesting  to  note  the  acceptance 
by  most  of  the  workers  there  of  the  role  that  the 
social  workers  play  in  interviewing  mental  health 
patients. 

Fourth  Councilor  District 
Raymond  A.  Irwin,  M.D.,  Councilor 

Our  concern  in  the  Fourth  Councilor  District 
continues  to  be  a lack  of  physicians  in  the  rela- 
tively unpopulated  areas  of  Southeast  Arkansas. 
In  Pine  Bluff,  an  increase  of  physicians  has  been 
realized  but  these  are  primarily  in  the  sub- 
specialty areas  and  a need  for  primary  care  phy- 
sicians is  still  a very  real  one  in  Pine  Bluff.  In 
Idncoln  County,  we  now  have  one  physician  and 
the  other  counties  of  the  Fourth  Councilor  Dis- 
trict are  likewise  badly  under-manned  by  physi- 
cians. 

With  the  advent  of  the  family  practice  center 
in  Pine  Bluff,  we  hope  that  perhaps  some  pri- 
mary care  physicians  may  be  attracted  to  this  area 
of  our  State  to  this  program. 

Professional  activities  in  the  Fourth  Councilor 
District  have  revolved  around  the  Southeast  Ar- 
kansas medical  lecture  series  which  take  place 
in  Pine  Bluff  on  the  fourth  Tuesday  of  each 
month  under  the  sponsorship  of  the  Area  Health 
Education  Center  in  Pine  Bluff.  Some  of  these 
lectures  have  been  outstanding  and  well-attended 
and  we  hope  to  continually  upgrade  these  in  the 
ensuing  year. 

Fifth  Councilor  District 
J.  B.  Jameson,  Jr.,  M.D.,  Councilor 
John  H.  Moore,  M.D.,  Councilor 

There  has  been  very  little  unusual  activity  in 
the  Fifth  Councilor  District  this  year.  The  Area 
Health  Education  Center  is  operational  in  El 
Dorado  and  it  is  possible  to  receive  nine  to  ten 
hours  of  category  I credit  for  continuing  educa- 
tion from  this  program.  Dr.  James  Guthrie  and 
Dr.  Kenneth  Duzan  are  making  a personal  sacri- 


fice to  try  to  keep  up  with  the  activities  of  the 
Health  Systems  Agency.  This  organization  seems 
to  schedule  their  meetings  in  such  a way  as  to 
make  it  extremely  inconvenient  for  members  of 
our  profession  to  attend. 

The  Fifth  Councilor  District’s  annual  meeting 
was  held  at  the  El  Dorado  Country  Club  in  late 
January,  1977.  The  program  was  presented  by 
Dr.  J.  S.  Adamson,  of  Little  Rock,  on  antibiotics. 
No  business  of  note  was  brought  before  the  meet- 
ing. 

Tenth  Councilor  District 
Kemal  Kutait,  M.D.,  Senior  Councilor 

The  activity  of  the  members  in  district  ten 
during  the  year  was  primarily  in  support  of  the 
proposed  constitutional  amendment.  Several  phy- 
sicians in  the  district  served  on  the  Ad  Hoc  Com- 
mittee for  the  Amendment  58  campaign.  They 
included  State  Society  President  A.  S.  Koenig, 
Ken  Lilly,  and  W.  P.  Phillips. 

In  June  1976  a meeting  was  held  to  inform  the 
membership  on  the  Amendment  58  campaign. 
Spencer  Albright,  III,  of  Fayetteville,  addressed 
the  group  on  the  importance  of  getting  a con- 
stitutional amendment. 

A district  meeting  will  be  held  following  the 
Annual  Session  to  inform  the  membership  on 
actions  taken  by  the  Society  during  the  conven- 
tion. 

REPORT  OF  THE  COUNCIL 
John  P.  Burge,  M.D.,  Chairman 

The  Council  of  the  Arkansas  Medical  Society 
met  on  Sunday,  August  22,  1976,  at  the  Camelot 
Inn  in  Little  Rock  and  transacted  the  following 
business: 

1.  Voted  to  approve  scheduling  of  television 
spots  to  support  the  Amendment  58  cam- 
paign. 

2.  Moved  to  elect  Dr.  Kenneth  R.  Duzan  to  fill 
the  vacancy  on  the  board  of  trustees  of  the 
Arkansas  Medical  Society  Employees  Pension 
Plan. 

3.  Authorized  an  ad  hoc  committee  be  ap- 
pointed to  review  the  services  of  the  county 
health  departments  in  the  State  and  the 
projected  goals  of  the  State  Health  Depart- 
ment. 

4.  Voted  to  approve  a rate  adjustment  for  the 
Society’s  group  plan  with  Blue  Cross- Blue 
Shield  which  increases  the  room  allowance 
to  $60,  major  medical  to  one  million  dollars 
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with  100%  coverage  above  the  $5,000  level 
and  increases  eligibility  for  dependents  to 
age  twenty-three. 

5.  Voted  to  increase  the  mileage  for  authorized 
travel  on  Society  business  to  fifteen  cents 
(15^)  per  mile. 

6.  Voted  to  reaffirm  the  date  of  April  16-19  for 
the  1978  meeting  in  Hot  Springs. 

7.  Voted  to  hold  the  winter  meeting  on  No- 
vember 14,  1976. 

The  Council  met  on  Sunday,  November  14, 
1976,  at  the  Majestic  Hotel  in  Hot  Springs  and 
transacted  the  following  business; 

1.  Considered  and  approved  the  special  audit 
of  the  Society’s  records  for  the  period  from 
December  13,  1975,  to  July  31,  1976,  at  which 
time  Mr.  Paul  Schaefer  retired  as  executive 
vice  president. 

2.  Approved  a motion  to  re-evaluate  the  dues 
structure  of  the  Society  after  receiving  addi- 
tional information  on  the  Society’s  employee 
retirement  plan  and  budget  proposal  for 
1977,  and  recommended  the  information  be 
furnished  to  the  Council  members  prior  to 
the  1977  Annual  Session. 

3.  Voted  to  approve  the  following  physicians 
whose  names  are  to  be  proposed  to  the  Gov- 
ernor for  selection  on  the  committee  to  ex- 
plore medical  malpractice: 

Dr.  T.  E.  Townsend,  Pine  Bluff;  Dr.  Mahlon 
Maris,  Harrison;  Dr.  Charles  F.  Wilkins, 
Russellville;  Dr.  C.  C.  Long,  Fort  Smith;  Dr. 
John  P.  Burge,  Lake  Village;  Dr.  W.  Payton 
Kolb,  little  Rock;  Dr.  Elvin  Shuffield,  Little 
Rock;  Dr.  A.  S.  Koenig,  Fort  Smith. 

4.  Considered  and  approved  the  report  on 
negotiations  with  the  Bureau  of  Health  In- 
surance concerning  the  one  area  fee  struc- 
ture. 

5.  Considered  and  voted  to  approve  a recom- 
mendation that  Arkansas  not  become  in- 
volved in  training  or  certification  of  physi- 
cian’s assistants. 

6.  Voted  to  schedule  Council  meetings  on  a 
regular,  bi-monthly  basis. 

7.  Voted  to  invite  a representative  of  the  Med- 
ical Group  Management  Association  to  at- 
tend meetings  of  the  Council  when  the  meet- 
ing agenda  included  items  of  intermediary 
negotiations. 

The  Council  met  on  Sunday,  December  12, 


1976,  at  the  Camelot  Inn  in  Little  Rock  and 
transacted  the  following  business: 

1.  Considered  and  voted  to  retain  Council 
meetings  on  Sunday,  which  was  the  choice  of 
date  of  the  majority  of  the  members. 

2.  Heard  a report  on  the  results  of  negotiations 
conducted  by  the  Executive  Committee  with 
Mr.  Tierney  of  the  Bureau  of  Health  In- 
surance and  voted  to  support  the  proposal 
of  the  Executive  Committee  on  a single  fee 
basis  for  the  entire  State  by  field  of  practice. 
Approved  the  actions  of  the  Executive  Com- 
mittee and  voted  that  they  continue  negotia- 
tions and  when  a final  fee  schedule  was 
agreed  upon  with  BHI  that  it  be  brought 
back  to  the  House  of  Delegates  for  approval 
before  implementation. 

The  Council  met  on  Sunday,  February  13, 

1977,  at  the  Camelot  Inn  in  Little  Rock  and 
transacted  the  following  business: 

1.  Insurance  Commissioner  W.  H.  L.  Wood- 
yard,  III,  discussed  alternate  proposals  and 
amendments  to  both  the  Arbitration  Com- 
mission and  the  Reinsurance  Exchange. 
After  the  insurance  commissioner  left  the 
meeting,  the  Council,  after  discussing  the 
proposals,  took  the  following  positions  on 
the  proposals  presented: 

(1)  Voted  in  favor  of  continuing  the  Arbi- 
tration Commission  in  its  present  form. 

(2)  Voted  to  support  continuation  of  the 
Reinsurance  Exchange  in  its  present 
form. 

2.  The  Council  approved  the  following  actions 
of  the  Executive  Committee: 

(A)  The  Executive  Committee  met  on  De- 
cember 12,  1976,  and  considered  a mem- 
bership matter  involving  the  Benton 
County  Medical  Society.  The  Executive 
Committee  voted  to  approve  the  recom- 
mendation of  the  district  councilor  that 
an  adjustment  be  made  and  a member 
of  the  county  society  be  credited  with 
payment  of  1976  dues. 

(B)  The  Executive  Committee  met  on  De- 
cember 15,  1976,  and; 

(a)  recommended  that  Dr.  Tom  Meek 
be  appointed  to  fill  a vacancy  on  the 
Evaluation  Committee  of  the  Wel- 
fare Department  for  approval  of  ap 
plications  for  admission  to  skilled 
nursing  care  facilities: 


Volume  73,  Number  10  — March,  1977 


429 


Arkansas  Medical  Society  Meeting,  April  24-27,  1977 


(b)  authorized  the  president-elect,  new 
councilors,  and  members  of  the  head- 
quarters staff  to  attend  the  National 
Leadership  Conference  of  the  Amer- 
ican Medical  Association  in  Chicago 
in  January. 

3.  Dr.  Kolb  gave  the  Council  a brief  report  on 
the  Leadership  Conference. 

4.  The  Council  received  a report  from  the 
chairman  of  the  Physician-Nurse  Joint  Prac- 
tice Committee  regarding  the  “resolution  of 
concern”  from  the  Medical  School  Commit- 
tee. The  resolution  expressed  concern  re- 
garding the  training  of  independent  nurse 
practitioners  at  the  University  of  Arkansas 
School  of  Nursing.  Dr.  Watson  reported  that 
he  had  extensive  and  productive  discussions 
with  Dean  Fields  of  the  College  of  Nursing 
and  University  Chancellor  James  Dennis  and 
that  he  felt  the  purpose  of  the  resolution  had 
been  achieved.  The  Council  voted  to  accept 
Dr.  Watson’s  report  and  to  watch  carefully 
House  Bill  523,  proposed  legislation  to  re- 
define the  practice  of  professional  nursing. 
There  was  one  vote  of  opposition  to  the 
motion. 

5.  A.  S.  Koenig,  chairman  of  the  Constitutional 
Revisions  Committee,  presented  a proposed 
revision  of  the  Society’s  Constitution  and  By- 
Laws.  The  Council  approved  the  commit- 
tee’s proposal  for  submission  to  the  House 
of  Delegates  with  minor  editing  and  a rec- 
ommendation that  the  requirement  for  an- 
nual councilor  district  meetings  be  modified 
to  permit  the  meetings  to  be  held  any  time 
during  the  year. 

6.  A.  E.  Andrews,  Sixth  District  Councilor,  pre- 
sented a proposal  for  a special  membership 
classification  for  physicians  in  Texarkana, 
Arkansas-Texas.  The  Constitutional  Re- 
visions Committee  agreed  to  work  with  the 
Texas  Medical  Association  in  trying  to  de- 
velop some  type  of  reciprocal  membership 
and  to  present  a specific  proposal  for  con- 
sideration of  the  House  of  Delegates. 

7.  Executive  Vice  President  C.  C.  Long  dis- 
cussed figures  which  the  Medicare  Intermedi- 
ary had  compiled  in  connection  with  the 
demonstration  project  of  the  Department  of 
Health,  Education  and  Welfare  to  change 
from  five  areas  to  one  for  payment  of  phy- 


sicians’ fees  under  Medicare  in  Arkansas. 
The  Council  voted  to  go  on  record  as  ad- 
vocating one  locality  for  the  State  of  Arkan- 
sas even  though  it  is  necessary  that  some  re- 
duction of  fees  occur  in  some  areas  and, 
further,  that  the  Executive  Committee  of  the 
Council  be  instructed  to  act  accordingly  after 
taking  into  consideration  all  information 
available. 

8.  T.  E.  Townsend  discussed  the  informed  con- 
sent requirement  of  the  Communicable  Dis- 
ease Center  for  polio  vaccine.  The  Council 
voted  to  ask  that  the  chairman  write  a letter 
to  all  of  the  Arkansas  Congressional  delega- 
tion advising  them  that  the  Medical  Society 
feels  the  requirement  for  signing  a consent 
form  for  routine  immunizations  will  be  a 
detriment  to  the  immunization  program. 

9.  Chairman  of  the  Legislative  Committee 
Elvin  Shuffield  recommended  that  a resolu- 
tion commending  the  late  State  Representa- 
tive Ivan  Rose  be  drafted  and  a copy  for- 
warded to  the  family.  It  was  so  voted. 

10.  C.  R.  Ellis,  Chairman  of  the  Committee 
on  Medicine  and  Religion,  presented  a re- 
quest for  funds  for  activities  of  the  commit- 
tee during  1977.  The  Council  approved 
underwriting  the  Prayer  Breakfast  at  the  An- 
nual Session  and  the  Physician-Clergy  Semi- 
nar planned  for  the  fall  of  1977  in  an  amount 
up  to  $500. 

The  following  items  of  business  were  consid- 
ered in  executive  session: 

1.  H.  W.  Thomas,  Chairman  of  the  Budget 
Committee,  presented  the  proposed  budget 
for  the  Society  for  1977.  Dr.  Thomas  re- 
viewed some  of  the  major  items  in  the 
budget  and  emphasized  the  effect  of  infla- 
tion. He  advised  the  Council  that  the  cash 
reserve  of  the  Society  at  the  end  of  1976  was 
$110,000,  approximately  one-third  of  a year’s 
operating  expense.  Dr.  Thomas  mentioned 
concern  expressed  about  the  cost  of  the  re- 
tirement plan  and  called  the  attention  of 
the  Council  to  the  corrected  figure  of  $45,832 
as  the  proposed  budget  item  for  the  retire- 
ment plan  for  1977.  Dr.  Thomas  called  on 
Mr.  Schaefer  as  one  of  tlie  trustees  of  the  re- 
tirement plan  to  furtlier  explain  the  status 
of  the  plan.  Following  some  discussion,  the 
Council  voted  to  approve  the  budget  as  pre- 
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sented  by  the  budget  committee  and 
amended  as  follows  for  two  line  items: 
Legal  Counsel  $10,000 

Medicine  and  Religion  Committee  500 
2.  Mahlon  Maris  requested  a ruling  on  proxy 
voting  by  Council  members.  Legal  counsel 
advised  that  proxy  voting  by  a member  of  a 
board  of  directors  is  not  legal. 

Report  of  the  Executive  Vice  President 
C.  C.  Long,  M.D. 

This,  my  first  year,  starting  August  1,  1976, 
has  been  one  of  achievements  and  failures. 
Amendment  58,  which  was  proposed  by  the  Leg- 
islature and  promoted  through  the  combined  ef- 
forts of  the  Medical  Society,  the  staff,  and  many 
other  interested  groups,  was  ruled  off  the  ballot 
by  the  Supreme  Court  due  to  a recording  error. 
We  will  be  faced  again  in  the  coming  years  with 
developing  and  passing  a satisfactory  solution  to 
the  malpractice  problem. 

In  the  area  of  achievement,  after  a long  and 
hard  campaign,  the  Society  has  been  notified  that 
Medicare  will  allow  the  physicians  of  this  State 
to  be  considered  as  one  area  for  compensation 
under  the  Medicare  program  and  that  the  fee 
structure  will  only  be  divided  by  fields  of  prac- 
tice. 

The  four  area  Health  Systems  Agencies  in  the 
State  are  functioning  under  a conditional  status. 
The  physician-members  of  the  board  are  taking 
an  active  part  in  representing  the  interest  of  the 
medical  profession  in  the  welfare  of  their  pa- 
tients. The  headquarters  office  has  been  actively 
involved,  maintaining  communications  and  rela- 
tionships with  the  four  HSA  areas. 

The  Professional  Standards  Review  Organiza- 
tion, under  the  Foundation  for  Medical  Care 
which  was  originally  formed  under  the  Medical 
Society,  is  functioning  under  the  able  leadership 
of  Mr.  Paul  Schaefer  and,  as  of  the  first  of  Feb- 
ruary, approximately  89%  of  the  hospital  beds 
in  the  State  of  Arkansas  will  be  under  binding 
review. 

My  first  six  months  as  Executive  Vice  Presi- 
dent have  been  of  challenge,  confusion,  and 
education.  I have  learned  to  be  even  more  ap- 
preciative of  our  able  staff,  and  of  the  fine  or- 
ganization that  Mr.  Schaefer  turned  over  to  me. 
His  continuing  counsel  and  guidance  have  been 
extremely  valuable  to  me  in  assuming  this  re- 
sponsibility. 


Budget  Committee 
H.  W.  Thomas,  M.D.,  Chairman 

The  Budget  Committee  submitted  the  follow- 
ing budget  for  1977.  The  complete  budget,  as 
presented  to  the  Council,  is  available  to  any  mem- 
ber for  his  inspection  at  his  request. 

INCOME 


Budget  Item 

1977  Budget 

Membership  Dues 

$331,360.00 

Journal  Advertising 

Local 

$11,500.00 

National 

15,000.00 

26,500.00 

Booth  Income 

8,000.00 

Annual  Session  Income 

3,000.00 

AMA  Reimbursement 

2,700.00 

Miscellaneous  8c  Rosters 

100.00 

Interest  on  Government  Securities 

15,000.00 

Specialty  Desk 

660.00 

Intrav 

1,500.00 

Ark.  Foundation  for  Medical  Care 

12,000.00 

.$400,820.00 

EXPENSES 

Salaries 

Society 

$97,653.00 

Public  Relations 

19,500.00 

Journal 

14,000.00 

Exhibits 

2,000.00 

$133,153.00 

Travel  & Convention 

Society 

23,300.00 

Public  Relations 

6,000.00 

Journal 

700.00 

30,000.00 

Taxes 

Society 

6,700.00 

Journal 

1,000.00 

Exhibits 

-0- 

7,700.00 

Retirement 

Society 

40,332.16 

Journal 

5,499.84 

45,832.00 

Stationery  & Printing 

Society 

3,250.00 

Public  Relations 

50.00 

Journal 

450.00 

Exhibits 

50.00 

3,800.00 

Office  Supplies  8c  Expiense 

Society 

8,875.00 

Public  Relations 

25.00 

Journal 

1,100.00 

10,000.00 

Telephone  8c  Telegraph 

Society 

3,810.00 

Public  Relations 

900.00 

Journal 

275.00 
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Budget  Item 

1977  Budget 

Exhibits 

15.00 

5,000.00 

Rent 

Society 

13,728.00 

Journal 

1,872.00 

15,600.00 

Postage 

Society 

14,000.00 

Public  Relations 

50.00 

Journal 

1,900.00 

Exhibits 

50.00 

16,000.00 

Insurance  8c  Bonds 

Society 

5,016.00 

Journal 

684.00 

5,700.00 

Auditing 

Society 

1,056.00 

Journal 

144.00 

1,200.00 

Council  Expense 

4,000.00 

Journal  Printing 

31,000.00 

Annual  Session 

Society 

11,534.00 

Exhibits 

2,200.00 

13,734.00 

Winter  Meeting 

2,000.00 

Dues  8c  Subscriptions 

Society 

4,100.00 

Journal 

400.00 

4,500.00 

Gifts  8c  Contributions 

Society 

695.00 

Journal 

50.00 

745.00 

Woman’s  Auxiliary 

1,200.00 

Legal  Services 

Society 

9,300.00 

Journal 

700.00 

10,000.00 

Special  Committee 

Society 

150.00 

Public  Relations 

150.00 

Medicine  and  Religion 

500.00 

800.00 

Rural  Health 

500.00 

Miscellaneous 

50.00 

Freight  8c  Express 

Society 

12.50 

Journal 

12.50 

25.00 

Office  Equipment 

1,000.00 

Continuing  Medical  Education 

1,000.00 

Total  Expense  Budget  for  1977  $344,539.00 

As  a result  of  deficit  spending  over  the  past 
several  years,  the  cash  reserves  of  the  Society  had 
decreased  to  $110,000  at  the  end  of  1976,  the 
lowest  level  for  cash  reserves  in  eleven  years.  The 
increased  dues  and  revenues  this  year  should  re- 
verse this  trend;  however,  a principle  of  good 


business  management  is  that  there  be  at  least  one 
year’s  operating  funds  in  reserve. 

Report  of  the 

Arkansas  State  Medical  Board 
January  1, 1976  - January  1,  1977 

The  officers  and  members  of  the  State  Medical 
Board  are  as  follows: 

Ross  Fowler,  M.D.,  President 

H.  Elvin  Shuffield,  M.D.,  Vice-President 

Hugh  R.  Edwards,  M.D. 

Frank  M.  Burton,  M.D. 

John  F.  Guenthner,  M.D. 

George  F.  Wynne,  M.D. 

C.  Stanley  Applegate,  Jr.,  M.D. 

Bascom  P.  Raney,  M.D. 

Joe  Verser,  M.D.,  Secretary-Treasurer 

Eugene  R.  Warren,  Attorney 

The  State  Medical  Board  in  regular  session 
adopted  a resolution  asking  the  Healing  Arts 
Board  to  adopt  Day  I of  the  FLEX  examination 
as  their  standard  examination  and  instructed  the 
Secretary  to  present  this  proposal  to  the  mid- 
winter session  of  the  House  of  Delegates  of  the 
Arkansas  Medical  Society  for  their  consideration. 

The  State  Medical  Board  held  a public  hear- 
ing relative  to  the  reporting  of  malpractice  claims 
by  physicians  to  the  State  Medical  Board  as  re- 
quired by  an  Act  of  the  1975  Legislature.  A 
standard  reporting  form  was  adopted.  This  form 
was  published  in  the  February  1977  Journal  of 
the  Arkansas  Medical  Society. 

The  State  Medical  Board  had  published  in  the 
Arkansas  Medical  Society  Journal  a standard  pro- 
cedure to  be  followed  when  a physician  sur- 
rendered his  DEA  number,  unused  forms  or  nar- 
cotics on  hand.  This  also  appeared  in  the  Feb- 
ruary 1977  Journal. 

During  the  year,  the  board  received  approxi- 
mately twenty-five  complaints  from  patients 
against  Arkansas  physicians.  Some  were  not  justi- 
fiable complaints.  All  others  were  settled  sat- 
isfactorily by  the  board  with  the  cooperation  of 
the  physicians  and  patients. 

A yearly  financial  report  of  the  board’s  activi- 
ties prepared  by  Johnston,  Freeman  &:  Company 
was  sent  to  and  approved  by  the  Council  of  the 
Arkansas  Medical  Society. 

The  board  investigated  every  case  of  violation 
of  the  Medical  Practices  Act  reported  to  the  sec- 
retary during  the  year. 
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Following  is  a summary  of  the  board’s  pro- 
ceedings: 

Physicians  registered  to  Dec.  1,  1976: 

Resident  -2,282 

Non-resident  1,599 

Physicians  licensed  by  examination - 147 

Physicians  licensed  by  reciprocity 123 

Physicians  certified  to  other  states 130 

Licenses  revoked  for  non-payment  of 

annual  registration  fee 41 

Licenses  suspended  for  non-payment  of 

annual  registration  fee 70 

Licenses  suspended  for  violation  of 

Medical  Practices  Act 6 

Cases  pending  for  violation  of 

Medical  Practices  Act 5 


Schedule  1 

Arkansas  State  Medical  Board 
Balance  Sheet 
June  30,  1976 

ASSETS 

Cash  on  hand  .S  6.00 

Cash  in  banks  — 

Bank  of  Weiner,  Weiner,  Arkansas 


Certificate  of  deposit  #3170 

$ 8,553.71 

Certificate  of  deposit  #854-20 

2,746.35 

1 1 ,300.06 

Bank  of  Harrisburg,  Arkansas 

Checking  account 

$ 18,965.72 

Certificate  of  deposit  #2298 

12,999.70 

Certificate  of  deposit  #2424 

7,000.30 

38,965.72 

Bank  of  Delight,  Arkansas 

Certificate  of  deposit  #1249 

$ 30,000.00 

30.000.00 

Security  Savings  and  Loan 

Certificate  of  deposit  #2290 

.■$  15,000.00 

15,000.00 

Office  equipment 

3,545.97 

TOTAL  ASSETS 

.S  98,817.75 

LIABILITIES  AND 

SURPLUS 

LIABILITIES 

Withholding  and  EICA  taxes  deducted 
and  unpaid  for  the  quarter  ended 
June  30,  1976  $ 335.21 

SURPLUS 

Balance  at  beginning  of  year  .f  97,023.95 
Add:  Excess  of  receipts  over 
disbursements  for  year 
ended  June  30,  1976 

(Schedule  2)  907.89 

Add:  Decrease  in  payroll 
taxes  withheld  but 
not  remitted  at 

June  30,  1976  550.70  98,482.54 

TOTAL  LIABILITIES  AND  SURPLUS  $ 98,817.75 


Summary  of  Arkansas  State  Department 
of  Health  Activities 
Rex  C.  Ramsay,  Jr.,  M.D.,  Director 

This  report  presents,  in  brief,  many  facts  on 
health  care  in  our  State.  Since  reports  need  to  be 
short  and  to  the  point,  there  are  many  hours  and 
days  spent  by  our  staff  that  are  not  reported  (i.e., 
the  hours  of  counseling  with  or  attending  to 
crises,  the  many  hours  spent  in  offering  friendly 
advice  to  individuals  and  planning  the  delivery 
of  needed  services,  and  improvising  methods  of 
doing  a better  job  in  the  improvement  of  all 
programs  in  the  State). 

I.  BUREAU  OF  MEDICAL  CARE  SERVICES 

The  Bureau  of  Medical  Care  Services  provides 
comprehensive  services  in  health  care  for  families 
in  Arkansas.  Intensive  programs  in  preventive 
health  are  carried  out  in  cooperation  with  school 
and  civic  organizations.  Examples  of  programs 
which  have  meant  much  to  the  health  and  wel- 
fare of  the  citizens  are  immunization  drives,  hear- 
ing and  vision  screening,  cancer  screening  and 
preventive  services,  pediatric  screening,  and  fam- 
ily planning  services. 

Division  of  Maternal  and  Child  Health 

The  Division  of  Maternal  and  Child  Health 
provides  comprehensive  health  services  to 
mothers  and  children.  The  majority  of  programs 
attempt  to  reach  poverty  level  groups  rvho  often 
do  not  receive  medical  care  through  private 
sources.  Emphasis  is  placed  on  the  care  of  in- 
fants, preschool  age  children  and  care  of  mothers 
during  pregnancy  and  the  interconceptional 
years. 

During  the  first  year  of  a three-year  contract 
with  NIH,  the  Cervical  Cancer  Screening  Pro- 
gram performed  a total  of  43,024  pap  smears.  To 
date,  64  have  been  diagnosed  with  in-sitii  cervical 
carcinoma,  six  with  invasive  cervical  carcinoma, 
and  one  with  questionable  endometrial  adeno- 
carcinoma. 

The  Nutrition  Program  provides  services  for 
individuals  and  groups  needing  assistance  in 
normal  and  therapeutic  nutrition.  In  fiscal  year 
1976,  9,000  mothers  and  children  received  coun- 
seling on  nutritional  problems  in  childhood  and 
pregnancy;  3,508  individuals  on  therapeutic  diets 
were  counseled. 

The  Women,  Infants  and  Children  Special 
Supplemental  Food  Program  (WIC)  serves  low 
income  maternity  patients  and  children  to  age  5 
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in  14  Southeast  Arkansas  counties.  This  progi  am 
is  funded  through  the  United  States  Department 
of  Agriculture  with  129  local  food  retailers  par- 
ticipating. Supplemental  food  and  partial  med- 
ical evaluations  were  provided  to  2,752  infants, 
8,004  children  and  817  women  during  the  past 
year. 

Additional  services  to  women  included  91,607 
family  planning  clinic  visits  and  16,252  maternity 
clinic  visits. 

The  Health  Outreach  Program  scheduled 
34,424  appointments  from  contact  services  to  pa- 
tients to  explain  early  and  periodic  screening 
and  family  planning  services  available  through 
local  health  departments  to  Medicaid  recipients. 
In  addition,  arrangements  were  made  for  trans- 
portation (8,545  were  transported)  and  child  care 
when  needed.  Clinic  casework  assistance  was  also 
provided. 

A program  of  comprehensive  health  care  to 
children  with,  or  suspected  of  having,  handi- 
capped conditions  is  offered  at  the  Handicapjoed 
Children’s  Center.  Children  receive  medical, 
social,  psychological,  dental,  speech,  audiological 
and  vision  evaluations.  Services  during  FY  76 
included  616  mental  retardation  evaluations  of 
which  481  were  for  new  patients;  1,074  speech 
and  hearing  evaluations;  101  hearing  aid  evalua- 
tions; 1,894  speech  and  language  therapy  sessions; 
923  group  sessions;  94  individual  sessions  for 
hearing  impaired  children;  and  825  dental  visits 
by  handicappied  children. 

Additional  services  to  children  included  15,654 
well-child  clinic  visits,  21,598  PKU  tests  of  new- 
born babies;  141,606  vision  screening  tests;  and 
110,800  hearing  screening  tests.  Vision  and  hear- 
ing screening  is  conducted  with  assistance  of 
schools,  PTA  groups  and  civic  organizations. 

Division  of  Communicable  Diseases 

The  Division  includes  programs  in  epidemi- 
ology, immunization,  venereal  disease  control, 
tuberculosis  control,  and  veterinary  public 
health. 

An  outbreak  of  an  influenza-like  disease  in  the 
Garland  County  Courthouse  was  found  to  be  due 
to  histoplasmosis  which  grew  in  bird  droppings 
on  the  roof.  Tire  droppings  were  treated  and  dis- 
posed of  and  cases  of  “courthouse  flu”  ceased. 
Several  food  and  waterborne  outbreaks  were  in- 
vestigated. 

The  international  travelers’  immunization 


clinic  provided  immunizations,  malaria  prophy- 
laxis and  up-to-date  information  on  the  health 
problems  Arkansas  travelers  can  expect  in  some 
foreign  countries. 

Venereal  Disease  Program 

A 24.6%  increase  in  infectious  syphilis  was 
noted  in  fiscal  year  1976  as  compared  to  fiscal 
year  1975.  There  was  a 5.4%  decrease  in  early 
latent  syphilis.  During  the  year,  134  syphilis  pa- 
tients were  interviewed;  359  contacts  were  in- 
vestigated; 41  new  patients  were  brought  to  treat- 
ment; and  205  contacts  were  treated  prophylacti- 
cally.  The  syphilis  serology  program  resulted  in 
11,458  positive  serologies  for  syphilis  of  which 
634  required  investigations.  The  follow-up  re- 
sulted in  bringing  to  treatment  52  patients  for 
early  syphilis  and  196  patients  for  other  stages 
of  syphilis. 

Gonorrhea  continues  as  the  most  frequently 
reported  venereal  disease.  During  fiscal  year 
1976,  13,602  cases  were  reported.  This  represents 
a 6.1%  increase  over  fiscal  year  1975.  During 
this  year,  69,324  cultures  were  performed  on  fe- 
males and  4,176  were  positive  and  treated  for 
gonorrhea. 

T uberculosis  Program 

Over  the  last  several  years  we  have  noted  al- 
ternating increases  and  decreases  in  the  morbidity 
of  tuberculosis.  We  show  an  increase  of  63  previ- 
ously unknown  active  TB  cases.  This  increase 
(63  cases)  appears  to  be  a result  of  more  complete 
reporting  of  cases  by  physicians. 

During  1975  when  Arkansas  reported  501  cases 
for  a rate  of  24.3  cases /1 00,000  population,  the 
U.  S.  reported  33,989  cases  for  a rate  of  15.9/100,- 
000  population.  Arkansas  has  always  been  higher 
than  the  national  average. 

The  Program  in  Arkansas  continues  to  provide 
short  term  general  hospital  in-patient  care  in  10 
treatment  centers  throughout  the  State  for  TB 
suspects  and  for  TB  cases  with  acute  illness.  'The 
Program  pays  for  patient  care  beyond  that  which 
is  paid  for  by  whatever  insurance  the  patient  may 
have.  Currently,  this  represents  approximately 
400  patients  each  year  with  an  average  hospital 
stay  of  16.3  days. 

Tuberculosis  outpatient  services  are  provided 
through  the  73  chest  clinic  sites  located  in  local 
county  and  city  health  units  throughout  Arkan- 
sas. These  clinics  are  staffed  by  a public  health 
nurse  and  a physician  trained  in  tuberculosis. 
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Veterinary  Public  Health 

The  Program  continues  the  service  of  provid- 
ing protection  and  consultative  assistance  to 
citizens  of  Arkansas  who  become  exposed  to  ani- 
mal diseases  which  are  transmissible  to  man.  A 
great  number  of  these  diseases  are  very  destruc- 
tive to  man.  Requests  for  information  and  as- 
sistance come  from  physicians,  veterinarians,  and 
local  health  departments,  as  well  as  individual 
citizens. 

There  were  120  laboratory-confirmed  cases  of 
animal  rabies  in  Arkansas  during  the  year.  The 
cases  were  reported  by  species  as  follows:  bat— 11, 
cat— 1,  cattle— 7,  dog— 1,  opossum— 1,  raccoon— 1, 
and  skunk— 98. 

There  were  187,759  pet  animals  vaccinated 
against  rabies  by  practicing  veterinaiians  during 
the  fiscal  year. 

There  were  2,274  incidents  of  animal  bites  to 
humans  rejxirted  this  fiscal  year  in  Arkansas. 

Immunization  Program 

Disease  prevention  continues  to  be  a funda- 
mental objective  of  public  health  programs.  Im- 
munizations against  diphtheria,  measles,  pertus- 
sis, polio,  rubella  and  tetanus  are  routinely  ad- 
ministered at  regularly  scheduled  clinics  in  each 
local  health  department.  Local  health  depart- 
ments also  conduct  special  immunization  clinics 
and  administer  immunizations  as  a part  of  the 
program  for  early  and  periodic  screening,  diag- 
nosis, treatment  and  prevention.  When  com- 
bined with  immunizations  given  by  private  phy- 
sicians, hospital  clinics,  and  school  health  pro- 
grams, they  provide  a system  for  maintaining 
good  immunization  levels  throughout  the  State. 

A statewide  survey  was  conducted  to  assess  the 
immunization  levels  for  first  grade  children.  All 
633  elementary  schools  in  the  State  with  first 
grades  were  included  in  the  survey  sample.  Of 
the  633  schools,  506  (79.9%)  responded.  The 
number  of  schools  responding  was  up  from  413 
to  506  representing  an  increase  of  15.3%.  Im- 
munization levels  rose  for  each  vaccine;  DPT 
6.2%,  OPV  8.3%,  measles  2.3%,  rubella  5.3% 
and  mumps  5.4%. 

Division  of  Dental  Health 

The  Division  of  Dental  Health  in  fiscal  year 
1975-1976  devoted  most  of  its  funding  monies 
toward  direct  dental  services  to  low  income  fam- 
ilies both  in  urban  and  rural  areas. 

Clinics  were  held  in  the  health  units  at  Jones- 
boro, Arkadelphia,  Texarkana,  North  Little 


Rock  and  the  Southeast  Regional  Health  Depart- 
ment at  Monticello. 

Water  supplies  in  89  communities,  serving  a 
total  population  of  779,000  persons,  are  now  be- 
ing fluoridated.  Arkansas  ranks  high,  compared 
to  other  states,  in  adding  this  preventive  dental 
health  measure. 

11.  BUREAU  OF  ADMINISTRATIVE 
SERVICES 

dhese  services  include  the  Divisions  of  Ac- 
counting, Building  Maintenance,  Data  Process- 
ing, Healtlt  Statistics,  Personnel,  Program  Infor- 
mation and  Vital  Records. 

Odier  functions  include  Equal  Employment 
Opportunity,  Affirmative  Action  vVdministra- 
tion.  Mortician  Training  Grants  administration 
and  Worker’s  Compensation. 

The  Personnel  Division  provides  advice  and 
direction  to  all  Division  heads,  supervisors  and 
local  health  department  administrators  regarding 
interpretation  of  personnel  policies  and  proce- 
dures as  established  for  State  agencies  by  the  Of- 
fice of  Peisonnel  Management  and  Arkansas 
Merit  System  Coundl. 

The  Agency  currently  has  approximately  1400 
employees,  (central  office  and  local  health  units). 
This  office  maintains  all  personnel  records,  co- 
ordinates recruitment  and  all  other  employment 
practices  for  the  Agency  including  salary  ad- 
vancement, promotions,  terminations,  establish- 
ing career  ladders  and  counseling  employees. 

The  office  cooperates  with  the  Office  of  Per- 
sonnel Management  in  maintaining  and  revising 
the  classification  system. 

Division  of  Health  Statistics 

During  the  year  of  July  1,  1975,  through  June 
30,  1976,  the  Division  distributed  503  copies  of 
the  Arkansas  Vital  Statistics  Biennial  Report  of 
1973-1974.  The  Division  processed  approximate- 
ly 175  miscellaneous  requests  for  vital  and  health 
statistics  data  during  the  year.  A total  of  21,481 
deatli  certificates  were  coded  as  to  the  primary 
cause  of  death  according  to  the  International 
Classification  of  Diseases. 

Division  of  Data  Processing 

In  March  1976,  a Burroughs  B1700  computer 
was  installed  in  the  Health  Department  building. 
In  June,  a new  Inforex  data  entry  system  was 
made  a part  of  the  operation.  The  entire  system 
is  now  disk  and  tape;  capable  of  processing  three 
computer  languages,  as  well  as  being  able  to 
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function  in  a multi -programming  mode  with 
capiabilities  of  future  expansion. 

In  less  than  four  months,  we  have  decreased 
the  backlog  of  all  “in  house’’  programs  awaiting 
processing. 

Division  of  Vital  Records  Calendar  Year  1975 

The  Division  of  Vital  Records  recorded  a total 
of  33,628  live  births;  21,481  deaths;  and  431  fetal 
deaths  for  the  year'  1975. 

All  certificates  of  birth,  deatli  and  fetal  death 
are  bound  in  volumes  and  indexed  by  place  and 
date  of  event. 

Local  registrars  representing  all  districts  in  die 
State  file  birth  and  death  certificates  each  month. 
Contact  is  maintained  with  die  registrars,  phy- 
sicians, midwives,  local  health  departments,  fu- 
neral directors  and  hospitals  in  order  to  stimulate 
registration  of  these  vital  events. 

Maniage  records  totaling  20,809  were  received 
from  the  county  clerks  of  die  State.  Circuit  clerks 
reported  16,767  divorces  and  annulments  granted 
for  the  same  period. 

During  the  year,  20,270  copies  of  death  cer- 
tificates were  issued  to  the  county  clerks  of  the 
State. 

During  1975,  5,175  amendments  were  made  to 
certificates  filed  in  die  Division  of  Vital  Records. 
Of  this  total,  1,346  were  adoptions,  381  were 
legitimations  and  435  were  changes  of  name. 
Delayed  and  prior  birth  records  for  this  period 
numbered  8,028. 

The  number  of  copies  of  vital  events  issued 
during  the  year  was  195,759,  an  average  of  780 
copies  per  work  day. 

Division  of  Accounting 

The  business  management  responsibility  of  the 
Health  Department  rests  with  the  Accounting 
Division.  Among  its  support  and  control  func- 
tions are  budget  coordination  and  preparation, 
fiscal  management,  including  fund  accounting, 
collections  and  appropriation  control,  along  with 
periodic  reporting  and  analysis  of  budget  status. 

During  the  fiscal  year  1975-76,  gross  receipts 
amounted  to  §23,503,186.00  and  disbursements 
totaled  §22,813,833.00. 

111.  PHARMACY  ADMINISTRATION 

The  Office  of  Pharmacy  Administration  was 
created  January  1,  1976,  to  form  a more  efficient 
program  of  pharmacy  services,  by  combining 
Drug  Control,  Central  Pharmacy  Services,  Local 


Pharmacy  Services,  Drug  Destruction  and  the 
Generic  Drug  Program  under  the  direction  of  a 
registered  pharmacist. 

The  services  provided  by  the  Drug  Control 
Division  include  the  enforcement  of  regulations 
by  conducting  890  inspections,  90  investigations, 
and  20  accountability  audits  on  handlers  of  con- 
trolled drug  substances  and  devices. 

The  Drug  Destruction  Program  provided  for 
the  destruction  of  936,510  dose  units  of  submitted 
controlled  substances  surrendered  by  legitimate 
handlers,  law  enforcement  personnel  and  the 
courts. 

The  Generic  Drug  Program  has  been  in  ex- 
istence since  October  1,  1975,  and  has  resulted 
in  a cost  savings  to  the  citizens  of  Arkansas  of 
approximately  4%  of  their  prescription  drug 
purchases. 

IV.  BUREAU  OF  PUBLIC  HEALTH 
ENGINEERING 

The  Bureau  has  progressed  a great  deal  in  the 
last  year  in  many  areas  including:  implementa- 
tion of  the  gas  fitters  licensing  program  in  the 
Building  Safety  Division;  applications  for  an  ap- 
proval of  Federal  funds  in  the  Division  of  Engi- 
neering in  order  to  implement  the  administra- 
tion of  the  Federal  Safe  Drinking  Water  Act  in 
Arkansas;  and  surveillance  programs  by  the  Di- 
vision of  Vector  Control  and  Recreation  to  ob- 
tain information  that  will  help  control  vectors 
causing  such  diseases  as  St.  Louis  encephalitis, 
histoplasmosis,  and  spotted  tick  fever. 

In  reviewing  these  accomplishments,  the  Bu- 
reau of  Public  Health  Engineering  is  proud  of 
the  services  rendered  to  the  citizens  of  Arkansas 
during  this  period. 

Division  of  Building  Safety 

The  number  of  plans  reviewed  under  Act  469 
of  1965  almost  doubled  this  year.  Another  new 
program  started  this  year  is  the  examining  of  all 
local  plumbing  inspectors  in  the  State  for  cer- 
tificates of  competency. 

A need  for  plumbers  in  rural  areas  and  in  small 
towns  without  a sufficient  number  of  regular  li- 
censed plumbers  was  observed.  Therefore,  rules 
and  regulations  were  adopted  to  examine  ap- 
plicants for  limited  plumber  licenses.  Limited 
licenses  are  to  cover  only  one  story  residential 
construction  and  small  commercial  buildings,  and 
the  plumber  is  permitted  to  work  only  in  one 
particular  town  or  area. 
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Division  of  Engineering 

The  Division  ol  Engineering  has  set  a goal  to 
maintain  a healthful  environment,  free  of  water- 
borne diseases  and  toxic  materials,  by  providing 
regulation  of  public  water  and  wastewater  facili- 
ties and  other  health  related  problems. 

The  program  services  provided  by  the  Engi- 
neering Division  are: 

1.  Review  of  plans  and  specifications  for  all 
public  sanitary  facilities.  A total  of  926 
plans  were  reviewed. 

2.  Monitoring  and  field  surveillance  of  all 
public  water  supplies  to  ensure  that  the 
public  is  served  safe  drinking  water.  A 
population  of  1,460,000  is  served  by  507 
public  water  systems  in  Arkansas.  The  re- 
sults of  40,400  bacteriological  examinations 
showed  that  96%  of  the  population  served 
by  public  water  supplies  was  consuming 
bacterially  safe  drinking  water. 

3.  Training  and  certification  of  water  works 
managers  and  operators  to  assure  com- 
petency and  efficiency  of  water  works  op 
eration.  Water  works  examinations  were 
given  to  377  operators  and  124  water  works 
operators  were  certified. 

4.  Provide  specialized  public  health  and  engi- 
neering assistance  to  municipal  water  and 
wastewater  departments.  A total  of  3,445 
engineering  consultations  were  provided  to 
various  Eederal,  State,  county  and  city  of- 
ficials, and  143  various  sanitation  problems 
were  investigated. 

Division  of  Vector  Control  and  Recreation 

The  Division  has  responsibilities  in  three  major 
areas:  Vector  Control,  Recreation,  and  Rodent 
Control. 

In  response  to  17  confirmed  cases  of  St.  Louis 
encephalitis  and  one  case  of  California  encephali- 
tis, ten  (10)  city-wide  mosquito  surveys  were 
made  determining  breeding  sites,  species,  distri- 
bution and  population  density.  Each  city  was 
instructed  as  to  the  control  measure  most  effec- 
tive to  the  individual  situation. 

The  Division  of  Vector  Control  assisted  the 
Division  of  Communicable  Diseases  by  trapping- 
rats  for  an  epidemiological  investigation  in  a 
human  death  from  leptospirosis.  Personnel  also 
assisted  in  an  epidemiological  investigation  into 
causes,  sources,  etc.,  of  a histoplasmosis  outbreak 
affecting  68  persons.  Recommendations  were 


made  concerning  the  proper  method  of  disinfec- 
tion of  a pigeon  roost  whicli  was  determined  to 
be  tlie  source  of  the  histoplasmosis.  The  Divi- 
sion relocated  four  blackbird  roosts  due  to  histo- 
plasmosis potential. 

Division  personnel  assisted  with  three  bat  con- 
trol programs.  Bat  control  methods  are  con- 
ducted to  reduce  rabies  potential  and  extopara- 
sites,  as  well  as  other  diseases  transmissible  to 
man  by  bats. 

Rodent  Control 

During  the  year,  preliminary  rat  surveys  were 
conducted  in  seven  cities.  A total  of  282  blocks, 
and  4,155  premises  were  surveyed;  approximately 
32,800  pounds  of  rat  poison  was  distributed. 

Recreation 

The  Division  is  responsible  for  surveillance, 
testing,  sampling  and  inspection  of  recreational 
facilities  such  as  camps,  parks,  public  use  areas 
and  rest  stops  in  Arkansas.  Inspection  and  issuing 
permits  for  all  houseboats,  pleasure  craft,  and 
commercial  water  craft  which  are  suitable  for 
overnight  occupancy  is  conducted  by  the  Divi- 
sion. 

V.  BUREAU  OF  EMERGENCY  HEALTH 
SERVICES 

The  Emergency  Medical  Services  Act  435  of 
1975  authorized  the  Department  of  Health,  Bu- 
reau of  Emergency  Health  Services,  to  develop 
and  implement  rules,  regulations,  and  standards 
relating  to  ambulance  service  operations,  equip- 
ment and  personnel.  This  includes  licensing  all 
EMS  providers,  issuing  and  renewing  permits  for 
ambulance  services,  certifying  emergency  med- 
ical technicians  and  defining  the  procedures  or 
services  such  personnel  can  render. 

Approximately  3,030  persons  have  been  trained 
and  certified  on  the  basic  EMT  level,  including 
many  firefighters  and  law  enforcement  personnel 
whose  duties  often  involved  them  in  emergency 
medical  assistance. 

VI.  BUREAU  OF  COMMUNITY  HEALTH 
SERVICES 

The  Bureau  of  Community  Health  Services  is 
primarily  concerned  with  the  delivery  of  health 
services  at  the  local  level.  The  Bureau  is  made 
up  of  the  Divisions  of  Records  and  Clerical  Serv- 
ices, Chronic  Diseases,  Sanitarian  Services,  Meat 
Inspection,  Public  Health  Education  and  Public 
Health  Nursing. 
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The  Division  of  Records  and  Clerical  Services 
provides  clerical  personnel  for  local  health  units 
in  75  counties  and  the  regional  health  offices; 
orientation  and  on-the-job  training  for  these 
employees;  administrative  leadership,  planning, 
direction  and  evaluation  of  clerical  services  in 
order  to  improve  techniques  and  skills  for  in- 
creasing work  productivity,  services  and  effi- 
ciency. 

Another  major  function  is  to  establish  and 
maintain  good  morale  through  proper  job  classi- 
fications and  promotions. 

Division  of  Sanitarian  Services 

The  Division  of  Sanitarian  Services  includes 
Food  Products  Control,  F.D.A.  Contract  Section, 
Milk  and  Dairy  Products,  and  a General  Sanita- 
tion Section.  The  Division  is  continuing  to  co- 
ordinate local  health  department  sanitarians,  the 
various  Divisions  of  the  Arkansas  Department  of 
Health,  and  other  agencies  charged  with  environ- 
mental health  programs  within  the  State. 

In  1976,  twenty-four  (24)  new  sanitarians  were 
assigned  to  local  health  dejjartments.  Today  all 
counties  have  full  or  at  least  partial  coverage  by 
field  sanitarians. 

Food  Products  Section 

The  expanding  economy  was  reflected  in  the 
growth  of  the  retail  food  industry  during  the 
past  year.  There  were  880  plans  for  food  han- 
dling establishments  inspected  by  central  office 
and  field  personnel. 

A total  of  583,733  pounds  of  distressed  food 
was  reconditioned,  destroyed  or  converted  into 
animal  feed.  This  food  was  involved  in  torna- 
does, fires,  floods,  or  otherwise  found  to  be  in 
violation  of  the  Arkansas  Food,  Drug,  and  Cos- 
metic Act.  During  the  past  fiscal  year,  807  food 
items  were  sampled  and  examined  for  filth,  in- 
sects, illegal  color  or  economic  fraud. 

Milk  and  Dairy  Products  Section 

The  primary  responsibility  of  the  Milk  and 
Dairy  Products  Section  is  to  ensure  that  all 
sources  of  milk  and  dairy  products  meet  the  es- 
tablished standards  that  assure  the  public  of  the 
safest  and  highest  quality  products. 

In  the  effort  to  assure  product  safety,  3,908 
bacteriological  milk  and  dairy  product  samples, 
along  with  230  milk  samples  for  pesticide  analy- 
sis, were  collected.  Samples  for  the  pesticide  sur- 
veillance program  increased  to  approximately 
three  times  last  year’s  rate. 


FDA  Contract  Section 

The  Food  and  Drug  Administration  has  con- 
tracted with  the  State  for  the  past  three  years 
to  ensure  inspectional  coverage  of  selected  food- 
related  firms.  Bakeries,  bottling  plants,  ware- 
houses, terminal  restaurants,  caterers  and  vehicle 
servicing  points  were  included  among  the  selected 
firms. 

During  the  past  year,  there  have  been  496  in- 
spections/re-inspections of  bakeries,  bottling 
plants,  warehouses,  terminal  restaurants,  caterers 
and  servicing  points,  and  773  food  samples  and 
subsamples  were  submitted  to  the  laboratory  for 
analysis. 

Division  of  Public  Health  Nursing 

For  those  who  recall  the  devastation  of  the 
Cabot  tornado,  some  will  remember  that  public 
health  nurses  worked  long  hours  and  were  on 
call  around  the  clock  for  more  than  a week.  They 
provided  immunizations,  first  aid,  community 
referral  service,  in  addition  to  rendering  those 
ongoing,  essential  services  that  patients  needed 
for  family  planning,  tuberculosis,  home  health 
(bedside  care)  and  other  priorities. 

Immunization  clinics  are  helping  to  prevent 
diseases  that  some  young  mothers  have  never 
seen.  The  mention  of  diphtheria,  whooping 
cough,  tetanus,  measles,  smallpox  and  polio  no 
longer  strikes  seasonal  dread  into  the  population. 

Through  routine  screening  and  assessment 
techniques,  nurses  have  identified  children  with 
hypertension,  geneto-urinary  deformity,  sickle 
cell  anemia,  orthopedic,  nutritional  and  behav- 
ioral problems;  having  identified  these  problems, 
they  work  through  the  family  and  community 
resources  to  obtain  medical  evaluation  and  treat- 
ment. 

When  illness  confines  a family  member  to  his 
home,  the  nurse  armed  with  written  orders  from 
the  patient’s  attending  physician  assists  with 
therapeutic  patient  management  in  the  home. 
This  commitment  to  care  may  combine  skilled 
nursing  procedure  with  teaching  self-care,  ob- 
taining supplies,  tapping  community  or  medicare 
resources  for  beds,  chairs,  pads,  lifts;  or  observ- 
ing, recording,  and  reporting  significant  change 
to  the  doctor. 

More  private  physicians  cooperate  and  contract 
with  the  Health  Department  to  staff  special 
clinics  over  the  State  in  maternal  and  child  care, 
family  planning,  and  chest  diseases.  Routine 
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nursing  procedures,  meaningful  histories,  im- 
proved records  and  clinic  management  combine 
to  enhance  delivery  of  efficient  medical  services. 

Division  of  Chronic  Disease 

The  Division  of  Chronic  Diseases  activities  are 
directed  toward  programs  involving  chronic  ill- 
nesses. A Diabetic  Screening  Progiam  for  high 
risk  individuals  is  conducted  by  local  health 
units.  A total  of  10,011  persons  were  screened, 
of  whom  193  were  referred  with  71  confirmations. 

In  an  effort  to  reduce  and  prevent  heart  dam- 
age and  rheumatic  fever,  the  Rheumatic  Fever 
Prevention  Program  furnishes  convenient  mail- 
ing kits  to  physicians  through  local  health  units 
for  rapid  processing  of  throat  swab  specimens  by 
the  Division  of  Public  Health  Laboratories. 
When  hemolytic  streptococcus  was  identified,  a 
telephone  report  of  positive  findings  was  made 
to  the  physician.  Of  the  12,611  specimens  re- 
ceived, 2,247  were  positive. 

Cancer  Section 

It  has  long  been  recognized  that  one  of  the 
basic  elements  of  cancer  control  is  an  effective 
mechanism  for  measuring  the  quality  and  quan- 
tity of  cancer  diagnosis  and  treatment  in  an  in- 
stitution. This  may  be  accomplished  by  collec- 
tion and  analysis  of  data  in  the  hospital  cancer 
registry.  There  are  11  reporting  hospital  cancer 
registries  in  Arkansas.  The  Arkansas  State  Cancer 
Registry  processed  4,792  tumor  registry  abstracts 
and  8,287  follow-ups  received  from  these  report- 
ing registries.  There  have  been  a total  of  55,697 
cancer  cases  abstracted  since  1935.  There  were 
11,529  tumor  registry  abstracts  and  follow-up  re- 
ports coded  for  data  processing. 

Division  of  Meat  Inspection 

The  function  of  the  program  is  to  provide  con- 
sumers of  meat  and  meat  food  products  health 
protection  from  the  many  diseases  of  animals 
transmissible  to  man  by  the  eating  of  meat  and 
meat  food  products  which  may  otherwise  have 
come  from  diseased  animals  or  animal  products 
which  have  been  contaminated  and/or  adulter- 
ated while  being  processed,  stored,  and/or  trans- 
ported under  unsanitary  or  harmful  conditions. 
The  Program  further  provides  the  consumer  with 
protection  against  meat  impropierly  labeled  or 
falsely  advertised. 

Currently,  there  are  98  official  plants  under 
full-time  inspection  as  either  slaughterers,  proc- 
essors, or  slaughter /processors.  There  are  67  es- 


tablishments which  aie  custom  exempt  slaughter- 
ers and/or  processors.  The  custom  exempt  plants, 
which  kill  or  cut  up  farm  animals  and  return  the 
meat  to  tlie  owners,  are  inspected  for  adequacy 
of  facilities,  in-plant  sanitation  procedures,  and 
the  proper  handling  of  products. 

Approximately  153  million  pounds  of  meat 
was  inspected  in  Arkansas  during  1975  under 
State  inspection.  During  calendar  year  1975, 
1,141,334  pounds  of  products  were  condemned  as 
unfit  for  human  consumption.  This  is  equivalent 
to  slightly  more  than  0.7  percent.  The  State  in- 
spection job  is  accomplished  with  60  meat  in- 
spectors. 

Division  of  Health  Education 

During  the  year,  die  Division  organized  and 
presented  136  educational  programs  to  a total  of 
9,808  persons. 

The  Film  Library,  one  of  the  most  important 
services  of  the  Division,  showed  a 53%  increase 
over  the  last  year  in  film  requests  by  schools  and 
other  usei's. 

Pamphlet  distribution  was  more  than  half  a 
million  copies.  There  were  24  new  pamphlets 
developed  this  year. 

Orientation  programs  and  tours  for  new  em- 
ployees and  various  visiting  groups  “rounded 
out”  a busy  and  productive  year. 

VII.  BUREAU  OF  HEALTH  FACILITY 
SERVICES 

The  following  programs  are  administered  by 
the  Division  of  Hospitals  and  Nursing  Homes: 
Construction  and  modernization  of  hospitals  and 
medical  facilities,  construction  of  community  fa- 
cilities for  the  mentally  retarded,  and  construc- 
tion of  community  mental  health  centers. 

Under  the  Social  Security  Act  (Medicare  Pro- 
gram), tlie  Division  has  the  responsibility  for 
surveying  health  care  facilities  such  as  hospitals, 
nursing  homes,  independent  laboratories.  Home 
Health  Agencies,  Occupational  Therapy  centers, 
and  End  Stage  Renal  Dialysis  Facilities. 

Other  programs  within  the  Division  are  the 
licensure  of  hospitals,  nursing  homes,  and  nursing 
home  administrators;  and  the  enforcement  of  Act 
122  of  1967,  which  requires  that  buildings  con- 
structed with  public  funds  be  accessible  to  and 
usable  by  the  physically  handicapped. 

This  year,  the  Hill-Burton  Program,  through 
its  grants  and  loans,  saw  the  completion  of  seven 
(7)  new  medical  facilities.  Presently,  there  are 
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six  (6)  facilities  under  construction,  and  thirteen 
(13)  additional  facilities  have  received  approval 
for  grants  or  loans. 

The  largest  facility  completed  this  year  was 
the  Baptist  Medical  Center  in  Little  Rock.  Also 
completed  was  St.  Michael’s  Hospital  in  Tex- 
arkana. Three  facilities  in  the  construction  proc- 
ess are  Crittenden  Memorial  Hospital  in  West 
Memphis,  Johnson  County  Hospital  in  Clarks- 
ville, and  the  Arkansas  Enterprises  for  the  Blind 
in  Little  Rock.  Magnolia  City  Hospital  is  due 
to  start  construction  this  year. 

Public  Health  Centers  in  Independence, 
Sharp,  Fulton,  Izard,  Jackson,  and  Faulkner 
Counties  were  approved  for  construction. 

The  State  Licensure  Program  has  the  responsi- 
bility for  licensing  all  hospitals,  nursing  homes, 
and  related  facilities  in  the  State.  Licensure  is 
dependent  upon  the  facilities’  compliance  with 
State  Rules  and  Regulations  for  Hospitals  and 
Nursing  Homes.  There  are  216  Nursing  Homes 
consisting  of;  84  Skilled  Nursing  Facilities  witli 
a bed  capacity  of  8,028;  120  Intermediate  Caie 
Facilities  with  a bed  capacity  of  9,617;  six  (6)  In- 
termediate Care  Facilities  for  the  Mentally  Re- 
tarded with  a bed  capacity  of  204.  There  was  an 
increase  of  710  nursing  home  beds  during  tlie 
year.  The  Division  performed  350  inspections 
fulfilling  this  responsibility.  Presently,  there  are 
101  hospitals  with  a bed  capacity  of  11,799. 

Another  responsibility  of  the  Division  is  to 
review  all  new  construction  plans  of  medical 
facilities  and  to  conduct  onsite  inspections  to 
ascertain  compliance  with  State  and  local  stand- 
ards. This  year,  150  plans  were  reviewed  for 
facilities  within  the  following  categories:  81  hos- 
pitals, 53  nursing  homes,  and  15  public  health 
centers. 

Nursing  Home  Certification  Program 
Tlie  Nursing  Home  Certification  Program  is 
charged  with  the  responsibility  of  surveying  nurs- 
ing homes  to  determine  their  eligibility  for  par- 
ticipating in  the  Medicaid  Program.  During  this 
fiscal  year,  185  surveys  were  performed:  69  in 
Skilled  homes,  110  in  Intermediate  Care  homes, 
and  six  (6)  in  Mental  Retardation  facilities. 

Division  of  Public  Health  Laboratories 
The  Division  of  Public  Health  Laboratories 
supplies  the  services  needed  in  microbiology  and 
clinical  chemistry  to  the  several  programs  and 
Divisions  of  the  Arkansas  Department  of  Health, 
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the  local  and  county  health  units,  clinics,  hos- 
pitals, physicians’  offices,  veterinarians,  and  other 
medical  providers  throughout  the  State.  The  Di- 
vision has  nine  (9)  sections  and  21  units,  includ- 
ing 16  laboratories,  all  within  the  Central  Office 
of  the  Health  Department. 

During  fiscal  year  1976,  this  Division  had  an 
overall  increase  of  1.2%  in  specimens  received 
and  3.1%  in  examinations  performed.  Greatest 
increases  were  in  the  Food  Laboratory  (144%), 
the  Milk  I.aboratory  (46%),  the  Clinical  Labora- 
tory (27%),  and  the  Virology  Laboratory  (24%). 

Programs  for  the  detection  of  gonorrhea  and 
for  detection  of  beta-hemolytic  streptococci  were 
very  active  this  year.  There  were  12,627  speci- 
mens received  for  detection  of  beta-hemolytic 
streptococci  (18%  positive)  and  72,224  cultures 
for  detection  of  gonorrhea  (7%  positive). 

The  Serology  Section  performed  137,299  ex- 
aminations for  syphilis,  including  3,451  fluores- 
cent Treponemal  Antibody  tests  for  diagnostic 
problem  cases.  Of  these  tests,  15,570  were  for  the 
premarital  certificates  required  by  law.  The 
Laboratory  Improvement  Section  continued  its 
proficiency  testing  and  certification  of  119  other 
laboratories  throughout  the  State  to  also  perform 
these  tests.  Also  performed  were  2,886  serological 
tests  for  diseases  such  as  tularemia,  brucellosis, 
salmonellosis,  typhoid,  and  other  fevers. 

Over  900,000  laboratory  reports  were  written, 
duplicated,  recorded,  distributed,  and  filed  by 
the  administrative  and  clerical  section  besides 
handling  thousands  of  phone  queries  for  reports 
or  information. 

VIII.  BUREAU  OF  ENVIRONMENTAL 
HEALTH  SERVICES 

The  Bureau’s  primary  concern  is  “offering  the 
citizens  of  Arkansas  a comprehensive  environ- 
mental health  program  of  services  to  ensure  a 
clean  and  healthful  environment  in  which  to 
live,  work  and  play.” 

Division  of  Blood  Alcohol 

The  Division  of  Blood  Alcohol  continued  its 
regulatory  functions  in  the  area  of  DWI  (Driving 
While  Intoxicated)  testing.  At  the  close  of  fiscal 
year  1976,  there  were  122  certified  installations 
in  Arkansas.  These  are  local  piolice  departments 
and  sheriffs’  offices  which  have  approved  devices 
and  personnel  certified  for  the  purpose  of  test- 
ing subjects  to  determine  the  alcoholic  content 
of  the  blood.  The  instruments,  a total  of  147, 
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are  certified  by  Blood  Alcohol  personnel  who 
make  an  inspection  visit  once  every  three  (3) 
months.  There  are  approximately  1,100  certi- 
fied officers  in  the  State. 

Blood  samples  are  sent  to  the  Blood  Alcohol 
lab  for  analysis  and  possible  use  as  court  evi- 
dence. This  year,  688  samples  were  analyzed,  an 
increase  of  39%  over  last  year. 

Division  of  Health  Mobilization 
The  Division  of  Health  Mobilization  encom- 
passes two  (2)  sections  of  Emergency  Health 
Planning  and  Preparedness  and  is  operated  in 
conjunction  with  tlie  overall  State  Emergency 
Preparedness  Plan,  coordinated  by  the  State  Of- 
fice of  Emergency  Services. 

Radiological  Defense  Program 
The  Radiological  Defense  Program,  more  com- 
monly referred  to  as  the  RADEF  program,  spe- 
cialized in  the  readiness  and  reliability  of  the 
entire  radiological  defense  systems  at  State  and 
local  levels.  The  objectives  of  the  RADEF  Pro- 
gram are: 

1.  To  operate  maintenance  and  calibration 
facilities  for  radiation  monitoring  equip 
ment  located  across  the  State  in  various 
monitoring  stations  and  shelters. 

2.  To  train  monitors  to  operate  the  radiolog- 
ical monitoring  equipment. 

Health  Mobilization  Program 
The  Health  Mobilization  Program  also  in- 
cludes medical  facility  support  in  the  Packaged 
Disaster  Hospitals  (PDH)  and  Hospital  Reseirve 
Disaster  Inventory  (HRDI)  Programs,  and  indi- 
vidual survival  and  health  measures  in  the  pop 
ular  Medical  Self-Help  Program. 

Poison  Control  Program 
The  Poison  Control  Program  is  responsible  for 
coordinating  the  activities  of  the  Poison  Control 
Centers  and  conducting  the  Pesticide  Project  in 
Arkansas.  The  nine  (9)  Poison  Control  Centers, 
of  which  eight  (8)  are  treatment  centers  as  well 
as  information  sources,  have  been  active  in  re- 
sponding to  poisoning  cases  and  providing  in- 
formation on  request.  One  center  alone  re- 
sponded to  2,353  requests  for  poisoning  informa- 
tion from  various  points  in  Arkansas. 

Pesticide  Project 

The  Pesticide  Project  has  major  emphasis  in 
pesticide  residue  monitoring  programs,  accident 
and  incident  investigation,  and  training  on  safety 


in  the  use  and  handling  of  pesticides.  Milk  moni- 
toring for  pesticide  residues  is  conducted  with 
the  collection  of  233  samples  from  milk  produced 
and  consumed  in  Arkansas. 

Division  of  Radiological  Health 

The  Division  of  Radiological  Health  conducts 
a comprehensive  program  of  radiological  health 
services  throughout  the  State.  Particular  pro- 
gram emphasis  includes:  (1)  regulation  of  users 
of  radioactive  materials,  x-ray  machines  and 
particle  accelerators,  (2)  environmental  radiation 
monitoring  or  source-oriented  nuclear  facilities, 
(3)  emergency  response  to  radiological  incidents, 
and  (4)  monitoring  of  nonionizing  radiation. 

At  the  close  of  1975,  the  Arkairsas  Nuclear  One 
{xrwer  generating  station  achieved  one  year  of 
commercial  operation.  Environmental  radiation 
monitoring  programs  at  the  facility,  conducted 
by  the  Division  on  a weekly,  quarterly,  and  semi- 
annual basis,  revealed  no  significant  inaease  in 
the  offsite  environmental  radiation  that  may  be 
attributable  to  the  operation  of  the  facility. 

Division  of  Childhood  Blood  Lead  Screening 

This  Federally  funded  statewide  screening  pro- 
gram screens  children  under  six  (6)  for  lead  poi- 
soning. Few  childhood  diseases  occupy  a position 
as  unique  as  lead  poisoning.  Silently,  almost  un- 
noticed, it  causes  needless  death  of  many  chil- 
dren and  leaves  more  with  mental  retardation, 
cerebral  palsy,  convulsive  seizures,  blindness, 
learning  defects,  behavior  disorders,  kidney  dis- 
ease, and  other  handicaps.  The  cost  per  child 
screened  was  |20.00,  and  for  every  |206  ex- 
pended, a child  who  required  some  type  of  fol- 
low-up was  located,  referred  for  diagnostic  test- 
ing, and  any  treatment.  In  addition  to  immedi- 
ate medical  attention  for  the  child,  an  inspection 
was  accomplished  to  locate  and  abate  the  lead 
hazard  from  the  dwelling  where  poisoning  had 
occurred,  while  follow-up  and  retesting  con- 
tinued for  the  child  found  to  have  a high  blood 
concentration. 

Division  of  Environmental  Laboratories 

The  Division  of  Environmental  Laboratories 
provides  an  analytical  chemistry  service  in  sup- 
port of  the  Department’s  Divisions  of  Radiolog- 
ical Health,  Sanitarian  Services,  Meat  Inspection, 
Pesticide  Project,  and  Blood  Lead  Program. 
Additionally,  the  Drug  Laboratory  provides  an 
analytical  service  for  all  Arkansas  law  enforce- 
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merit  agencies  to  assist  them  in  controlling  drug 
traffic  in  Arkansas. 

The  laboratories  operate  a 24-hour,  7-day-a- 
week  Emergency  Toxicology  service  to  assist 
health  care  providers  in  determining  the  cause 
and  treating  emergency  poisoning  victims.  This 
is  a service  conducted  by  the  Department  of 
Health  in  cooperation  with  the  University  of  Ar- 
kansas Department  of  Medical  Sciences. 

(I  dedicate  this  report  to  tlie  public  health 
staff’s  sincerity,  devotion,  and  hard  work.) 

Medical  Education  Foundation  for  Arkansas 
Robert  Watson,  M.D.,  President 

The  Medical  Education  Foundation  for  Ar- 
kansas has  continued  to  reflect  conscientious 
stewardship  of  tlie  funds  entrusted  to  it.  Through 
cautious  management  these  funds  have  continued 
to  grow  toward  a meaningful  goal.  This  is  evi- 
denced by  a seven-year  increase  in  total  assets 
from  133,000  in  1971  to  |80,000  in  1976.  Interest 
income  and  memorial  contributions  have  in- 
creased from  $1,450  in  1971  to  $4,643  in  1976. 
All  along,  your  Foundation  has  followed  the  plan 
to  “spend  a little  and  save  a little,”  toward  even- 
tually building  a self-perpetuating  fund. 

This  goal  is  now  being  approached.  Follow- 
ing consultation  with  the  Medical  School,  the 
Liaison  Committee  with  the  medical  students 
and  others  as  recommended  by  tire  Reference 
Committee  of  1975,  a trial  series  of  quarterly  lec- 
tures, beginning  this  year,  are  to  be  presented  at 
the  Medical  Center.  This  series  of  lectures  is  to 
be  known  as  being  of  Arkansas  State  Medical 
Society  sponsorship.  They  are  to  be  presented  by 
nationally  credible  speakers  on  subjects  common 
to  the  interests  of  students  at  differing  levels  of 
training.  The  selection  of  speakers  and  the 
choice  of  subject  is  made  by  a joint  committee 
from  the  Department  of  Student  Education  and 
the  Medical  Educational  Foundation.  As  con- 
tinued funds  accumulate,  additional  means  of 
bettering  medical  education  in  Arkansas  will  be 
developed. 

Report  from  the  Arkansas  Medical 
Political  Action  Committee 
Kemal  Kutait,  M.D.,  Chairman 

Since  1976  was  an  election  year,  more  indi- 
vidual members  of  Ark-PAC  expressed  interest 
in  the  activities  of  the  committee.  Ark-PAC  con- 
tributed to  several  political  campaigns  on  the 


State  level  and  to  one  campaign  on  the  National 
level. 

There  were  1618  dues-paying  members  of  the 
Arkansas  Medical  Society  in  1976.  Ark-PAC  had 
128  physician  members  for  1976  and  90  physi- 
cians’ spouses  were  members.  More  support  of 
the  Medical  Political  Action  Committee  by  phy- 
sicians is  needed.  PAC  achieves  effectiveness  by 
combining  small  individual  contributions  of  the 
membership  into  one  sizable  contribution  to  a 
candidate’s  campaign.  As  long  as  our  numbers 
remain  small,  we  have  limited  effectiveness. 

Physicians  are  also  reminded  that  you  have  a 
further  obligation  for  individual  involvement  in 
politics  on  a local  level.  Your  obligations  can- 
not be  totally  fulfilled  by  joining  Ark-PAC;  you 
should  also  contribute  time  and  money  in  your 
local  area.  PAC  funds  are  limited;  it  is  not  pos- 
sible to  contribute  to  every  political  candidate. 
Physicians  and  their  families  must  help  elect 
legislators  who  are  aware  of  the  current  crises 
in  health  care  legislation  and  who  are  ready  to 
back  our  stand. 

The  treasurer  of  Ark-PAC,  W.  P.  Phillips  of 
Fort  Smith,  is  commended  for  his  action  in 
getting  all  of  the  members  of  his  group  enrolled 
as  sustaining  members  for  1977. 

(A  copy  of  Ark-PAC’s  financial  report  is  filed 
with  the  Federal  Election  Commission  and  is 
available  for  purchase  from  the  Federal  Election 
Commission,  Washington,  D.  C.) 

House  of  Delegates  Business  Affairs 

The  following  proposed  revisions  of  the  Con- 
stitution and  By-Laws  will  be  presented  to  the 
House  of  Delegates  for  the  first  reading  at  the 
meeting  on  Sunday,  April  24th.  The  revised  copy 
is  in  italics  and  the  deleted  portions  are  in  paren- 
thesis. Some  portions  shown  as  deleted  may  ap- 
pear elsewhere  as  part  of  reorganization  of  some 
sections.  Proposed  revisions  adopted  by  the  1977 
meeting  will  be  published  twice  in  the  Journal 
of  the  Arkansas  Medical  Society  and  presented  to 
the  House  of  Delegates  for  final  vote  at  the  an- 
nual convention  in  1978. 

Constitution 

ARTICLE  I.  Name  of  the  Society 

The  name  (and  title)  of  this  organization  shall 
be  the  Arkansas  Medical  Society. 

ARTICLE  II.  Purposes  of  the  Society 

The  purposes  of  this  Society  shall  be: 
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1.  To  federate  and  bring  into  one  compact  or- 
ganization the  entire  medical  profession  of 
the  State  of  Arkansas  and  to  unite  with  sim- 
ilar societies  of  other  states  to  form  the  Ameri- 
can Medical  Association; 

2.  To  extend  medical  knowledge  and  advance 
medical  science; 

3.  To  elevate  the  standard  of  medical  education, 
and  to  secure  the  enactment  and  enforcement 
of  just  medical  laws; 

4.  To  promote  friendly  intercourse  among  phy- 
sicians; 

5.  To  guard  and  foster  the  material  interests  of 
its  members  and  to  protect  them  against  im- 
position; 

6.  To  enlighten  and  direct  public  opinion  in  re- 
gard to  the  great  problems  of  state  medicine, 
so  that  the  profession  shall  become  more  cap- 
able and  honorable  within  itself,  and  more 
useful  to  the  public  in  the  prevention  and 
cure  of  disease,  and  in  prolonging  and  adding 
comfort  to  life;  and 

7.  To  maintain  medical  ethics  and  to  secure 
compliance  with  the  art  of  medical  practice. 

ARTICLE  III.  Component  Societies 
Component  societies  shall  consist  of  those 
(county  medical)  societies  which  hold  charters 
from  this  society  as  provided  in  the  By-Laws; 
(provided,  however,  that  there  may  be  a chartered 
society  known  as  the  “Student,  Intern,  and  Resi- 
dent Society”  as  provided  in  the  By-Laws.) 

ARTICLE  IV.  Composition  of  the  Society 
Section  1.  Composition 

This  Society  shall  consist  of  members,  delegates 
and  guests. 

Section  2.  (Active  Membership)  Members 
The  (Active)  Membership  of  this  Society  shall 
comprise  all  the  (active)  members  of  its  com- 
ponent societies.  (Only  such  p>erson  is  eligible 
for  active  membership  in  a component  society 
as  possesses  the  degree.  Doctor  of  Medicine,  and 
holds  an  unrevoked  license  to  practice  medicine 
and  surgery  issued  by  the  Board  of  Medical  Ex- 
aminers which  consists  of  members  recommended 
by  this  Society.  The  eligibility  requirements  set 
forth  in  the  preceding  sentences  are  not  to  apply, 
however,  to  members  in  good  standing  in  any 
component  society  at  the  time  of  the  adoption 
of  this  Section  [Adopted,  House  of  Delegates, 
1961  Annual  Session]  nor  to  the  members  of  the 


specially  chartered  “Student,  Intern  and  Resident 
Society.”) 

Section  3.  Delegates 

Delegates  shall  be  those  members  who  are 
elected  in  accordance  with  the  Constitution  and 
By-Laws  to  represent  their  respective  component 
societies  in  the  House  of  Delegates  of  this  So- 
ciety. 

Section  4.  Guests 

Any  distinguished  physician  not  a resident  of 
this  State,  who  is  a member  of  his  own  state  so- 
ciety, may  become  a guest  during  any  annual 
session  on  invitation  of  the  officers  of  this  Society, 
and  shall  be  accorded  the  privilege  of  participat- 
ing in  all  of  the  scientific  work  for  that  session. 

ARTICLE  V.  House  of  Delegates 

The  House  of  Delegates  shall  be  the  legislative 
body  of  the  Society,  and  shall  consist  of  (1)  dele- 
gates elected  by  the  component  county  societies 
as  provided  in  the  By-Laws;  (2)  the  councilors, 
and  (3)  ex-officio,  the  president,  first  vice  presi- 
dent, president-elect,  spieaker,  vice  speaker,  sec- 
retary, treasurer,  and  past  presidents  of  the  So- 
ciety, provided,  however,  that  the  ex-officio  mem- 
bers shall  have  the  power  of  voting  on  all  subjects 
except  the  election  of  officers,  (and  [4]  one  dele- 
gate from  the  “Student,  Intern,  and  Resident 
Society.”) 

ARTICLE  VI.  Council 

Section  1.  Duties 

The  Council  shall  be  the  executive  body  of  the 
House  of  Delegates  and  between  sessions  of  the 
House  shall  exercise  the  power  conferred  on  the 
House  of  Delegates  by  the  Constitution  and  By- 
Laws.  It  shall  constitute  the  Finance  Committee 
of  the  House  of  Delegates. 

Section  2.  Composition 

The  Council  shall  consist  of  the  councilors, 
the  president,  first  vice  president,  president-elect, 
secretary  and  treasurer.  The  speaker  and  vice 
speaker  of  the  House  of  Delegates  and  the  past 
presidents  shall  be  members  ex-officio  without 
vote.  There  shall  be  two  councilors  from  each 
councilor  district  to  serve  staggered  terms  of  two 
years  each.  All  councilors  shall  have  equal  voting 
privileges.  A majority  of  the  voting  members 
shall  constitute  a quorum.  (Besides  its  duties 
mentioned  in  the  By-Laws,  the  Council  shall  con- 
stitute the  Finance  Committee  of  the  House  of 
Delegates.) 


Volume  73,  Number  10  — March,  1977 


443 


Arkansas  Medical  Society  Meeting,  April  24-27,  1977 


Section  3.  Executive  Committee 

The  Chairman  of  the  Council,  the  President, 
the  President-elect  and  the  Secretary  shall  con- 
stitute the  executive  committee  of  the  Council. 
The  Chairman  of  the  Council  shall  serve  as 
chairman  of  the  Executive  Committee.  The  Ex- 
ecutive Committee  shall  have  such  powers  and 
duties  as  provided  in  the  By-Laivs  and  as  may 
he  defined  from  time  to  time  by  resolution  of 
the  Council. 

ARTICLE  VII.  Sections  and  District  Societies 

The  House  of  Delegates  may  provide  for  a di- 
vision of  the  scientific  work  of  the  Society  into 
appropriate  sections,  and  for  the  organization  of 
such  councilor  district  societies  as  will  promote 
the  best  interests  of  the  profession,  such  societies 
to  be  composed  exclusively  of  members  of  com- 
ponent societies. 

ARTICLE  VIII.  Sessions  and  Meetings 

Section  1. 

Tlie  Society  shall  hold  an  Annual  Session,  dur- 
ing which  there  shall  be  held  daily  general  meet- 
ings, which  shall  be  open  to  all  registered  mem- 
bers and  guests. 

Section  2. 

The  place  (for  holding  each  Annual  Session 
shall  be  decided  by  the  House  of  Delegates  two 
years  in  advance.  The)  and  time  for  holding  each 
Annual  Session  shall  be  decided  (by  the  Com- 
mittee on  Arrangements  of  the  Arkansas  Medical 
Society  and  the  president  and  the  executive  vice 
president)  by  the  Council. 

ARTICLE  IX.  Officers 

(Section  1.) 

The  officer.s  of  this  Society  shall  be  a president, 
president-elect,  three  vice  presidents.  Speaker  of 
the  House  of  Delegates,  Vice  Speaker  of  the 
House  of  Delegates,  a secretary,  a treasurer,  and 
twenty  councilors  (and  an  executive  vice  presi- 
dent). Their  qualifications  and  terms  of  office 
shall  be  as  provided  in  the  By-Laws. 

(Section  2.) 

(The  president-  elect  and  vice  presidents,  the 
speaker  and  vice  speaker,  the  secretary  and  treas- 
urer shall  be  elected  annually,  each  to  serve  a 
one-year  term.  On  the  expiration  of  his  term  as 
president-elect,  that  person  shall  automatically 
succeed  to  the  presidency  and  shall  serve  as  presi- 
dent for  the  ensuing  year.  Each  year,  ten  coun- 
cilors shall  be  elected  to  serve  a two-year  term. 
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All  officers  shall  serve  until  their  successors  are 
installed.) 

ARTICLE  X.  Funds  and  Expenses 

Section  1. 

Funds  shall  be  raised  by  an  equal  per  capita 
assessment  on  each  component  society  except  as 
provided  in  the  By-Laws.  The  amount  of  the 
assessment  shall  be  fixed  by  the  House  of  Dele- 
gates (but  shall  not  exceed  the  sum  of  $50.00 
per  capita  per  annum  except)  on  four-fifths  vote 
of  the  delegates  present. 

Section  2. 

Funds  may  also  be  raised  by  voluntary  contri- 
butions, from  the  Society’s  publications  and  in 
any  other  manner  approved  by  the  House  of 
Delegates.  Funds  may  be  appropriated  by  the 
House  of  Delegates  to  defray  the  expenses  of  the 
Society  for  publications,  and  for  such  other  pur- 
poses as  will  promote  the  welfare  of  the  profes- 
sion. All  resolutions  appropriating  funds  must 
be  referred  to  the  Council  before  action  is  taken 
thereon. 

ARTICLE  XL  Referendum 

Section  1. 

A general  meeting  of  the  Society  may,  by  a 
two-thirds  vote  of  the  members  present,  order  a 
general  referendum  on  any  questions  pending 
before  the  House  of  Delegates  and  when  so  or- 
dered the  House  of  Delegates  shall  submit  such 
cjuestions  to  the  members  of  the  Society,  who  may 
vote  by  mail  or  in  person,  if  the  members  voting 
shall  comprise  a majority  of  all  the  members  of 
the  Society,  a majority  of  such  vote  shall  de- 
termine the  question  and  be  binding  upon  the 
House  of  Delegates. 

Section  2. 

The  House  of  Delegates  may,  by  a two-thirds 
vote  of  its  own  members,  submit  any  question  be- 
fore it  to  a general  referendum,  as  provided  in 
the  preceding  section,  and  the  result  shall  be 
binding  upon  the  House  of  Delegates. 

ARTICLE  XII.  The  Seal 

The  Society  shall  have  a common  seal,  with 
power  to  break,  change  or  renew  the  same  at 
pleasure,  by  action  of  the  House  of  Delegates. 

ARTICLE  XIII.  Amendments 

The  House  of  Delegates  may  amend  any  article 
of  this  Constitution  by  a two-thirds  vote  of  the 
delegates  present  at  any  annual  session,  provided 
that  such  amendment  shall  have  been  presented 
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in  open  meeting  at  the  previous  annual  session, 
and  that  it  shall  have  been  published  twice  dur- 
ing tire  year  in  a bulletin  or  Journal  of  this 
Society. 

By-Laws 

CHAPTER  1.  Membership 

Section  1.  Membership  in  Component  Societies 
(A)  Membership  in  this  Society  shall  be  by 
membership  in  one  of  its  component  societies. 
(Section  1)  (B) 

The  name  of  a physician  on  the  properly  certi- 
fied roster  of  members  of  a component  society 
which  has  paid  its  annual  assessment  shall  be 
prima  facie  evidence  of  membei-ship  in  this  So- 
ciety. 

Section  2.  Membership  Classifications 
(A)  Active  Membership 

Active  membership  of  this  Society  shall  be 
limited  to  persons  who  possess  the  degree  of 
Doctor  of  Medicine  and  who  hold  an  unrevoked 
license  to  practice  medicine  and  surgery  issued 
by  the  Arkansas  State  Medical  Board.  Such  mem- 
bers shall  have  the  right  to  vote,  hold  office,  and 
all  other  privileges  of  membership  in  this  Society. 
(Section  4)  (B)  Life  Membership 
An  active  member  who  (shall  have  attained  his 
eightieth  year  and  shall  have  been  a member  of 
his  county  medical  society  in  Arkansas  or  else- 
where in  the  United  States  continuously  since 
beginning  the  practice  of  medicine,  or  who  for 
fifty  years  shall  have  been  continuously  a mem- 
ber of  his  county  medical  society  in  Arkansas  or 
elsewhere  in  the  United  States,  shall  upon  estab- 
lishing the  above  facts  to  the  satisfaction  of  his 
county  medical  society,  and  upon  the  recom- 
mendations of  such  society,  be  granted  the  status 
of  a Life  Member.)  has  continuously  been  a mem- 
ber of  organized  medicine  and  has  either  (1)  at- 
tained age  seventy-five  or  (2)  practiced  forty-five 
years  shall  be  eligible  for  life  membership  and, 
upon  the  recommendation  of  his  component  so- 
ciety, shall  be  granted  such  status  by  the  House 
of  Delegates.  (Such  member  shall  enjoy  full  mem- 
l>ership  privileges  and  shall  be  exempt  fiom  the 
payment  of  further  dues  or  assessments.)  Life 
members  shall  have  the  right  to  vote,  hold  office, 
and  all  other  privileges  of  membership  in  this 
Society. 

(C)  Emeritus  Membership 
An  active  member  who  has  continuously  been 
a member  of  organized  medicine  for  less  than 


forty-five  years  and  xoho  has  fully  retired  from 
the  practice  of  medicine  shall  be  eligible  for 
Emeritus  Membership.  Such  membership  shall 
be  granted  by  the  House  of  Delegates  upon  the 
recommendation  of  the  member’s  component  so- 
ciety. Emeritus  members  shall  not  have  the  right 
to  vote  or  hold  office,  but  shall  have  all  other 
privileges  of  membership  in  this  Society. 

(Section  5)  (D)  Affiliate  Membership 

An  active  member  in  good  standing  in  his 
(county)  component  society  may  (upon  the  recom- 
mendation of  such  society)  be  granted  affiliate 
membership  (with  full  voting  and  other  privi- 
leges) where  one  or  more  of  the  following  con- 
ditions exist:  (retirement  from  active  practice) 
physical  or  other  disability  of  a character  pre- 
venting the  practice  of  medicine,  a serious  and 
prolonged  illness,  or  financial  reverses.  Affiliate 
membership  shall  be  on  an  annual  basis  only  and 
a memlDcr  must  lie  recommended  each  year  for 
such  special  status  by  (the  secretary  and  presi- 
dent of)  his  (county)  component  society  follow- 
ing a review  and  reassessment  of  his  particular 
situation.  An  affiliate  member  shall  enjoy  full 
membership  privileges  (and  shall  be  exempt 
from  the  payment  of  dues  and  assessments  during 
the  year  in  which  he  is  granted  such  status,  and 
a certificate  of  membership  shall  be  issued  to 
him  for  such  year.)  except  that  he  shall  not  have 
the  right  to  vote  or  hold  office. 

(Section  7)  (E)  Military  Members 

(A.  Regular  members  of  the  Arkansas  Medical 
Society  who  are  in)  An  active  member  in  good 
standing  in  his  component  society  xoho  enters  the 
service  of  the  armed  forces  of  the  United  States, 
not  as  a career  officer(s),  may  be  classified  as  a 
military  member(s),  and  carried  on  the  roll(s)  of 
(their)  his  (resjrective  county  societies)  component 
society  as  such.  (Military  members  shall  have  a 
waiver  of  dues  during  the  time  of  service,  pro- 
vided that  they  are  in  good  standing  at  the  time 
they  entered  the  armed  forces.  Military  members 
shall  enjoy  full  membership  privileges  and  cer- 
tificates of  membership  shall  be  issued  to  them 
each  year.) 

(B.  Young  physicians  going  from  internship 
or  residency  to  military  service  shall  be  granted 
military  membership  with  dues  exemption,  pro- 
vided the  request  for  such  membership  is  trans- 
mitted through  a component  society.  Such  mili- 
tary membership  shall  be  on  an  annual  basis 
only.  The  requirements  for  active  membership 
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prior  to  exemption  shall  be  waived  for  such 
military  members.  Such  members  shall  enjoy  full 
membership  privileges  except  that  they  may  not 
vote  or  hold  office,  and  certificates  of  member- 
ship shall  be  issued  to  them.  This  section  shall 
not  be  construed  to  mean  that  military  member- 
ship may  be  granted  to  those  physicians  who 
enter  military  service  after  a period  of  active 
practice  during  which  time  they  were  not  mem- 
bers of  the  Society.) 

A physician  entering  service  of  the  armed 
forces  of  the  United  States,  not  as  a career  officer, 
upon  completion  of  internship  or  residency  train- 
ing shall  he  eligible  for  military  membership 
upon  the  request  of  a component  society. 

Military  members  shall  enjoy  full  membership 
privileges  except  that  they  shall  not  have  the 
right  to  vote  or  hold  office. 

(F)  Intern  and  Resident  Members 

Physicians  licensed  to  practice  medicine  and 

surgery  in  this  State  who  are  engaged  in  filling 
intern  or  residency  appointments  in  approved 
hospitals  shall  be  eligible  for  membership  in  this 
Society.  Such  membership  shall  end  with  termi- 
nation of  this  status.  Such  members  shall  enjoy 
the  rights  and  privileges  accorded  active  members 
except  that  they  shall  not  hold,  office  or  chair 
committees. 

(G)  Strident  Members 

Students  enrolled  in  an  approved  medical 
school  shall  be  eligible  for  student  membership 
in  this  Society.  Student  members  shall  enjoy  the 
rights  and  privileges  accorded  active  members 
except  that  they  shall  not  hold  office  or  chair 
committees. 

Section  3.  Dues  Exemption 

Life,  Emeritus,  Affiliate,  Military,  Intern  and 
Resident  and  Student  members  shall  be  exempt 
from  the  payment  of  dues  and  assessments. 

Section  (2)  4.  Suspension  or  Expulsion 

Any  person  who  is  under  sentence  of  suspen- 
sion or  expulsion  from  a component  society,  or 
whose  name  has  been  dropped  from  its  roll  of 
members,  shall  not  be  entitled  to  any  of  the 
rights  or  benefits  of  this  Society,  nor  shall  he  be 
permitted  to  take  part  in  any  of  its  proceedings 
until  he  has  been  relieved  of  such  disability. 

Section  (3)  5.  Meeting  Registration 

Each  member,  each  member  chosen  as  a dele- 
gate, and  each  guest  in  attendance  at  an  annual 


session  of  the  Society  shall  register  in  such  man- 
ner as  may  be  provided  by  the  (secretary)  execu- 
tive vice  president,  giving  his  name,  address,  and 
the  component  society  of  which  he  is  a member. 
When  his  right  to  membership  has  been  verified 
by  reference  to  the  roster  of  his  society,  he  shall 
receive  a badge  which  shall  be  evidence  of  his 
right  to  all  the  privileges  of  membership  at  that 
session.  No  member  shall  take  part  in  any  of  the 
proceedings  of  an  annual  session  until  he  has 
complied  with  the  provisions  of  this  section. 
Section  6.  Continuing  Medical  Education 
Continued  membership  in  the  Society  is  de- 
pendent upon  compliance  with  continuing  med- 
ical education  requirements  as  specified  below: 

(A)  Classification  of  Members  affected 

All  members  of  the  Society  will  comply  with 
this  charge,  except  those  retired  from  prac- 
tice, those  still  engaged  in  their  formal  med- 
ical or  specialty  education,  non-resident 
members  and  those  in  full-time  administra- 
tive positions.  Those  members  unable  to 
fulfill  requirements  because  of  impaired 
health  or  extenuating  circumstances  may  be 
exempt  on  a temporary  basis  by  the  Commit- 
tee on  Continuing  Medical  Education. 

(B)  Central  Authority 

The  Committee  on  Continuing  Medical  Ed- 
ucation will  be  charged  with  the  determina- 
tion of  the  requirements  for  maintaining 
membership  in  the  Society.  Their  initial  de- 
termination ns  well  as  any  changes  recom- 
mended must  be  submitted  to  the  House  of 
Delegates  for  approval.  Alterations  in  the 
number  of  hours  of  continuing  medical  edu- 
cation required  may  he  made  at  any  regular 
meeting  of  the  Society  by  the  House  of  Dele- 
gates. The  Council  will  serve  as  an  arbitra- 
tion committee  if  a decision  of  the  Commit- 
tee on  Continuing  Medical  Education  is 
questioned. 

(C)  Acceptable  Alternate  Plans 

Alternate  plans  of  acceptable  requirements 
which  would  be  considered  equal  to  or  ex- 
ceeding the  requirements  established  by  the 
Committee  on  Medical  Education  and  the 
House  of  Delegates  would  include: 

(1)  Compliance  with  the  requirements  for 
the  Physician’s  Recognition  Award  of 
the  American  Medical  Association; 

(2)  Compliance  with  the  continuing  educa- 
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tion  requirements  of  the  American 
Academy  of  Family  Physicians; 

(3)  Documentation  of  recertification  by  any 
specialty  hoard  provided  the  physician 
limits  his  practice  to  the  definition  of 
the  specialty; 

(4)  The  continuing  medical  education  re- 
quirements of  specialty  societies  other 
than  the  American  Academy  of  Family 
Physicians,  should  such  become  estab- 
lished. Such  programs  would  be  subject 
to  review  by  the  Committee  on  Medical 
Education  prior  to  their  acceptance. 

(D)  Three-year  continuum 

Each  member  subject  to  continuing  medical 
education  requirements  shall  have  three 
years  to  complete  the  required  hours.  The 
three-year  continuum  begins  January  1 of 
the  initial  year. 

CHAPTER  II.  Annual  and  Special  Sessions 
of  the  Society 

Section  1.  The  Society  shall  hold  an  annual 
session  at  such  place  as  has  been  fixed  by  the 
(House  of  Delegates)  Council  at  the  annual  ses- 
sion two  years  in  advance. 

Section  2.  Special  meetings  of  either  the  So- 
ciety or  of  the  House  of  Delegates  shall  be  called 
by  the  President  on  petition  of  the  Council, 
twenty  delegates  or  fifty  members. 

(Section  3.  In  the  event  the  previously  .selected 
place  is  unable  to  be  host  to  the  Annual  Session, 
the  meeting  place  may  then  be  designated  by  the 
Council.) 

CHAPTER  III.  General  Meetings 

Section  1.  All  registered  members  may  attend 
and  participate  in  the  proceedings  and  discus- 
sions of  the  general  meetings  and  of  the  Section. 
The  general  meeting  shall  be  presided  over  by 
the  president  or  by  one  of  the  vice  presidents, 
and  before  them  shall  be  heard  the  address  of 
the  president  and  the  orations,  and  such  scientific 
papers  and  discrussions  as  may  be  arranged  for 
in  the  program. 

Section  2.  The  general  meetings  may  recom- 
mend to  the  House  of  Delegates  the  appointment 
of  committees  or  commissions  for  scientific  in- 
vestigations of  special  interest  and  importance  to 
the  profession  and  public. 


CHAPTER  IV.  House  of  Delegates 

Section  1. 

The  House  of  Delegates  shall  meet  on  the  first 
day  of  the  Annual  Session.  It  may  adjourn  from 
time  to  time  as  may  be  necessary  to  complete  its 
business;  provided  that  its  hours  shall  not  con- 
flict (as  little  as  possible)  with  the  general  meet- 
ings. 

Section  (1)  2. 

The  order  of  business  shall  be  arranged  as  a 
separate  section  of  the  Annual  Session  program. 

Section  (1)  3. 

The  House  of  Delegates  shall  establish  its  own 
rules  of  procedure. 

Section  4.  Items  of  Business 

(A)  All  reports  and  resolutions  received  by 
the  executive  vice  president  sixty  days  prior  to 
the  annual  meeting  of  the  House  of  Delegates  of 
this  Society  shall  be  printed  in  the  Journal  of 
the  Arkansas  Medical  Society  in  the  month  pre- 
ceding the  meeting. 

(B)  All  reports,  resolutions,  and  other  items 
of  business  received  by  the  executive  vice  presi- 
dent twenty  days  prior  to  a meeting  of  the  House 
of  Delegates  shall  be  included  in  the  meeting 
agenda. 

(C)  Any  item  of  business  not  submitted  to  the 
executive  vice  president  twenty  days  prior  to  the 
meeting  of  the  House  of  Delegates  must  have  a 
two-thirds  consent  of  attending  delegates  for  in- 
troduction at  such  session. 

Section  5.  Reference  Committees 

(A)  The  Speaker  of  the  House  of  Delegates 
shall  appoint  an  appropriate  number  of  refer- 
ence committees  from  the  membership  of  the 
House  of  Delegates.  The  chairman  shall  be  ap- 
pointed by  the  Speaker.  The  reference  commit- 
tees shall  serve  only  during  the  convention  for 
which  they  are  appointed. 

(B)  All  reports  of  committees,  reports  of  offi- 
cers, and  resolutions  submitted  for  consideration 
of  the  House  of  Delegates  shall  be  referred  to  a 
reference  committee,  unless  otherwise  provided 
in  these  By-Laws,  or  unless  otherwise  ordered  by 
a two-thirds  vote  of  the  House  of  Delegates. 

(C)  The  reference  committee  shall  hold  an 
open  hearing  at  which  any  member  of  the  Society 
may  speak  on  proposals  before  the  committee. 


Volume  73,  Number  10  — March,  1977 


447 


Arkansas  Medical  Society  Meeting,  April  24-27,  1977 


(D)  The  reference  committee  shall  recommend 
to  the  House  of  Delegates  an  appropriate  course 
of  action  on  each  proposal  referred  to  the  com- 
mittee. 

Section  (2)  6.  Representation  of  Component 
Societies 

(A)  Each  (component)  regular  county  society 
shall  be  entitled  to  send  to  the  House  of  Dele- 
gates each  year  one  delegate  for  every  twenty-five 
members,  and  one  for  each  major  fraction  there- 
of, provided  that  its  annual  report  and  assess- 
ments are  in  the  hands  of  the  (secretary)  execu- 
tive vice  president  by  March  1st  of  each  year. 
Each  county  society,  however,  regardless  of  its 
number  of  members,  which  has  complied  with 
this  section,  shall  be  entitled  to  one  delegate. 

(B)  The  component  society  composed  of  in- 
tern and  resident  members  shall  be  entitled  to 
one  delegate  to  the  House  of  Delegates. 

(C)  The  component  society  composed  of  stu- 
dent members  shall  be  entitled  to  one  delegate 
to  the  House  of  Delegates. 

Section  (3)  7.  A majority  of  the  delegates  reg- 
istered shall  constitute  a quorum. 

Section  (4)  8.  (It)  The  House  of  Delegates 
shall,  through  its  officers,  council  and  otherwise, 
give  diligent  attention  to  and  foster  the  scientific 
work  and  spirit  of  the  Society,  and  shall  con- 
stantly study  and  strive  to  make  each  annual 
session  a stepping  stone  to  future  ones  of  higher 
interest. 

Section  (5)  9.  It  shall  consider  and  advise  as 
to  the  material  interest  of  the  profession,  and  of 
the  public  in  those  important  matters  wherein  it 
is  dependent  on  the  profession,  and  shall  use  its 
influence  to  secure  and  enforce  all  proper  med- 
ical and  public  health  legislation,  and  to  diffuse 
popular  information  in  relation  thereto. 

Section  (6)  10.  It  shall  make  careful  inquiry 
into  the  condition  of  the  profession  of  each 
county  in  the  state,  and  shall  have  authority  to 
adopt  such  methods  as  may  be  deemed  most  ef- 
ficient for  building  up  and  increasing  the  interest 
in  such  county  societies  as  already  exist,  and  for 
organizing  the  profession  in  counties  where  so- 
cieties do  not  exist.  It  shall  especially  and  sys- 
tematically endeavor  to  promote  friendly  inter- 
course among  physicians  of  the  same  locality,  and 
shall  continue  these  efforts  until  every  physician 
in  every  county  of  the  state  who  is  reputable  and 
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eligible  has  been  brought  under  medical  society 
influence. 

Section  (7)  11.  It  shall  encourage  postgraduate 
and  research  work,  as  well  as  home  study,  and 
shall  endeavor  to  have  the  results  utilized  and 
intelligently  discussed  in  the  county  societies. 

Section  (8)  12.  It  shall  elect  representatives  to 
the  House  of  Delegates  of  the  American  Medical 
Association  in  accordance  with  the  constitution 
and  by-laws  of  that  body. 

Section  (9)  13.  It  shall  divide  the  state  into 
councilor  districts,  specifying  what  counties  each 
district  shall  include,  and,  when  the  best  interest 
of  the  Society  and  profession  will  be  promoted 
thereby,  organize  in  each  a district  medical  so- 
ciety, and  all  members  of  component  (county) 
societies  shall  be  members  in  such  district  society. 

Section  (10)  14.  It  shall  have  authority  to  ap 
point  committees  for  special  purposes  from 
among  members  of  the  Society  who  are  not  mem- 
bers of  the  House  of  Delegates.  Such  committees 
shall  report  to  the  House  of  Delegates,  and  may 
be  present  and  participate  in  the  debate  on  their 
reports. 

Section  (11)  15.  It  shall  approve  all  memorials 
and  resolutions  issued  in  the  name  of  the  So- 
ciety before  they  shall  become  effective. 

Section  (12)  16.  In  case  of  vacancy  in  the  office 
of  delegate,  the  House  of  Delegates  shall  have 
the  authority  to  seat  any  member  of  that  county 
society  in  attendance  at  said  meeting  as  delegate, 
with  full  right  to  perform  all  the  duties  of  that 
office. 

CHAPTER  V.  Election  of  officers 

Section  1.  Nominating  Committee 

(Section  2.  Immediately  after)  (A)  Prior  to 
adjournment  of  the  first  meeting  of  the  House 
of  Delegates  at  each  annual  session,  the  delegates 
from  the  component  societies  of  each  councilor 
district  shall  meet,  the  councilor  not  subject  to 
re-election  acting  as  chairman,  and  select  one 
delegate  from  each  district  to  form  a committee 
on  nominations.  This  committee  shall  consist  of 
ten  delegates,  one  from  each  councilor  district. 
It  shall  meet  and  organize  by  selecting  a chair- 
man and  secretary.  It  shall  be  the  duty  of  this 
committee  to  consult  with  members  of  the  So- 
ciety and  to  hold  one  or  more  meetings  at  which 
time  the  best  interest  of  the  Society  and  of  the 
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profession  of  the  State  for  the  ensuing  year  shall 
be  carefully  considered.  The  committee  shall 
report  tlie  result  of  its  deliberations  to  the  House 
of  Delegates  in  the  shape  of  a ticket  containing 
the  names  of  two  or  more  members  for  the  office 
of  president-elect  and  of  one  member  for  each 
of  the  other  offices  to  be  filled  at  the  annual 
session.  No  two  candidates  for  president-elect 
shall  be  named  from  the  same  county. 

(Section  4)  (B)  The  report  of  the  Nominating 
Committee  shall  be  the  first  order  of  business  of 
the  House  of  Delegates,  after  reading  of  the 
minutes,  on  the  last  day  of  the  annual  session. 

Section  (6)  2.  Nothing  in  this  Chapter  shall 
be  construed  to  prevent  additional  nominations 
being  made  by  members  of  the  House  of  Dele- 
gates. 

Section  (7)  3.  Any  person  known  to  have  so- 
licited votes  for  or  sought  any  office  within  the 
gift  of  this  Society  shall  be  ineligible  for  any 
office  for  two  years. 

Section  (7)  4.  No  member  shall  be  eligible  to 
any  office  of  this  Society  who  is  not  in  attendance 
at  the  meeting  at  which  the  election  is  held. 

Section  (5)  5.  The  election  of  officers  shall  be 
the  second  order  of  business  of  the  House  of 
Delegates  on  the  last  day  of  the  Annual  Session. 

Section  (3)  6.  Election  by  Ballot 

All  elections  shall  be  by  ballot,  except  where 
there  is  only  one  candidate,  when  election  may 
be  made  by  acclamation,  and  a majority  of  the 
votes  cast  shall  be  necessary  to  elect. 

Section  7.  Each  year,  ten  councilors  shall  be 
elected  to  serve  a tioo-year  term;  all  other  terms 
of  office  are  for  one  year.  All  officers  shall  serve 
until  their  successors  are  installed. 

Section  8.  On  the  expiration  of  his  term  as 
president-elect,  that  person  shall  automatically 
succeed  to  the  presidency  and  shall  serve  as  presi- 
dent for  the  ensuing  year. 

Section  9.  Vacancy  in  Presidency 

In  the  event  of  the  death  or  removal  of  the 
president,  the  president-elect  shall  succeed  to  the 
presidency  to  serve  the  remainder  of  that  year 
and  the  ensuing  year. 

Section  (1)  10.  Vacancy  in  office  of  president- 
elect 

In  the  event  of  the  death  or  removal  of  the 
president-elect  or  his  inability  to  serve,  the 


House  of  Delegates  shall  meet  within  thirty  days 
in  a special  session  or  othenvise,  called  by  the 
president,  to  nominate  and  elect  a president-elect, 
provided  that  such  death,  removal  or  inability  to 
serve  shall  occur  not  less  than  sixty  days  prior  to 
the  annual  session,  in  which  event  the  election 
shall  be  at  the  forthcoming  annual  session. 

Section  11.  Councilor  vacancy 

In  the  event  of  the  death  or  resignation  of  a 
district  councilor,  the  Council  shall  appoint  a 
member  of  the  district  to  fill  the  unexpired  term. 
The  remaining  councilor  for  the  district  shall 
confer  zoith  members  in  the  district  and  make 
nominations  for  the  vacancy  to  the  Council. 

Section  12.  Vacancy  in  office  of  Secretary  or 
T reasurer 

In  the  event  of  a vacancy  in  the  office  of  the 
secretary  or  of  the  treasurer,  the  Council  shall 
fill  the  vacancy  until  the  next  annual  election. 

CHAPTER  VI.  Duties  of  Officers 

Section  1.  President 

The  president  shall  preside  at  all  meetings  of 
the  Society  and  shall  appoint  all  committees  not 
otherwise  provided  for.  He  shall  deliver  an  an- 
nual address  at  such  time  as  may  be  arranged, 
and  shall  perform  such  duties  as  custom  and 
parliamentary  usage  may  require.  He  shall  be 
the  real  head  of  the  profession  of  the  State  dur- 
ing his  term  of  office,  and,  as  far  as  practicable, 
shall  visit  by  appointment  the  various  sections 
of  the  State  and  assist  the  councilors  in  building 
up  the  county  societies,  and  in  making  their  work 
more  practical  and  useful. 

Section  2.  President-elect 

The  president-elect  shall  be  a member  of  the 
Council  and  the  House  of  Delegates.  It  shall  be 
his  duty  to  assist  the  president  in  visiting  the 
component  and  district  societies,  and  to  familiar- 
ize himself  with,  and  prepare  himself  for,  the  per- 
formance of  his  duties  when  he  shall  have  suc- 
ceeded to  the  presidency  of  the  Society. 

Section  3.  First  Vice  President 

The  first  vice  president  shall  assist  the  presi- 
dent in  the  discharge  of  his  duties.  In  the  event 
of  the  president’s  temporary  inability  to  serve, 
the  first  vice  president  shall  serve  in  his  stead. 

The  vice  presidents  may  be  assigned  by  the 
president  of  the  Society  as  ex-officio  members 
of  certain  committees  of  the  Society.  The  vice 
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presidents’  responsibilities  will  be  to  stimulate, 
to  guide,  to  maintain  liaison,  and  to  otherwise 
assist  the  assigned  committees  and  their  respec- 
tive chairmen  in  the  performance  of  their  ac- 
tivities. In  no  instance  will  the  vice  president 
usurp  or  supplant  the  committee  chairman  in  his 
responsibilities.  The  vice  president  shall  not 
have  a vote  in  the  affairs  of  the  committees  to 
which  he  is  assigned  under  provisions  of  this 
section. 

Section  4.  Treasurer 

The  treasurer  shall  give  bond  in  the  sum  as 
directed  by  the  Council.  He  shall  demand  and 
receive  all  funds  due  the  Society,  together  with 
bequests  and  donations.  He  shall  pay  money  out 
of  the  treasury  only  on  a written  order  of  the 
(secretary)  executive  vice  president;  he  shall  sub- 
ject his  accounts  to  such  examinations  as  the 
House  of  Delegates  may  order,  and  he  shall  an- 
nually render  an  account  of  his  doings  and  of 
the  state  of  the  funds  in  his  hands. 

Section  5.  Secretary 

The  secretary,  in  case  of  vacancy  in  the  office 
of  executive  vice  president,  shall  assume  the 
duties  of  that  office  pending  the  filling  of  the 
vacancy,  and  shall  perform  such  other  duties  as 
are  imposed  by  the  Constitution  and  By-Laws. 
He  shall  be  the  scientific  and  professional  advisor 
of  the  executive  vice  president,  and  shall  assist 
the  executive  vice  president  concerning  all  mat- 
ters without  the  jurisdiction  of  one  not  holding 
the  degree  of  Doctor  of  Medicine.  The  secretary, 
as  defined  by  the  Constitution,  shall  be  known 
as  the  Constitutional  Secretary,  (and  shall  give 
bond  in  the  sum  as  directed  by  the  Council.  The 
amount  of  his  salary  shall  be  fixed  by  the  Coun- 
cil.) 

Section  6.  (7)  The  Speaker  of  the  House 

The  speaker  of  the  House  of  Delegates  shall 
preside  at  the  meetings  of  the  House  of  Delegates 
and  shall  perform  such  duties  as  custom  and 
parliamentary  usage  require. 

Section  7.  (8)  The  Vice  Speaker 

The  vice  speaker  shall  officiate  for  the  speaker 
in  the  latter’s  absence  or  at  his  request.  In  case 
of  death,  resignation,  or  removal  of  the  speaker, 
the  vice  speaker  shall  officiate  during  the  un- 
expired term. 

(Section  9.) 

(The  executive  vice  president  shall  be  the 

450 


directing  manager  of  the  Society’s  headquarters 
and  the  Journal  offices,  and  shall  supervise 
the  work  of  all  salaried  employees  in  the  Society’s 
offices.  Such  supervision  shall  be  subject  to  di- 
rectives from  the  House  of  Delegates,  the  Coun- 
cil, the  Executive  Committee  and  the  President 
of  the  Society.  He  shall  discharge  the  adminis- 
trative functions  of  the  Society  not  within  the 
duties  of  other  officers  or  of  committees  to  per- 
form. He  shall  assist,  at  their  request,  all  officers 
and  committees,  and  shall  keep  himself  informed 
in  regard  to  non-professional  matters  affecting 
the  medical  profession,  for  the  purpose  of  keep- 
ing himself  qualified  to  perform  the  services 
herein  mentioned.  He  shall  be  responsible  for 
the  execution  and  carrying  out  of  the  policies  of 
the  Society  and  in  that  connection  shall  per- 
form all  specific  tasks  committed  to  him  by  the 
committees,  the  Council,  and  the  officers  of  the 
Society.  The  amount  of  his  salary  shall  be  fixed 
by  the  Council  and  he  shall  give  bond  in  the 
same  as  directed  by  the  Council.) 

Section  8.  Councilors 

Each  councilor  shall  be  organizer,  peacemaker 
and  censor  for  his  district.  The  tzoo  councilors 
in  each  district  shall  be  designated  "senior”  and 
"junior”  on  the  basis  of  length  of  tenure. 

It  is  recommended  that  the  councilors  in  each 
district  call  a meeting  of  the  members  in  the 
district  at  least  once  each  year  for  the  purpose 
of  organizing  component  societies  where  none 
exist,  for  inquiring  into  the  condition  of  the 
profession,  and  for  informing,  improving,  and 
increasing  the  knowledge  and  zeal  of  the  com- 
ponent societies  and  their  members. 

The  councilors  shall  jointly  prepare  and  sub- 
mit to  the  Council  prior  to  the  Annual  Session 
a written  report  of  their  work  and  of  the  con- 
dition of  the  profession  within  their  district. 

The  necessary  traveling  expenses  incurred  by 
each  councilor  in  the  line  of  the  duties  herein 
imposed  may  be  allowed  on  submission  of  a prop- 
erly itemized  statement. 

CHAPTER  VII.  Council 

Section  (3)  1.  Power  and  Duties 

A.  The  Council  shall  be  the  executive  body 
of  the  House  of  Delegates  and  between  annual 
sessions  exercise  the  power  conferred  on  the 
House  of  Delegates  by  the  Constitution  and  By- 
Laws.  It  shall  consider  all  questions  involving 
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the  rights  and  standing  of  members,  whether  in 
relation  to  other  members,  to  the  component 
societies,  or  to  this  society.  All  questions  of  an 
ethical  nature  brought  before  the  House  of  Dele- 
gates or  the  general  meeting  shall  be  referred  to 
the  Council  witliout  discussion.  It  shall  hear  and 
decide  all  questions  of  discipline  affecting  the 
conduct  of  members  of  component  societies,  on 
which  an  appeal  is  taken  from  tlie  decision  of  an 
individual  councilor. 

B.  The  Council  shall  be  responsible  jor  the 
conduct  of  all  the  business  affairs  of  the  Society. 
It  shall  employ  a chief  executive  officer  who 
shall  be  known  as  the  executive  vice  president. 

(a)  The  executive  vice  president  shall  be  re- 
sponsible for  implementation  of  policies  of  the 
Society  and  conducting  affairs  of  the  Society 
under  direction  of  the  Council  and  its  Executive 
Committee,  the  House  of  Delegates  and  the 
president.  The  executive  vice  president  shall  be 
the  directing  manager  of  the  Society’s  head- 
quarters office  and  the  Journal  office,  and  shall 
supervise  the  work  of  all  salaried  employees  in 
the  Society’s  offices.  (Such  supervision  shall  be 
subject  to  directives  from  the  House  of  Delegates, 
the  Council,  the  Executive  Committee  and  the 
President  of  the  Society.)  He  shall  disclrarge  the 
administrative  functions  of  the  Society  not  with- 
in the  duties  of  other  officers  or  of  committees 
to  perform.  He  shall  assist,  at  their  request,  all 
officers  and  committees,  and  shall  keep  himself 
informed  in  regard  to  non-professional  matters 
affecting  the  medical  profession,  for  the  purpose 
of  keeping  himself  qualified  to  perform  the  serv- 
ices herein  mentioned.  (He  shall  be  responsible 
for  the  execution  and  carrying  out  of  the  policies 
of  the  Society  and  in  that  connection  shall  per- 
form all  specific  tasks  committed  to  him  by  the 
committees,  the  Council  and  the  officers  of  this 
Society.)  The  amount  of  his  salary  shall  be  fixed 
by  the  Council  and  he  shall  give  bond  (in  the 
same)  as  directed  by  the  Council. 

Section  (4)  2.  Organizing  Component  Societies 

The  Council  shall  have  authority  to  organize 
the  physicians  of  two  or  more  counties  into  so- 
cieties, to  be  suitably  designated  so  as  to  dis- 
tinguish them  from  district  societies,  and  these 
societies,  when  organized  and  chartered,  shall  be 
entitled  to  all  rights  and  privileges  provided  for 
component  societies  until  such  counties  shall  be 
organized  separately. 


Section  (5)  3.  Publications  and  Records 

I'he  Council  shall  provide  for  and  superintend 
the  publication  and  distribution  of  all  proceed- 
ings, transactions  and  memoirs  of  the  Society  and 
shall  have  autliority  to  appoint  an  editor  and 
such  assistants  as  it  deems  necessary.  All  money 
received  by  the  Council  and  its  agents,  resulting 
from  the  discharge  of  the  duties  assigned  to  them, 
must  be  paid  to  tlie  treasurer  of  the  Society.  It 
shall  annually  audit  the  accounts  of  the  treasurer 
and  secretary  and  other  agents  of  this  society  and 
present  a statement  of  the  same  in  its  annual 
report  to  the  House  of  Delegates,  which  report 
shall  also  specify  the  character  and  cost  of  all 
the  publications  of  the  Society  during  the  year, 
and  the  amount  of  all  other  property  belonging 
to  the  Society  under  its  control,  with  such  sug- 
gestions as  it  may  deem  necessary.  (In  the  event 
of  a vacancy  in  the  office  of  the  secretai7  or  of 
the  treasurer,  the  Council  shall  fill  the  vacancy 
until  the  next  Annual  Session.) 

Section  (1)  4.  Meetings 

The  Council  shall  meet  on  the  first  day  of  the 
Annual  Session  and  daily  during  the  session  and 
at  such  other  times  as  (necessity  may  require) 
necessary,  subject  to  the  call  of  the  cliairman  or 
on  petition  of  three  councilors.  It  shall  meet  on 
the  last  day  of  the  Annual  Session  of  the  Society 
to  organize  and  outline  the  work  for  the  ensuing 
year.  It  shall  elect  a chairman. 

Section  (1)  3.  Reporting 

The  Council  shall,  through  its  chairman,  make 
an  annual  written  report  to  the  House  of  Dele- 
gates. 

Section  6.  Bonds 

The  Council  shall  have  authority  to  accept  or 
reject  all  bonds. 

Section  7.  Committees 

(A)  Executive  Committee 

The  Chairman  of  the  Council,  the  President, 
the  President-elect  and  the  Secretary  shall  con- 
stitute the  executive  committee  of  the  Council. 
The  Chairman  of  the  Council  shall  serve  as 
chairman  of  the  Executive  Committee.  The  Ex- 
ecutive Committee  shall  have  the  power  and  au- 
thority to  act  for  the  Council  between  meetings 
of  that  body;  all  actions  of  the  Executive  Com- 
mittee shall  require  approval  or  ratification  of 
the  Council.  The  Executive  Committee  shall 
consider  matters  referred  to  it  by  officers  of  the 
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Society  and  shall  report  its  findings  or  recom- 
mendations to  the  Council. 

(B)  Council  Committees 

The  chairman  shall,  with  concurrence  of  the 
Council,  appoint  such  committees  as  are  neces- 
sary to  carry  out  the  duties  assigned  to  the  Coun- 
cil by  the  By-Laws  and  House  of  Delegates.  At 
the  discretion  of  the  Council,  the  committees 
shall  be  of  three  types:  (1)  standing  committees 
with  unlimited  membership  tenure;  (2)  standing 
committees  with  staggered  membership  terms; 
and  (3)  ad  hoc  committees  as  may  be  warranted 
for  specific  purposes. 

Section  8.  Appointments  to  fill  vacancies 

The  Council  shall,  by  appointment,  fill  any 
vacancy  in  office  not  otherwise  provided  for 
which  may  occur  during  the  interval  between 
annual  meetings  of  the  House  of  Delegates. 

CHAPTER  VIII.  Committees 

Section  1. 

(A)  The  standing  committees  of  this  Society 

shall  be  as  follows: 

1.  Committee  on  Cancer  Control 

2.  Committee  on  Medical  Legislation/ 
Sub-Committee  on  National  Legisla- 
tion 

3.  Committee  on  Public  Health /Sub- 
committees on  Rural  Health,  Mater- 
nal and  Child  Welfare,  Tuberculosis, 
Heart  Association,  Liaison  with  Nurs- 
ing Profession,  etc. 

4.  Committee  on  Continuing  Medical  Ed- 
ucation 

5.  Committee  on  Hospitals/ Hospital  liai- 
son and  Arkansas  Hospital  Association 

6.  Committee  on  Public  Relations/Speak- 
ers'  Bureau,  Liaison  with  Auxiliary, 
Liaison  with  Medical  Assistants,  Civil- 
ian Defense,  etc. 

7.  Committee  on  Annual  Session  (Com- 
mittee on  Scientific  Work  and  Ex- 
hibits) 

8.  (Committee  on  Veterans  Administra- 
tion Affairs) 

9.  Committee  on  Insurance 

10.  Committee  on  Medicine  and  Religion 

11.  Committee  on  Aging 

12.  Committee  on  Mental  Health 

(B)  Additional  committees  shall  be  considered 
sub-committees  of  the  appropriate  standing  com- 


mittee and  one  member  of  the  standing  commit- 
tee shall  be  a member  of  the  sub-committee. 

(C)  Unless  otherwise  provided,  these  commit- 
tees shall  be  appointed  by  the  president  for  three- 
year  staggered  tenns.  The  committee  shall  con- 
sist of  not  less  than  six  members  each,  with  each 
president  appointing  two  members  for  a three- 
year  period.  Any  vacancies  tlirough  death,  re- 
moval or  resignation  may  be  filled  by  the  presi- 
dent at  the  time  the  vacancy  occurs  and  for  the 
unexpired  term  of  the  vacancy.  The  president 
and  the  secretary  shall  be  ex-officio  members  of 
all  committees. 

Section  2.  The  duties  of  the  committee  shall 
be  as  follows: 

(Section  2)  Committee  on  Cancer  Control. 
Shall  represent  the  Society  in  all  activities  con- 
cerned with  cancer  in  the  State.  Shall  directly 
supervise  the  activities  of  the  Cancer  Control 
Committee  of  the  Arkansas  Medical  Society  Aux- 
iliary. Shall  cooperate  with  all  agencies  within 
the  State  of  Arkansas  dedicated  to  the  problem 
of  cancer. 

(Section  3.) 

(The  Committee  on  Scientific  Work  shall  con- 
sist of  six  members  of  which  the  secretary  shall 
be  one.  Subject  to  the  instructions  of  the  House 
of  Delegates,  this  committee  shall  determine  the 
character  and  scope  of  the  scientific  program  for 
each  Annual  Session,  determining  the  order  in 
which  papers  and  discussions  shall  be  presented.) 

(Section  4.)  Committee  on  Medical  Legisla- 
tion. Shall  represent  the  Society  in  all  legislative 
practice.  It  shall  keep  in  touch  with  professional 
and  public  opinion  and  maintain  active  relations 
with  the  Department  of  Public  Affairs  of  the 
American  Medical  Association.  It  shall,  at  all 
times,  endeavor  to  shape  and  guide  legislation 
with  a view  to  securing  the  best  results  for  tlie 
whole  people.  It  shall  strive  to  organize  pro- 
fessional influence  so  as  to  promote  the  general 
good  of  the  community  in  local,  state,  and  na- 
tional affairs  and  elections.  During  sessions  of 
the  General  Assembly,  it  shall  keep  itself  in- 
formed as  to  the  bills  that  are  introduced,  and 
shall  inform  the  members  of  the  Society  through 
its  Journal  or  special  bulletins  to  the  end  that 
legislation  inimical  to  the  medical  profession  and 
the  public  shall  be  defeated,  and  legislation  fos- 
tering the  interest  of  the  public  health  and  med- 
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ical  practice  sliall  be  enacted  into  law. 

(Section  5.  The  Committee  on  Health  and 
Public  Instruction) 

Committee  on  Public  Health.  Shall  represent 
the  Society  in  those  affairs  having  for  their 
object  the  improvement  in  public  and  personal 
health,  the  prevention  of  epidemics,  and  the  in- 
struction of  the  people.  It  shall  maintain  close 
relations  with  the  Board  of  Health,  the  State 
Health  Officer,  and  the  various  health  officials, 
assisting  in  the  adoption  of  public  health  pro- 
grams, the  enforcement  of  sanitary  laws,  and  to 
exercise  leadership  in  the  health  problems  of 
school  children  through  a sub-committee  on 
physical  fitness  and  school  health.  As  occasion 
demands,  or  when  thought  advisable,  it  shall 
supervise  the  preparation  of  articles  of  timely 
interest  for  publication  in  the  newspapers  or  for 
broadcasting  over  the  radio  for  the  instruction 
of  the  public. 

(Section  6.) 

The  Committee  on  Continuing  Medical  Edu- 
cation shall  be  responsible  for  consideration  of 
all  questions  pertaining  to  medical  education.  It 
shall  maintain  close  relations  with  the  officials 
and  faculty  of  the  University  of  Arkansas  College 
of  Medicine,  and  Arkansas  Academy  of  Family 
Physicians,  and  other  gioups  interested  in  main- 
taining and  improving  medical  education  in  our 
State  institutions.  It  shall  foster  continuous  ef- 
forts to  increase  excellence  in  the  system  of  post- 
graduate education  to  serve  the  cause  of  medicine 
and  to  assure  the  public  of  continuing  improve- 
ment in  the  postgraduate  training  of  physicians 
in  practice.  (The  committee  shall  consist  of  ten 
members,  one  from  each  councilor  district.) 

The  Committee  shall  determine  continuing 
medical  education  requirements  for  maintaining 
membership  in  the  Society,  as  provided  in  these 
By-Laws,  and  shall  establish  methods  of  report- 
ing in  compliance  with  the  continuing  medical 
education  requirements. 

The  Committee  on  Continuing  Medical  Edu- 
cation shall  consist  of  seven  members  appointed 
by  the  president  as  follows:  The  dean  or  a repre- 
sentative of  the  University  of  Arkansas  College 
of  Medicine;  one  representative  of  the  Arkansas 
Academy  of  Family  Physicians  from  three  nomi- 
nations by  that  group;  one  family  physician 
member  of  the  Society  selected  by  the  president; 


one  surgeon  selected  from  three  nominees  from 
the  Arkansas  Chapter  of  the  American  College 
of  Surgeons;  one  internist  selected  from  three 
nominations  from  the  Arkansas  Chapter,  Ameri- 
can College  of  Physicians,  and  two  other  mem- 
bers of  the  Society,  not  in  the  specialty  categories 
listed  above,  selected  by  the  president.  The  com- 
mittee chairman  shall  be  named  by  the  president. 

(Section  7.) 

Committee  on  Hospitals.  The  Committee  on 
Elospitals  shall  have  referred  to  it  all  questions 
pertaining  to  hospitals  and  their  operations;  hos- 
pitalization of  patients  and  hospital-physician 
relationships. 

(Section  8.) 

Committee  on  Public  Relations.  The  Com- 
mittee shall  have  referred  to  it  all  questions 
wherein  the  medical  profession  as  represented  by 
the  Society  is  called  upon  for  advice,  for  partici- 
pation in  private  or  public  affairs  and  projects 
not  coming  within  the  duties  outlined  for  the 
other  committees.  It  shall  be  the  publicity  com- 
mittee of  the  Society  and  shall  have  charge  of  all 
publicity  issued  in  the  name  of  the  Society.  The 
sub-committee  on  professional  relations  shall 
function  under  this  committee. 

(Section  9.) 

Committee  on  Annual  Session.  The  committee 
(on  Scientific  work  and  exhibits)  shall  determine 
the  character  and  scope  of  the  scientific  (pro- 
ceedings) program  for  each  annual  session.  It 
shall  prepare  a scientific  program  for  each  an- 
nual session.  It  shall  solicit  and  collect  material 
from  institutions  and  individual  physicians  of 
the  State  that  is  of  scientific  interest.  This  it 
shall  arrange  and  exhibit  at  each  annual  session. 
It  should  particularly  strive  to  obtain  material 
that  will  more  fully  illustrate  the  papers  pre- 
sented in  the  general  meeting  of  the  Society. 

(Section  11.) 

The  Committee  (on  Arrangements  for  the  An- 
nual Session)  shall  provide  suitable  accommoda- 
tions for  the  meeting  places  of  the  Society  and 
the  House  of  Delegates,  the  scientific  exhibits, 
the  committees,  and  shall  have  general  charge  of 
all  arrangements.  Its  chairman  shall  report  an 
outline  of  the  arrangements  to  the  (secretary) 
Executive  Vice  President  for  publication  in  the 
program  and  shall  make  additional  announce- 
ments during  the  session  as  occasion  may  require. 
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(Section  10.) 

Committee  on  Insurance.  The  Committee  on 
Insurance  shall  deal  with  all  matters  pertaining 
to  insurance,  including  liaison  with  Blue  Cross- 
Blue  Shield. 

(Section  12.) 

The  Committee  on  Medicine  and  Religion 
shall  work  to  create  and  enhance  communication 
between  physician  and  clergyman  which  will 
lead  to  the  most  effective  care  and  treatment  of 
the  patient  in  which  both  are  interested.  It  shall 
study  the  areas  in  which  there  is  or  may  be  con- 
tinuing correlation  involving  medicine  and  re- 
ligion. 

(Section  13.) 

The  Committee  on  Aging  shall  study  the  prob- 
lems of  the  aged  and  the  aging.  It  shall  provide 
leadership  and  initiative  in  meeting  die  health 
and  medical  care  requirements  of  older  persons. 
It  shall  foster  the  development  of  effective  meth- 
ods of  achieving  the  best  possible  social  and 
spiritual  atmosphere  for  the  elderly. 

(Section  14.) 

The  Committee  on  Mental  Health  shall  study 
the  problems  of  the  mentally  ill.  It  shall  foster 
development  of  programs  to  improve  the  care 
and  treatment  of  mental  patients  and  mental 
retardates. 

CHAPTER  IX.  (COUNTY)  COMPONENT 
SOCIETIES 

Section  1.  Charters  for  Component  Societies 

(A)  All  (County)  component  societies  now  in 
affiliation  with  this  Society  or  those  which  may 
hereafter  be  organized  in  this  State,  which  have 
adopted  principles  of  organization  not  in  con- 
flict with  this  Constitution  and  By-Laws,  shall, 
on  application  and  submission  of  their  Constitu- 
tion and  By-Laws,  receive  a charter  from  and  be- 
come a component  part  of  this  Society. 

(Section  2.) 

(B)  As  rapidly  as  can  be  done  after  the  adop- 
tion of  this  Constitution  and  By-Laws,  a medical 
society  shall  be  organized  in  every  county  in  the 
State  in  which  no  component  society  exists,  and 
charters  shall  be  issued  thereto. 

(Section  3.) 

(C)  Charters  shall  be  issued  only  on  approval 
of  the  Council,  and  shall  be  signed  by  the  presi- 
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dent  and  secretary  of  this  Society.  Upon  the  rec- 
ommendation of  the  Council,  the  House  of  Dele- 
gates may  revoke  the  charter  of  any  component 
society  whose  actions  are  in  conflict  with  the 
letter  or  spirit  of  this  Constitution  and  By-Laws. 

Section  2.  Component  organization 

(Section  4.) 

Only  one  component  medical  society  shall  be 
chartered  in  any  county,  except  in  the  county 
where  the  University  of  Arkansas  College  of 
Medicine  is  located.  In  that  county  there  may 
be,  in  addition  to  the  regular  county  medical  so- 
ciety, one  component  society  for  interns  and  resi- 
dents and  one  component  society  for  medical  stu- 
dents. Where  more  than  one  component  society 
exists  in  any  other  county,  friendly  overtures  and 
concessions  shall  be  made,  with  the  aid  of  the 
councilor  for  the  district  if  necessary,  and  all  of 
the  members  brought  into  one  organization.  In 
case  of  failure  to  unite,  an  appeal  may  be  made 
to  the  Council,  which  shall  decide  what  action 
shall  be  taken. 

Section  (5)  3.  Membership  Qualifications 

Each  (county)  component  society  shall  be  the 
judge  of  tire  qualifications  of  its  own  members, 
but  as  such  societies  are  the  only  portals  of  this 
Society  and  to  the  American  Medical  Associa- 
tion, every  reputable  (physician)  person  who  pos- 
sesses the  qualifications  for  membership  required 
by  (Article  IV,  Section  2)  Chapter  I,  Section  2 
of  these  By-Laws,  and  who  does  not  practice  or 
claim  to  practice  nor  lend  support  to  any  ex- 
clusive system  of  medicine,  shall  be  eligible  to 
membership.  No  physician  or  surgeon  who  so- 
licits patients  or  business  for  himself,  or  for  an 
association  or  other  organization  of  which  he  is 
a member,  or  by  which  he  is  employed,  or  in 
which  he  is  interested,  shall  be  eligible  for  mem- 
bership in  this  Society,  and  no  physician  who 
works  for,  is  employed  by,  or  is  interested  in, 
any  association  or  organization  which  solicits  pa- 
tients, members  or  physicians,  shall  be  eligible 
for  membership  in  this  Society.  Any  member  of 
the  Society  who  shall  hereafter  violate  any  of 
the  provisions  hereof  shall  be  expelled  from  the 
Society.  Before  a charter  is  issued  to  any  county 
society,  full  and  ample  notice  shall  be  given  to 
every  physician  in  the  county  to  become  a mem- 
ber. 

Section  (6)  4.  Appeal  to  the  Council 

Any  physician  who  may  feel  aggrieved  by  the 
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action  of  the  Society  of  his  county  in  refusing 
him  membership  or  in  censoring,  suspending,  or 
expelling  him,  shall  have  the  right  to  appeal  to 
the  Council,  and  its  decision  shall  be  final  ex- 
cept that  a county  society  shall  at  all  times,  be 
jiermitted  to  appeal  or  refer  questions  involving 
membership  to  the  House  of  Delegates  of  the 
.Arkansas  Medical  Society  for  final  determina- 
tion. That  the  Council  may  be  aided  in  render- 
ing just  decisions,  it  is  necessaiy  that  the  By-Laws 
of  each  component  society  provide  in  detail  the 
routine  to  be  followed  in  preferring  charges  and 
trying  any  member  accused  of  and  tried  for  any 
kind  of  unprofessional  conduct. 

(Section  7.)  In  hearing  appeals  the  Council 
may  admit  oral  or  written  evidence  as  in  its 
judgment  will  best  and  most  fairly  present  the 
facts;  but  in  case  of  every  appeal,  both  as  a Boaid 
and  as  individual  councilors  in  district  and 
county  work,  efforts  at  conciliation  and  compro- 
mise shall  precede  all  such  hearings. 

Section  (8)  5.  Transfers 

When  a member  in  good  standing  in  a com- 
ponent (county)  society  moves  to  another  county 
in  this  State,  he  shall  be  given  a written  certifi- 
cate of  these  facts  by  the  secretary  of  his  society, 
without  cost,  for  transmission  to  the  secretary  of 
the  society  in  the  county  to  which  he  moves. 
Pending  his  acceptance  or  rejection  by  the  society 
in  the  county  to  which  he  moves,  such  member 
shall  be  considered  to  be  in  good  standing  in  the 
county  society  from  which  he  was  certified  and 
in  the  State  Society  to  the  end  of  the  period  for 
which  his  dues  have  been  paid. 

Section  (9)  6.  County  Jurisdiction 

A physician  living  near  a county  line  may  hold 
his  membership  in  that  county  society  most  con- 
venient for  him  to  attend,  on  permission  of  the 
component  society  in  whose  jurisdiction  he  re- 
sides. 

Section  (10)  7.  Efforts  to  Increase  Membership 

Each  component  society  shall  have  general  di- 
rection of  the  affairs  of  the  profession  in  its 
county,  and  its  influence  shall  be  constantly  ex- 
erted for  bettering  the  scientific,  moral  and  ma- 
terial condition  of  every  physician  in  the  county; 
and  systematic  efforts  shall  lie  made  by  each 
member,  and  by  the  society  as  a whole,  to  in- 
crease the  membership  until  it  embraces  every 
(pialified  physician  in  tlie  county. 


Section  8.  lie  presentation  in  House  of  Dele- 
gates 

(A)  Each  regular  county  medical  society  shall 
be  entitled  to  one  delegate  to  the  House  of  Dele- 
gates of  this  Society  for  each  twenty-five  members 
or  major  fraction  thereof,  provided  that  the  so- 
ciety has  complied  with  other  provisions  of  these 
By-Laws,  and  provided  that  each  component  so- 
ciety shall  be  entitled  to  one  delegate. 

(B)  The  component  society  of  interns  and  resi- 
dents shall  be  entitled  to  one  delegate  to  the 
House  of  Delegates. 

(C)  The  component  society  of  medical  stu- 
dents shall  be  entitled  to  one  delegate  to  the 
House  of  Delegates. 

(Section  11.) 

(D)  At  some  meeting  in  advance  of  the  annual 
session  of  this  society,  each  (county)  component 
society  shall  elect  a delegate  or  delegates  to  repre- 
sent it  in  the  House  of  Delegates  (of  this  Society, 
in  the  proportion  of  one  delegate  to  each  twenty- 
five  members  and  one  for  each  major  fraction 
thereof)  as  provided  in  these  By-Laws  and  the 
secretary  of  the  county  society  shall  send  a list 
of  such  delegates  to  the  (secretary)  Executive  Vice 
President  of  this  Society  at  least  ten  days  before 
the  annual  session. 

Section  (12.)  9.  Responsibilities  of  Secretary 

The  secretary  of  each  component  society  shall 
keep  a roster  of  its  members,  and  of  the  non- 
affiliated  (registered)  licensed  physicians  of  the 
county,  in  which  shall  be  shown  the  full  name, 
address,  college  and  date  of  graduation,  date  of 
license  to  practice  in  this  State  and  such  other 
information  as  may  be  deemed  necessary.  In 
keeping  such  roster,  the  secretary  shall  note  any 
changes  in  the  personnel  of  the  profession  by 
death,  or  by  removal  to  or  from  the  county,  and 
in  making  his  annual  report  he  shall  endeavor 
to  account  for  every  physician  who  has  lived  in 
the  county  during  the  year. 

Section  (13.)  10.  Assessment 

The  secretary  of  each  component  society  shall 
forward  its  assessment,  together  with  its  roster  of 
officers  and  members,  list  of  delegates,  and  list 
of  non-affiliated  physicians  of  the  county,  to  the 
secretary  of  this  Society  on  January  1,  and  not 
later  than  March  1 of  each  year. 

Section  (14.)  11.  Failure  to  Pay  Assessment 

Any  county  society  which  fails  to  pay  its  as- 
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sessment,  or  make  the  report  required,  on  or  be- 
lore  March  1,  shall  be  held  as  suspended,  and 
none  of  its  members  or  delegates  shall  be  per- 
mitted to  participate  in  any  of  the  business  or 
j)ioceedings  of  the  Society  or  of  the  House  of 
Delegates  until  such  requirements  have  been 
met. 

Section  12.  Retention  of  Component  Status 

All  members  of  the  county  society  must  be 
tnembers  of  the  State  Society  for  the  county  so- 
ciety to  retain  its  component  status. 

CHAPTER  X.  Miscellaneous 

Section  1. 

No  address  or  paper  before  (the)  this  Society, 
except  those  of  the  president  and  orators,  shall 
occupy  more  than  thirty  minutes  in  its  delivery 
and  no  member  shall  speak  longer  than  five 
minutes  nor  more  than  once  on  any  subject,  ex- 
cept by  unanimous  consent. 

Section  2. 

All  papers  read  before  the  Society  or  any  of 
the  sections  shall  become  its  property.  Each 
paper  shall  be  deposited  with  the  Secretary  when 
read. 

CHAPTER  XL  Parliamentary  Procedure 

(Section  1.) 

The  deliberations  of  this  Society  shall  be  gov- 
erned by  parliamentary  usage  as  contained  in 
Sturgis  Rules  of  Parliamentary  Procedure,  when 
not  in  conflict  with  this  Constitution  and  By- 
Laws. 

(Section  2.) 

(All  items  expected  to  be  considered  at  the 


annual  meeting  of  the  House  of  Delegates  of 
this  Society  must  be  printed  in  the  Journal  of 
the  Arkansas  Medical  Society  in  the  month  pre- 
ceding the  annual  meeting.  All  resolutions  to  be 
submitted  to  the  House  of  Delegates  at  the  an- 
nual meeting  must  be  received  in  the  office  of 
the  Executive  Vice  President  twenty  days  prior 
to  said  meeting.  Any  new  business  proposed  dur- 
ing the  first  session  of  the  House  of  Delegates  of 
this  Society  must  have  a two-thirds  majority  of 
the  attending  delegates  voting  for  such  introduc- 
tion into  this  session.  Any  new  resolutions  or 
other  new  business  proposed  for  introduction  to 
this  House  of  Delegates  after  the  first  session  in 
each  annual  meeting  must  have  two-thirds  con- 
sent of  attending  delegates  before  its  introduc- 
tion). 

CHAPTER  XII.  Medical  Ethics 
The  Principles  of  Medical  Ethics  promulgated 
by  the  American  Medical  Association  shall 
govern  the  conduct  of  members  in  their  relation 
to  each  other  and  to  the  public. 

CHAPTER  Xlll.  Amendments 

The  House  of  Delegates  may  amend  any  chap- 
ter of  these  By-Laws  by  a two-thirds  vote  of  the 
delegates  present  at  any  annual  session,  provided 
that  each  amendment  shall  have  been  presented 
in  open  meeting  at  the  previous  annual  session, 
and  that  it  shall  have  been  published  twice  dur- 
ing the  year  in  a bulletin  or  Journal  of  this  So- 
ciety, or  sent  officially  to  each  component  society 
at  least  two  months  before  the  meeting  at  which 
final  action  is  to  be  taken. 
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British  General  Practice: 

A Visiting  American  Family  Medicine  Residents  View 

Larry  A.  Green,  M.D.* 


TT  he  style  and  content  ol  the  encounter  be- 
tween the  British  patient  and  his  general  prac- 
titioner is  descriltetl  in  terms  t)l  national  sta- 
tistics as  well  as  specilic  events  in  one  busy  prac- 
tice. Some  perspective  is  ollered  of  how  the  gen- 
eral practitioner  fits  into  the  entire  health  sys- 
tem, including  how  he  is  paid  and  how  he  is 
being  educated  for  his  tasks.  few  personal 
reflections  are  included,  attempting  to  complete 
a balanced  image  ol  British  general  practice  as 
seen  by  a non-expert,  liut  interested  observer. 

INTRODUCTION 

In  1948,  the  year  I was  born  in  Oklahoma,  the 
British  nationalized  their  hospitals.  Since  then, 
the  British  have  extended  their  proud  history  of 
Avorld  leadership  into  health  affairs,  via  the  fa- 
mous national  health  service  (NHS);  and  I stum- 
bled into  a family  medicine  residency  that  in- 
cluded elective  time  that  could  be  spent  out  of 
town.”  Ilkeston,  England,  10  miles  west  of  Not- 
tingham, was  out  of  town;  so  I grasped  the  op- 
portunity by  some  English  friends  to  observe  the 
scene  first  hand.  After  I convinced  the  director 
of  my  residency  that  I was  going  to  England  ‘ to 
examine  the  encounter  between  the  patient  and 
the  British  general  practitioner  (GP)  and  the  sys- 
tems which  support  it,”  he  convinced  me  that 
not  reporting  my  observations  was  irresponsible. 
Since  family  medicine  residents  behave  respon- 
sibly, these  observations  are  presented. 

The  Style  and  Content  of  the  Encounter 

Ehe  typical  GP-patient  encounter  lasts  .5-6 
minutes^  and  occurs  in  the  consulting  room, 
where  the  doctor  will  be  sitting  at  his  desk, 
when  the  patient  enters.  After  greetings,  the  pa- 
tient takes  a seat  either  opposite  or  to  the  side 
of  the  doctor  and  explains  his  problem.  If  the 

•The  Tniversity  of  Rochester  and  Highland  Hospital,  Family 
Medicine  Program,  Rochester,  New  \oik  1 1620. 


doctor  tloes  not  feel  he  can  deal  with  the  prol)- 
lem  with  the  jtrescription  pad,  excuse-from-work 
pad,  or  employment  insurance  form  he  keeps  Ite- 
fore  him,  he  may  choose  to  examine  the  patient. 
4 he  examination  couch  will  Ite  either  in  the 
same  room  or  immediately  adjacent  via  a side 
door.  If  laboratory  investigation  is  re(|uired, 
some  doctors  do  the  test  in  the  surgery  (English 
for  office),  some  collect  a specimen  and  send  it 
away,  and  others  direct  the  patient  to  another  fa- 
cility, e.g.  a local  hospital.  If  consultation  is  de- 
sired promptly,  the  telephone  is  used  to  locate  a 
considtant  (hospital-based  specialist)  or  his  reg- 
istrar (3rd  to  10th  year  resident  looking  for  a 
job).  If  consultation  is  desired  eventually,  ap- 
pointments are  recpiested,  letters  prepared,  and 
the  waiting  period  accepted.  Most  encounters 
conclude  with  the  patient  receiving  a piece  of 
paper  of  some  sort  and  a “come  back  if  you’re 
not  better.” 

Of  all  GP-patient  encounters,  64%  are  for  self- 
limiting,  benign  disorders  with  no  risk  to  life 
or  permanent  disability,  15%  for  life-threatening 
diseases,  and  21%  for  insurable  chronic  prob- 
lems.i  About  33%  of  all  people  consulting  a GP 
do  so  for  a social  problem,  and  the  remainder 
largcly  present  respiratory,  gastrointestinal,  and 
skin  disorders. 

The  GP  and  His  Practice 

In  1948  the  GP  was  frozen  out  of  the  hospital 
empire  and  now  has  access  to  about  500  C,P  hos- 
pitals,” of  which  many  are  Victorian  homes  with 
8-10  beds.  He  has  maintained  a separate,  distant 
relationship  with  the  government.  He  individu- 
ally contracts  with  the  government  to  provide 
certain  services  in  the  manner  he  deems  appro- 
jiriate.  The  Family  Practitioner  Gommittee  in 
each  .\rea  (there  are  4-5  areas  in  each  ol  Eng- 
land's 12  health  regions)  assures  fulfillment  of 
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the  contract  and  pays  the  GP  with  funds  drawn 
directly  from  the  Department  of  Health  and 
Social  Services  (DHSS).  What  is  expected  of  the 
state,  the  practitioner,  and  the  patient  is  explicitly 
stated  in  the  reorganization  act  of  1974,  Statutory 
Instrument  #160.  The  grievance  mechanism  is 
stated  in  Statutory  Instrument  #455,  1974. 

As  the  agent  of  first  contact  for  the  97%  of 
the  UK  [xipulation  registered  in  the  NHS,  the 
GP  provides  direct  access  into  the  entire  system. 
He  hopes  the  public  will  see  him  as  a personal 
physician.  He  recognizes  his  niche  is  just  above 
self-care  and  knows  that  even  though  75%  of  his 
patients’  symptoms  are  self-treated,  the  25%  pre- 
sented to  him  will  re-confirm  the  insoluble  equa- 
tion: Wants  > Needs  > Resources.  There  is  one 
GP  for  every  2200  citizens,  but  his  ranks  are  in- 
creasing as  British  born  women  and  foreign  born 
graduates  enter  practice  (16%  of  all  GP’s  were 
born  overseas).- 

As  an  individual  contractor,  he  will  participate 
in  a health  service  that  appears  free  to  the  pa- 
tient at  the  point  of  encounter,  but  actually  cost 
about  1000  million  pounds  in  1975,  representing 
11%  of  all  public  expenditure  (education  = 13%, 
social  security  = 18%,  defense  = 11%)  and  about 
5%  of  the  British  GNP.  Central  taxation  gen- 
erates 80%  of  the  money  needed  to  cover  this 
debt,  while  direct  charges,  national  health  in- 
surance fees,  and  local  taxes  jrroduce  the  re- 
mainder. Only  24%  of  this  expenditure  for  healtli 
is  directed  into  general  practice  services;  and  of 
that  24%,  and  33%  is  for  payments  to  GP’s.^ 

The  GP  gets  a capitation,  based  on  age,  for  the 
patients  on  his  list  (£2.15  for  0-64  years;  £2.80 
for  65-74  years;  £3.45  for  patients  over  74).  After 
13  years  in  practice  or  the  completion  of  a train- 
ing scheme  he  gets  an  extra  £550  per  year.  All 
GPs  who  practice  in  groups  get  £420  per  year. 
If  he  agrees  to  work  after  6 p.m.,  he  gets  an  extra 
£475  per  year,  plus  £0.43  for  each  patient  after 
the  1000th  on  his  list.  Furthermore,  for  each 
home  visit  from  11  p.m.  to  7 a.m.,  he  gets  a fee 
of  £4.60.  Services  considered  to  be  of  special  pub- 
lic service  may  be  rewarded  liy  a special  fee,  such 
as  cervical  cytology,  for  which  the  GP  gets  £2.30. 
P'or-  contraceptive  advice  he  gets  an  extra  £3.25. 
(The  rapidity  with  which  practices  initiated  pap 
smear  programs  after  the  government  agreed  to 
pay  these  extra  fees  documents  tliat  American 
doctors  do  not  stand  alone  in  their  responsive- 


ness to  money.  It  also  implies  how  a giant  sys- 
tem can  be  made  promptly  responsive  to  achieve 
a particular  health  goal.)  Prenatal  care  and  de- 
liN'ery  merit  £33.25  per  pregnancy.  There  are 
financial  inducements  to  improve  facilities,  prac- 
tice in  under-served  areas,  and  give  vaccinations. 
70%  of  salaries  for  staff  (no  more  than  two  per 
GP)  is  assumed  by  the  NHS,  and  the  remaining 
30%  is  tax  exempt.  There  is  a generous  pension 
scheme  and  more. 

I tired  of  searching  for  the  equation  that  would 
tell  me  what  the  GP  really  earns  and  gave  up, 
concluding  that  no  two  GP’s  are  paid  the  same, 
and  that  the  tax  burden  required  to  support 
social  programs  plus  the  devaluation  of  the 
pound  were  as  significant  as  the  nationalization 
of  the  health  service  in  compromising  the  British 
GP’s  financial  status  vis  a vis  U.  S.  doctors. 

Even  though  58%  of  GP’s  also  practice  pri- 
\'ately,  no  more  than  5%  have  more  than  100 
private  patients.  Private  practice  pads  the  GP’s 
income  and  operates  as  a safety  valve  for  an  over- 
loaded system.  (A  vasectomy  in  the  NHS  may 
require  an  18  month  wait;  privately  — “next 
Thursday  alright  with  you?’’)  Some  patients  re- 
quest private  service  for  personal  or  traditional 
reasons,  but  others  use  their  private  status  to 
assure  prompt  and  special  attention. 

In  1948,  80%  of  GP’s  were  in  solo  practice;  but 
by  1971,  80%  were  in  groups  of  two  or  more 
(partially  explained  by  the  emergence  of  govern- 
ment supported  health  centers).  In  1967  only 
30%  of  general  practices  used  appointments,  but 
this  increased  to  64%  in  1972.  Although  the 
trend  is  away  from  home  practices,  70%  of  GP’s 
were  still  practicing  in  adapted  residential  prem- 
ises in  1969.  Almost  50%  of  practices  have 
branch  practices  which  clearly  function  to  main- 
tain list  size.  In  1971  only  41%  of  general  prac- 
tices had  a nurse,  10%  had  an  EGG  machine, 
34%  had  a miaoscope,  63%  had  a vaginal  specu- 
lum, and  only  35%  had  a hemoglobinometer. 

A Day  In  the  Life  of  a British  GP 

Tuesday,  26  August,  1975. 

I.  Morning  Surgery  0830-1030;  Since  there 
were  no  appointments,  the  patients  began  to  line 
up  45  minutes  before  opening  time.  They  line 
up  for  their  own  doctor,  but  if  one  of  his  part- 
ner’s line  is  very  short,  they  shift  quite  promptly. 
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Once  under  way,  1 listened  as  the  senior  partner 
of  the  group  interviewed  and  managed: 

1.  a 28-year-old  jack  hammer  operator  with 
an  8-week-old  child  and  8 weeks  of  congh- 
ing. 

2.  a 39-year-old  laborer  with  foot  pain  since 
an  industrial  accident. 

3.  a 40-year-old  laborer  with  a shoulder  bur- 
sitis. 

4.  a 62-year-old  retired  miner  with  chronic 
bronchitis. 

5.  an  11-year-old  girl  with  otitis  media,  want- 
ing to  go  swimming. 

6.  a 5-year-old  boy  who  wanted  to  be  8 years 
old;  he  had  tinea  corporis. 

7.  a 51-year-old  man  with  a cervicobrachial 
syndrome. 

I checked  the  waiting  room,  and  there  were  48 
people  in  it.  When  they  were  all  seen,  we  went 
visiting. 

II.  Home  Visits  and  Special  Activities  1030- 
1530:  We  first  saw  a 92-year-old  fellow  with 
bronchitis,  and  it  was  impressive  how  quickly  his 
functional  disability  could  be  assessed,  seeing 
him  in  his  own  home.  Then  we  saw  another  man 
with  bronchitis  so  severe  that  he  could  not  walk 
even  a few  steps  uphill.  Next  we  visited  a 75- 
year-old  lady  convalescing  at  home  from  a myo- 
cardial infarction,  insisting  that  her  garden 
needed  tending,  regardless  of  doctor’s  instruc- 
tions. 

"W^e  then  slipped  by  the  village  hospital,  used 
almost  exclusively  by  the  local  GP’s.  We  had  tea 
with  other  local  practitioners  after  seeing  a few 
patients  with  scrapes  and  bruises  who  knew  they 
could  be  seen  at  that  time  in  the  hospital’s  “casu- 
alty department.”  A pre-natal  clinic  at  the  local 
maternity  home  or  a well-child  clinic  coidd  have 
been  next,  but  today  it  was  more  home  visits. 

III.  Afternoon  Surgery  1530-1730:  Care  in 
5-6  minute  aliquots  continued  as  we  saw: 

1.  a 26-year-old  housewife  on  birth  control 

pills,  with  migraine  and  hypertension. 

2.  an  ll-yeai'-old  boy  with  lethargy  and  fatigue 

two  weeks  after  his  father  died  of  myo- 
cardial infarction. 

3.  a 50-year-old  housewife  with  low  back  pain 

to  be  followed  in  a week  with  a home  visit. 

4.  a 40-year-old  fellow  who  passed  blood  in  his 


stool  after  being  seen  three  days  earlier 
with  abdominal  pain. 

5.  a desperate,  24-year-old  mother  of  three, 

weighing  80  pounds,  needing  contracej> 
tion. 

6.  a 20-year-old  bride-to-be  with  back  pain, 

waiting  to  get  married  until  she  earned 
enough  money  to  pay  for  a bed. 

7.  a 60-year-old  literature  teacher  who  decided 

to  postpone  his  hearing  problem  and  talk 
about  American  medicine  when  he  learned 
I was  from  the  U.  S. 

By  1815  the  five-man  practice  had  processed 
almost  300  encounters. 

IV.  Night  Call:  y\fter  dinner  a few  calls  came 
in  and  we  visited  a 5-month-old  baby  with  a cold 
and  a 21-year-old  mother  with  gastroenteritis. 
Then  a 50-year-old  Scot’s  wife  called  and  said 
her  husband  had  had  chest  pain  for  16  hours.  We 
arrived  at  his  home  at  2200.  His  subsequent 
course  illustrates  emergency  care. 

2215  — Dr.  S.  left  to  call  for  ambulance  and  a hos- 
pital bed. 

2225  — Dr.  S.  talks  with  Dr.  Smith  at  City  Hos- 
pital. 

2232  — Heard  ambulance  coming. 

2234  — Ambidance  arrived. 

2237  — Patient  is  in  ambulance,  receiving  oxygen; 
departs. 

2245  — Patient  is  pain-free  for  first  time  in  16 
hours. 

2259  — Arrived  City  Hospital. 

2303  — In  ecu  bed;  no  emergency  department 

StO]). 

2310— X-ray  taken;  sister  (i.e.  nurse)  and  two 
ecu  M.D.’s  available. 

231 1 — ECG  taken;  sister  comforting  wife  in  wait- 
ing area. 

2325  — Dr.  Smith  arrives. 

2338  — Working  diagnosis  is  old  DMI  with  prob- 

able  new  ASMI;  stable. 

2339  — Wife  and  I leave  for  Ilkeston;  patient 

stating  he  will  be  home  tomorrow. 

0004  — Home;  wife  paid  for  taxi. 

Reflecting  over  the  day,  I decided:  (1)  The 
home  visit  persists  in  England  because  patients 
are  taught  to  expect  it  as  a routine  service,  people 
live  close  together,  and  the  doctors  have  fun 
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doing  it.  (2)  The  English  equivalent  of  “take 
two  aspirins  and  go  to  bed"  is  a home  visit  con- 
clnding  with,  “Ell  give  you  something  to  make 
you  better,"  after  which  the  patient  accpiires 
from  his  chemist  (pharmacist)  an  ineffective  nn- 
recjuired  almost  non-prescription  reciniring  drug 
at  NEIS  expense.  (3)  In  general  the  British  pa- 
tient distingnishes  himself  from  his  American 
counterpart  by  preferring  inaction  to  action  and 
traditional  responses  to  new  technologically  sn- 
jierior  methods  (or  as  one  doctor  said  “leather 
and  wood  to  steel  and  plastic").  (4)  The  Ameri- 
can who  claims  tlie  NHS  destroyed  the  cloctor- 
jratient  relationship  has  obviously  been  the  vic- 
tim of  unworthy  propaganda.  Likewise  the 
British  chap  tvho  interrupted  my  dinner  to  pro- 
test “I  could  never  practice  in  America  — it’s  so 
corrnjrt"  is  ecpially  misinformed.  Until  an  as- 
stnned  tolerance  of  the  other  side  of  the  Atlantic's 
approach  is  established  it  is  very  difficult  to  un- 
derstand each  other.  (5)  I resolved  to  learn  how 
the  British  prejtare  doctors  for  days  like  26  .An- 
gnst,  1975. 

Vocational  Training 

Designed  to  prepare  doctors  for  general  prac- 
lice,  vocaticmal  training  is  the  analogue  of  the 
.\merican  family  medicine  residency.  In  1973 
there  were  only  250  trainees,  but  this  number  is 
increasing.  A typical  trainee  will  have  entered 
medical  school  at  age  17  or  18,  c|ualified  five 
years  later  (i.e.  got  his  M.D.),  done  two,  six- 
month  house  jobs  (our  internship),  and  then 
entered  the  training  scheme. 

4 he  scheme  is  managed  by  “course  organizers” 
who  are  usually  inspired  GP’s  wdth  liaisons  with 
university  and  community.  The  three  years  are 
sharply  divided  betw'een  twm  years  hospital  and 
one  year  community  experiences,  in  no  certain 
order.  In  the  hospital  the  trainee  serves  as  a 
.senior  houseman  on  fotir  six-month  jobs,  and  de- 
pends upon  considtant  physicians  for  his  educa- 
tion. In  the  community  the  trainee  is  a.ssignecl 
to  a functioning  general  practice  where  a prac- 
ticing trainer  shares  responsibility  for  his  educa- 
tion. The  trainee  adopts  a portion  of  the  train- 
er’s list  of  patients  and  works  at  a slightly  slower 
rate;  access  to  the  trainer  is  available  on  request. 
.\11  the  trainees  in  a given  scheme  meet  for  a 
21/2-hour  session  each  week  for  the  entire  three 
years  to  discuss  pertinent  material. 

There  are  problems,  of  course.  There  is  little 


consensus  as  to  what  GP’s  should  be  doing.  .Some 
stre.ss  maximum  clinical  competence  with  com- 
mon diseases  and  learning  interventions  with  a 
high  probability  of  effectively  modifying  disease. 
Others  argue  that  is  consultant’s  work,  and  GP’s 
should  enhance  their  practice  tvith  “pastoral” 
skills.  While  objectives  are  being  fonnulated, 
everyone  desperately  hopes  that  selecting  the 
jwoper  topics  to  discuss  now  and  then,  pins  se- 
lecting competent  GP’s  to  whom  trainees  can  be 
exposed,  plus  guaranteeing  hospital  jobs  in  estab- 
lished sjjecialties  will  assure  an  integrated  ex- 
perience, producing  competent  GP’s. 

The  training  programs  could  use  more  good- 
will and  money,  but  unfortunately  appropriate 
use  of  available  resources  is  subverted  by  a sin- 
ister triangle.  At  one  corner  is  the  NHS,  willing 
to  fund  the  program  in  return  for  trainees  filling 
four  six-month  jobs  in  NITS  hospitals.  In  a 
second  corner  is  the  GP  with  severely  restricted 
access  to  hospital-based  practice.  At  the  third 
corner  is  mandatory  vocational  training  be- 
ginning in  1977  and  fully  established  by  1980  as 
a three-year  scheme  reqtiired  to  enter  general 
practice  or  to  change  regions  if  the  GP  is  already 
in  practice.  Thus,  alternative  training  plans  be- 
come unacceptable. 

A cynic  cotild  argue  only  twm  types  of  medical 
graduates  voluntarily  .seek  vocational  training  in 
general  practice:  one  is  incompetent  to  pursue 
general  practice  independently;  the  other  wants 
two  years  of  guaranteed  jobs  at  universities  with 
reptitations  for  high  performances  on  the 
MRCGP.  Regardless  of  motives,  the  trainee  now 
spends  three  of  four  post-doctoral  years  in  hos- 
jiitals,  but  will  have  very  limited  access  to  hos- 
pitals on  entering  practice. 

Parting  Thoughts 

As  the  weeks  went  by,  my  note-taking  dimin- 
ished, and  my  own  perceptions  began  to  emerge. 

On  OB:  It  is  slightly  more  than  an  illusion 
that  the  GP  does  obstetrics.  The  midwife  does 
normal  obstetrics,  the  obstetrician  does  abnormal 
obstetrics,  and  the  GP  sorts  out  the  abnormal 
from  the  normal  pregnancy. 

On  Quality  Care:  Quality  medical  care  is  per- 
mitted by,  btit  not  a function  of,  systems.  It  is  a 
function  of  dedicated,  individual  physicians. 

On  Access  to  the  System:  What  the  dollar  does 
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It)r  cDiili olliirj,  rfsuuKC's  in  America,  tlic  wailing 
list  does  in  Fngland.  In  America  the  miinsiired 
and  pool'  gel  liiiri;  in  I'.ngland,  ihe  cinonicallv 
ill  and  cleelive  smgieal  patients  wail. 

Oulhr  \\’())yi('(l  1 1 c'//.- Cdearh  ilic  N 1 IS  scpian- 
ders  ils  resources  on  the  non -sick,  wlio  oNcrload 
the  system  seeking  the  assmanee  that  they  are, 
indeed,  not  sick.  I hen  by  clelinilion  they  are 
no  longer  at  ease  and.  iherelore,  in  need  ol  med- 
ical care. 

Back  Home 

Now  that  1 am  a tew  months  away  Irom  the 
experience  and  time  h:is  taclecl  many  details,  some 
larger  perspectives  are  emerging.  (1)  I am  im- 
pressed by  the  statistics  the  British  generate,  rvdth 
denominators.  (2)  There  is  little  doubt  that 
socialists  would  prefer  a totally  state  run  and 
state  controlled  medical  profession,  that  the  med- 
ical profession  will  resist  any  such  attempt,  and 
that  the  GP's  are  much  better  organized  to  resist 
than  the  consultants.  (3)  Thinking  men  and 
women  do  not  believe  Britain  can  afford  the 


Nils  at  its  cnrrcnl  level,  inti  iliey  do  not  believe 
a govei  inneni  could  snrvise  abolishing  it.  (1)  The 
(il’  will  not  It  tinsph. lit,  becanse  lie  needs  his 
practice  to  coniiinially  inform  him  of  who  he  is 
and  what  he  does.  (5)  Becanse  of  my  exposure  to 
Briiish  (fP's,  I will  make  home  risits  in  my  prac- 
tice, attempt  to  maintain  a priority  connniiment 
to  tivailafiility  for  whatever  troubles  my  patients 
when  it  ironbles  them  (not  two  weeks  frciiii 
Idinrsday  at  3:15),  and  bask  in  the  enormous 
freedom  American  doctors  enjoy.  (6)  I perceive 
the  major  flaw  in  the  NMS  as  the  absence  of  in- 
centive to  be  better:  the  inspired  practitionei  is 
inadec[nately  rewarded.  (7)  I remain  impressed 
and  inspired  by  the  fact  that  any  person,  inclnd- 
ing  YOU,  whether  British  or  not,  located  within 
the  confines  of  the  UK,  can  receive  all  the  med- 
ical care  needed,  hcjwever  ccmiplex,  wdthont  fear 
of  financial  disaster  for  — your  signature.  That 
is  amazing! 

1.  All  statistics  not  otherwise  marked  are  extracted  from:  Re- 
port from  General  Practice.  16.  I’resent  state  and  future  needs  of 
general  practice,  edition,  March.  1973,  published  by  the  Journal  of 
the  Roval  College  of  General  Practitioners. 

2.  Unpublished  paper  by  Dr.  John  Skinner  and  Dr.  Georges 
Lavolee. 
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Use  of  a Spray  to  Deliver  Drugs  to  the  Eye 

James  Sharp  and  Calvin  Hanna* 


INTRODUCTION 

X ' he  topical  administration  of  drops  to  the 
eye  is  an  unpleasant  procedure  associated  with 
significant  burning,  stinging,  lacrimation  and 
emotional  ambivalence  on  the  part  of  the  pa- 
tient. Such  symptoms  are  clue  to  drug  solutions 
which  contain  not  only  drugs,  but  also  preserva- 
tives, buffers  and  stabilizing  materials.  Because 
of  such  problems,  different  methods  of  topical 
drtig  delivery  were  investigated  with  the  hope 
of  overcoming  the  objectionable  aspects  of  topi- 
cally administered  drops  to  the  eye. 

In  order  to  pursue  this  objective,  mydriatics 
w'ere  chosen  for  our  investigation.  It  was  found 
that  mydriatics  applied  as  a spray  to  either  open 
or  closed  eyes  caused  mydriasis  equal  to  that  of 
drops;  furthermore,  this  route  of  drug  delivery  is 
less  irritating  and  causes  less  ambivalence  on  the 
part  of  the  patient. ^ 

Since  that  time,  the  ophthalmic  spray  has  been 
used  in  our  clinics  with  children  and  adults.  It 
has  continued  to  be  a tiseful  device  for  drug  de- 
livery and  has  had  a good  reception  among 
ophthalmology  residents  and  some  ophthalmolo- 
gists in  private  practice. 

MATERIALS  AND  METHODS 

In  our  clinics,  an  ophthalmic  spray  (Figure  1) 
has  been  used  to  dilate  pupils  for  examination 
and  to  produce  cycloplegia.  Included  in  our  ob- 
servations was  a prospective  study  of  150  patients 
of  all  ages,  who  were  given  drops  in  one  eye 


♦Department  of  Ophthalmology  and  Pharmacology,  University  of 
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Figure  1. 

The  sprayer  is  used  from  a distance  of  two  inches  from  the  eye. 


while  receiving  spray  of  the  same  drugs  to  the 
other  eye.  The  spray  was  applied  to  either  an 
open  or  a closed  eye. 

We  routinely  use  three  drugs  for  mydriasis: 
10%  phenylephrine  hydrochloride  (Neosyneph- 
rine  — Winthrop),  1%  tropicamide  (Mydriacyl — 
Alcon),  1%  cyclopentolate  (Cyclogyl  — Alcon). 
Tw'o  mixtures  of  these  drugs  were  used;  the  first 
used  was  a 1:1  solution  of  10%  phenylephrine 
and  1%  tropicamide  which  was  used  routinely  in 
adults.  The  other  solution  was  composed  of 
equal  volumes  of  all  three  drugs  and  was  used 
mainly  in  children. 

The  applicator  was  similar  to  Windex®  or 
Mistura®  sprayers.  In  daily  clinical  activities, 
the  spray  was  applied  only  to  closed  eyes.  The 
patients  were  then  instructed  to  blink;  if  medi- 
cation reached  the  tear  film,  there  would  be  mild 
stinging.  After  blinking,  the  patient  was  allowed 
to  blot  off  excess  solution. 

RESULTS 

There  is  no  statistically  significant  difference 
between  the  drugs  given  as  drops  or  as  a spray 
(Figure  2).  If  the  eyelids  were  sprayed  while 
closed,  there  was  as  much  mydriasis  as  with  drops 
if  the  eyes  were  opened  before  the  lids  w’ere 
blotted  (Figure  3). 

Subjectively,  the  initation  of  the  spray  di- 
rected to  the  closed  eye  is  much  less  than  with 
drops.  Furthermore,  the  reaction  may  be  delayed 


Time  in  Minutes 
Figure  2. 

This  graph  presents  the  data  on  20  patients,  comparing  the  mean 
pupil  measurements  of  eyes  which  received  drops  while  open,  as 
compared  to  the  eyes  which  received  the  spray  while  open.  The 
brackets  represent  the  standard  error. 


462 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


|amk.s  Sharp  and  (Iaiain  Hanna 


I igure  3. 

This  graph  presents  tlie  data  on  10  patients,  comparing  tlie  mean 
pupil  measurement  of  eyes  which  received  the  spray  while  closed, 
as  compared  to  the  eyes  which  received  the  drops  while  open.  The 
brackets  represent  the  standard  error. 

several  moments  after  the  patient  blinks.  It  must 
be  stressed,  there  will  l)e  a sensation  of  discom- 
fort on  ojiening  the  closed  eye  after  it  has  been 
sprayed.  If  there  is  no  mild  burning  or  stinging 
with  the  use  of  the  spray,  it  may  loe  concluded 
that  none  of  the  drug  has  reached  the  tear  film 
from  the  lid  margin.  This  may  occur  in  a tightly 
closed  eye  where  there  is  redundancy  of  the  skin 
and  shielding  of  the  lid  margins  from  the  spray. 

There  is  less  ambivalence  on  the  part  of  the 
patient  when  the  spray  is  directed  to  the  closed 
eye.  This  is  more  pronounced  with  self-admin- 
istration. In  the  case  of  self-administration,  there 
is  a marked  startle  reaction  during  the  initial  ap- 
plications of  spray  which  is  usually  absent  dur- 
ing subsequent  applications. 

The  clinical  use  of  mydriatic  sprays  has  been 
well  tolerated  by  patients,  particularly  pediatric 
patients.  On  the  other  hand,  patients  with  make- 
up would  rather  not  use  the  spray.  The  spray 
has  not  altered  patient  flow  in  the  ophthalmology 
clinic.  There  has  been  satisfactory  dilatation  for 
clinical  examination  and  there  has  also  been  sat- 
isfactory cycloplegia  for  refraction.  Patients  with 
highly  pigmented  irises  do  not  dilate  more  rapid- 
ly with  the  spray  than  with  drops  and  they  re- 
main as  the  more  difficult  mydriatic  problem,  as 
compared  to  patients  with  lightly  pigmented 
irises. 

DISCUSSION 

Of  the  patients  being  treated  at  the  University 
of  Arkansas  Medical  Center,  approximately  50 
per  week  are  dilated  using  mydriatic  sprays.  It 


has  proved  to  be  a rapid,  elfective  and  le.ss  irri- 
laling  loute  Jor  drug  delivery. 

Our  inilial  ex])eiicnc:e  was  witli  150  patients 
\vhra  were  utilized  iu  a prospeclive  study  of  the 
ellicacy  of  mydriatic  sprays  as  opposed  to  drops, 
'khis  study  demonstraied  that  the  spray  to  closed 
eyes  was  as  effective  as  the  drops  of  the  same 
solutions  to  open  eyes.  There  was  less  iiritation. 
Most  important,  patients  readily  accepted  the 
spray.  It  was  shown  that  patients  could  close 
their  eyelids  during  the  application  of  the  spray, 
yet  during  the  first  parting  of  the  eyelids  a suf- 
ficient amount  of  drug  would  reach  the  tear  film 
for  mydriasis.^ 

The  subjective  responses  of  our  patients  has 
uniformly  been  good.  The  spray  delivers  ap- 
jrroximately  0.075  ml  of  solution,  as  compared  to 
0.10  ml  if  several  drops  are  given.  Consequently, 
the  spray,  as  compared  to  drops,  does  not  deliver 
the  overdosage  of  medications,  solutions  and 
preservatives  to  the  conjunctiva;  thereby  causing 
less  discomfort. 

Another  asjaect  of  patient  acceptance  has  been 
the  ease  of  administration,  whether  by  the  ex- 
aminer or  by  the  patient  himself.  It  is  easier  for 
the  patient  to  close  his  eye  and  allow  it  to  be 
sprayed  than  it  is  to  allow  drops  to  the  open 
eye.  Also,  the  patient  does  not  need  to  assume 
an  awkward  position  to  accommodate  the  drops. 

.Since  our  initial  exj^erience  with  the  sprayer, 
mydriatic  sprays  have  gained  greater  popularity 
in  our  department  and  in  the  private  practice  of 
some  local  ophthalmologists.  In  private  practice, 
the  rapidity  with  which  the  spray  may  be  ad- 
ministered is  appreciated.  Uniformly,  it  has  been 
noted  that  pediatric  patients  are  particularly  re- 
ceptive to  the  spray  as  compared  to  drops.  On 
the  other  hand,  patients  with  mascara  do  not  aj> 
preciate  the  spray;  however,  it  shoidd  also  be 
recognized  that  drops  will  ecpially  distort  mas- 
cara. 

SUMMARY 

The  topical  administration  of  mydriatics  to 
the  eye  is  time  consuming  for  the  physician  and 
unpleasant  for  the  patient.  The  use  of  mydriatic 
sprays  was  investigated  to  overcome  these  prol)- 
lems.  It  was  shown  that  aqueous  solutions  of 
mydriatics,  when  applied  to  the  closed  eye, 
yielded  as  much  mydriasis  upon  blinking  as  drops 
applied  in  the  usual  fashion.  Furthermore,  the 
ophthalmic  spray  is  less  irritating  and  easier  to 
administer  than  drops. 
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INTRODUCTION 

' JL  'he  widespread  incidence  of  hypertensive 
disease,  and  the  problems  of  its  detection  and 
tieatment  are  well  known  and  have  been  exten- 
sively documented.  Previous  studies  have  shown 
that  hypertension  is  more  prevalent  among 
blacks  and  among  older  persons.  Also,  males 
under  age  50  have  a greater  incidence  of  hyper- 
tension than  females,  but  the  situation  is  reversed 
in  the  over  50's.  The  cost-effectiveness  of  hyper- 
tension screening  is  questionable,  since  it  is 
difficult  to  ensure  that  persons  referred  for  treat- 
ment actually  obtain  it  on  a continuing  basis. 
However,  if  screening  is  undertaken,  there  are 
certain  target  groiqrs  that  it  is  desirable  to  reach. 

Recently  the  Arkansas  Heart  Association  un- 
dertook an  extensive  hypertension  screening  proj- 
ect in  Arkansas.  Since  other  such  programs  are 
likely  to  be  develojred  in  the  future,  it  is  ap- 
propriate to  look  at  the  group  screened  by  the 
Heart  Association,  and  asse,ss  how  successful  the 
jjroject  was  in  reaching  the  high  risk  popidation. 
'The  resnlts  of  this  analysis  are  shown  here,  to- 
gether with  referral  rates  for  different  demo- 
graphic groups.  The  major  finding  is  that  the 
project  was  relatively  unsuccessful  in  reaching 
the  non-white  population.  The  results  also  show 
that  referral  rates  were  higher  for  males  than 
for  females  in  all  age  groups.  As  might  be  ex- 
pected, the  demographic  group  with  the  greatest 
referral  rate  was  the  non-white  popidation  aged 
40  years  and  over. 

The  Arkansas  Hypertension  Screening  Project 
METHODS 

In  1974  the  Arkansas  Heart  Association,  using 
funds  from  the  Arkansas  Regional  Medical  Pro- 
gram and  a cadre  of  volunteers,  initiated  a hyper- 
tension screening  project  in  Arkansas  which 
eventually  reached  38  counties  in  the  State. 
Permanent  screening  sites  were  developed,  but 
the  majority  of  persons  were  screened  at  casual 
screenings  in  shopping  centers,  etc.  A support- 
ing media  campaign,  using  television,  radio,  and 
the  press,  was  also  put  into  effect.  Persons  found 
to  have  elevated  blood  pressures  were  referred  to 

•Assistant  Professor,  Division  of  Biometry,  University  of  Arkansas 
for  Medicat  Sciences,  1120  Marshall  Street,  Little  Rock,  Arkansas 
72202. 


physicians  for  treatment.  A computerized  follow- 
up system  was  employed  to  check  on  refeiTal 
compliance,  and  those  not  in  compliance  were 
urged  to  seek  treatment. 

In  undertaking  this  project  the  Heart  Associa- 
tion w'as  dependent  upon  the  cooperation  of 
local  physicians  and  volunteers,  and  this  affected 
the  county  selection.  Consequently,  the  38  coun- 
ties in  which  screening  took  place  had  a lower 
percentage  of  non-whites  than  the  State  as  a 
whole.  Also,  even  though  the  volunteers  could 
screen  people  effectively,  frequently  they  did  not 
complete  the  data  collection  forms  correctly. 
Tints,  some  of  the  data  generated  from  this  proj- 
ect were  not  usable. 

In  the  fall  of  1975,  after  hypertension  screen- 
ing had  been  taking  place  for  a year  in  at  least 
some  of  the  38  counties,  a 10%  random  sample 
w'as  taken  from  the  records  of  each  county,  with 
the  primary  purpose  of  determining  the  demo- 
graphic characteristics  of  the  persons  screened. 
In  this  way  the  effectiveness  of  the  methods 
used  in  reaching  the  population  could  be  as- 
sessed. It  was  also  proposed  to  compare  referral 
rates  among  different  gioups  of  the  population. 
Unfortunately  the  data  from  two  counties  were 
mislaid.  However,  since  they  accounted  for  a 
very  small  percentage  of  the  total  sample,  the 
Impact  on  the  results  was  negligible.  Also,  as 
mentioned  above,  not  all  the  data  sheets  were 
usable,  and  this  reduced  the  effective  sample  size. 
In  order  to  utilize  as  much  of  the  data  as  pos- 
silde  however,  a key  assumption  was  made.  If 
an  individual's  blood  pressure  was  on  the  form, 
Init  there  was  no  indication  of  whether  he  or  she 
had  been  referred  to  a physician,  it  was  assumed 
that  a refen  al  had  been  made  if  the  recorded 
blood  pressure  was  above  the  critical  level  used 
by  the  Heart  Association  to  determine  referrals. 
Conversely,  it  was  assumed  that  a referral  was 
not  made  if  the  blood  pressure  was  below  the 
critical  level.  The  critical  blood  pressures  were 
140/90  for  persons  under  40  years  of  age  and 
160/95  for  persons  of  40  years  or  more.  By  mak- 
ing this  assumption,  data  were  available  on  ap- 
proximately 4300  persons. 

Persons  Screened 

The  38  counties  in  which  hypertension  screen- 
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ing  took  place  were  scattered  throughout  the 
State,  with  a relatively  high  couceutratiou  iu  the 
Northwest.  In  1970  these  counties  had  a popula- 
tion of  1.2  luillion,  of  which  14.0%  was  non- 
white, and  38.3%  was  aged  40  or  above.  In  com- 
parison, 18.6%  of  the  State’s  population  was  non- 
white and  38.8%  was  aged  40  or  above.  It  is 
apparent  that  the  age  distributions  of  the  State 
and  the  38  counties  are  very  similar,  but  there  is 
a significant  difference  in  racial  composition. 
The  persons  screened  for  hypertension,  however, 
reflect  different  age  and  racial  patterns  than  both 
the  State  and  the  38  counties. 

Tables  I and  II  show  the  age,  race,  and  sex 
distributions  of  the  sample  population.  Two 
points  are  outstanding  from  these  tables.  First, 
65%  of  the  sa  eenees  were  aged  40  and  over.  Sec- 
ondly, 91%  of  them  were  white.  Additionally, 
it  should  be  noted  that  55%  were  female. 

TABLE  I* 

Age  and  Sex  Distribution  of  Persons 
Screened  for  Hypertension  (%) 

Age 


Sex 

Under  40 

40  and  Ox>er 

Total 

Male 

16.2 

28.8 

44.9 

Female 

18.5 

36.6 

5,5.1 

Total 

34.7 

65.3 

~ loo^o” 

TABLE  II* 

Age  and  Race  Distribution  of  Persons 
Screened  for  Hypertension  (%) 


Age 

Rare 

Under  40 

40  and  Oner 

Total 

Wdiite 

30.5 

60.5 

91.0 

Non-white 

4.1 

4.9 

9.0 

I'otal 

34.7 

65.3 

100.0~ 

^Totals  and  sums  of  percentages  may  differ  due  to  round-off 
error. 


It  is  likely  that  the  large  percentage  of  peisons 
aged  40  and  over  reflects  their  gi'eater  concein 
with  hypertension.  Also  some  screening  teams 
made  special  attempts  to  reach  elderly  gioups 
through  screeuiiig  iu  retirement  communities, 
etc.  The  higher  percentage  of  women  than  men 
may  reflect  gieater  concern  or  better  access  to 
the  screening  sites.  It  might  be  expected,  for  ex- 
ample, that  casual  screenings  in  shopping  centers 
would  reach  more  women  than  men.  The  low 
percentage  of  non-white  persons  screened  is  dis- 
appointing and  raises  important  questions  for 


future  screening  programs.  At  issue  is  whether 
the  low  part  ici  pal  ion  rate  represents  an  educa- 
tion problem,  an  access  problem,  or  a combina- 
lioii  of  I he  two.  It  is  very  interesting  to  observe 
tliat  the  permanent  screening  sites  which,  in  gen- 
eral, screened  a very  small  number  of  persons 
reached  a much  higher  percentage  of  non-white 
persons  than  did  the  casual  screenings.  A Heart 
Association  report,  submitted  to  the  Regional 
Medical  Progiam  at  the  end  of  the  project  year, 
showed  that  less  than  10%  of  those  screened  had 
been  screened  at  a permanent  site.  However,  of 
those  screened  at  permanent  sites  23%  were  non- 
white. 

Persons  Referred 

As  might  have  been  expected,  referral  rates 
differed  markedly  according  to  age  and  race.  It 
can  be  seen  iu  Table  III  that  referral  rates 
ranged  from  6.1%  for  whites  under  40  years  of 
age,  to  26.1%  for  non-whites  of  40  and  over.  The 
overall  refenal  rate  was  10.3%.  It  is  also  interest- 
ing to  observe  in  Table  IV  that  referral  rates 
were  higher  for  males  regardless  of  age  group. 
(Analysis  of  the  data  indicated  that  this  was  the 
case  for  all  racial  gi'oups;  however,  because  of  the 
small  number  of  non-white  persons  in  the  sample 
disaggregations  by  age,  race,  and  sex  have  been 
avoided.) 

' I 

TABLE  III 


Hypertension  Referral  Rates  by 
Age  and  Race  (%) 

Age 


Race 

Less  than  40 

40  and  Above 

All  Ages 

White 

6.1 

11.3 

9.6 

Non-white 

9.0 

26.1 

18.3 

All  races 

6.4 

12.4 

10.3 

TABLE  IV 

Hypertension  Referral  Rates  by 
Age  and  Sex(%) 

Age 

Sex 

Less  than  40 

40  and  Above 

A ll  Ages 

Male 

8.5 

14.2 

12.1 

Female 

4.4 

11. 0 

8.9 

Both  sexes 

6.4 

12.4 

10.3 

Inferences  from  these  referral  rates  should  be 
made  with  caution,  since  data  from  a project  of 
this  nature  have  a stiong  “self-referral”  bias. 
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Persons  irho  know,  or  suspect,  they  have  hyper- 
tension are  more  likely  to  be  screened  than 
others.  This  exerts  an  npivard  influence  on  refer- 
ral rates;  a higher  percentage  of  the  screenees 
are  found  to  have  hypertension  than  would  he 
the  case  if  the  sample  was  random.  It  is  de- 
pressing to  note  that,  in  spite  of  this  bias,  the 
majority  of  persons  who  were  referred  did  not 
seek  treatment  for  their  hypertension.  For  ex- 
ample, a report  submitted  by  the  Heart  .\ssocia- 
tion  to  the  Regional  iMedical  Program,  for  the 
three  months  March-May,  1975,  indicated  that 
of  3557  persons  referred  for  treatment  only  22% 
were  in  compliance. 

CONCLUSIONS 

It  is  apparent  that  much  can  be  learned  from 
the  Heart  Association’s  experience  about  the  im- 
j)act  of  screening  progi'ams  in  Arkansas.  'Wdien 
dealing  sjrecifically  with  hypertension  screening, 
two  key  issues  emerge.  First,  better  methods  of 
reaching  the  non-white  population  have  to  be 
determined,  since  it  is  clear  that  casual  screen- 
ings combined  with  traditional  media  methods 


are  not  very  effective.  Secondly,  there  is  the  per- 
vasir'e  problem  of  how  to  get  people  who  know 
they  have  hypertension  into  a treatment  regimen. 
Hypertension  screening  would  have  a much 
greater  impact  if  these  problems  could  lie  solved. 
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A rthioccmesis  (“])uiicliue  and  as])iiation  of 
a joint"  — Doiland)  is  a proccdine  frecjiiently 
iisefnl  in  the  practice  of  Office  Orthopedics.  A 
paper  devoted  to  this  subject  may  be  of  no  use 
to  those  familiar  with  tlie  technicpie;  Ijnt  hope- 
fnlly  will  be  Ijeneficial  to  the  physician  who  oidy 
occasionally  has  reason  to  cat  ry  out  arthrocentesis 
or  perhaps  to  the  neophyte  filled  with  trepida- 
tion at  the  thought  of  entering  a major  joint  of 
the  body.  While  this  brief  pajx‘r  will  deal  only 
with  the  knee  joint,  the  jjiinciples  involved  are 
applicable  to  arthrocentesis  of  all  joints  in  the 
body,  only  the  specific  technicpie  and  anatomic 
landmarks  will  vary. 

The  knee,  with  the  largest  synovial  space  in 
the  body,  is  the  most  frecpiently  aspirated  joint. 
Involvement  of  this  joint  by  trauma  or  disease 
will  frecpiently  prodnce  visible  and  pal]jable  ef- 
fusion rendering  the  joint  easy  to  enter  for  pur- 
poses of  obtaining  fluid  and  injection  of  medi- 
cation. 

Prior  to  consideration  of  arthrocentesis,  it  is 
imperative  that  one  nnderstands  the  absolute 
necessity  of  a sterile  procednre  and  the  exercise 
of  all  attempts  to  eliminate  the  possibility  of  in- 
troducing exogenous  infection.  The  disastrous 
consecpiences  of  intra-articiilar  infection  with  re- 
sultant pyarthrosis,  stiffening,  osteomyelitis,  and 
joint  destruction  is  well  known,  at  least  theoreti- 
cally if  not  by  actual  exjxnience,  to  most  physi- 
cians and  surgeons. 

Valuable  information  can  be  obtained  through 
arthrocentesis  of  the  knee  joint.  The  analysis  of 
joint  fluid  is  an  essential  part  of  the  diagnostic 

•Little  Rock  Orthopedic  Clinic,  P.  A.,  P.  O.  Box  5270,  Little 
Rotk,  Arkansas  72205. 


evaluation  of  any  patient  presenting  with  a joint 
effusion.  I’he  composition  of  the  joint  fluid  may 
reflect  the  pathologic  condition  existing  within 
the  joint.  T he  pathology  may  be  due  to  trauma 
such  as  a torn  meniscus  or  fracture,  local  joint 
disease  as  seen  in  infections,  or  systemic  disease 
which  manifests  primarily  as  an  arthrophy  as  in 
rhenmatoid  arthritis.  By  examining  the  joint 
llnitl,  considerable  knowledge  may  be  gained  con- 
cerning the  disease  state  and  its  orthopedic  site 
of  activity.  This  information  greatly  aids  the 
physician  in  the  diagnosis  and  treatment  of  the 
underlying  synovitis  which  has  produced  the 
effusion  or  hemarthrosis.  Analysis  of  the  fluid 
(synovio-analysi.s)  has  been  called  a “licjuid  bi- 
opsy.” The  reatlei'  is  referred  to  a paper  on  this 
subject  printed  in  the  Journal  of  the  Arkansas 
Medical  Society,  June  1974.  Figure  I is  a guide 
to  the  interpretation  of  the  fluid  once  obtained. 

TECHNIQUE 

The  author  prefers  that  the  patient  be  supine 
on  the  examining  table,  the  knee  for  arthrocen- 
tesis  next  to  the  examiner.  The  site  selected  may 
vary,  but  if  there  is  no  particular  reason  to  select 
another  site,  the  author  prefers  the  anterior 
proximal  medial  knee  at  the  superior  medial 
border  of  the  patella  (Figure  2).  The  surround- 
ing area  is  shaved  and  thoroughly  prepared  with 
antiseptic  cleansing  and  germicidal  painting.  A 
two-minute  scrub  with  providone-icxline  (Beta- 
dine)  surgical  scrub  followed  by  careful  painting 
with  povidone-iodine  (Betacline)  solution  is  pre- 
ferred by  the  author.  The  patient  is  cautioned 
not  to  touch  the  preptired  area  and  sterile  dra]>es 
may  be  applied  if  desired.  Thereafter,  a sterile 
glove,  two  syringes,  and  two  needles  are  obtained. 
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A small  amount  of  local  anesthesia,  such  as  lido- 
caine  (Xylocaine),  is  drawn  into  a small  syringe 
and  a small  needle  such  as  an  18  gauge  is  also 
set  aside.  The  needles  are  kept  sterile  but  the 


outside  of  the  syringe  can  be  contaminated  since 
only  one  hand  need  remain  sterile  for  the  pro- 
cedure. A sterile  glove  is  then  applied  to  one 
hand  (usually  the  non-dominate)  and  anesthesia 
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is  accomplished  by  skin  wheal  at  the  superior 
medial  border  of  the  patella.  The  sterile  gloved 
hand  is  used  to  ascertain  anatomic  landmarks. 
Care  is  used  that  the  anesthesia  is  not  injected 
into  the  intra-articidar  space  but  simply  to  anes- 
thetize the  skin  and  underlying  subcutaneous  tis- 
sue. This  is  an  attempt  to  keep  the  anesthesia 
from  becoming  mixed  with  the  synovial  fluid  and 
perhaps  complicating  microscopic  and  chemical 
analysis.  Once  adequate  time  has  elapsed  to  ob- 
tain anesthesia,  the  larger  needle  and  syringe  are 
introduced  into  the  intra-articular  space.  The 
direction  of  the  needle  should  be  superiorly,  a 
bit  posteriorly,  and  laterally.  The  point  of  the 
needle  should  be  aimed  toward  the  under  sur- 
face and  superior  pole  of  the  patella.  Care  should 
be  exercised  that  the  needle  point  not  contact  the 
articular  surface  of  the  patella  or  of  the  femoral 
condyle.  The  large  suprapatellar  pouch  is  easily 
entered  and  is  a substantial  reservoir  for  synovial 
fluid.  As  the  needle  is  gently  introduced,  nega- 
tive pressure  is  applied  to  the  syringe,  and  fluid 
is  obtained  as  the  needle  is  advanced.  Once  ade- 
quate fluid  is  established  into  the  syringe,  no 
further  advancement  is  necessary.  Additional 
fluid  can  be  obtained  by  gentle  compression  of 
the  suprapatellar  pouch,  “milking”  the  fluid 
toward  the  needle  tip.  Adequate  arthrocentesis 
can  thus  be  performed  removing  the  majority  of 
the  fluid  from  within  the  joint.  It  may  be  neces- 
sai'y  to  move  the  tip  of  the  needle  since  fluid 
collections,  especially  blood,  sometimes  become 
loculated  within  the  knee  joint.  While  the  needle 
is  in  place,  the  physician  may  elect  to  inject  a 
corticosteroid  pieparation  or  other  medication, 
depending  on  the  anticipated  pathology  and  dis- 
ease process  existing.  This  can  easily  be  carried 


out  through  the  same  needle,  using  a separate 
syringe.  The  needle  is  then  withdrawn,  gentle 
pressure  applictl  to  the  puncture  site,  anil  lileetl- 
ing  usually  stops  immediately.  A l)and-aid  diess- 
ing  will  usually  suffice. 

An  alternate  means  of  aspiration  is  illustrated 
by  Figure  3.  The  patient  is  seated  with  the  knee 
flexed  across  the  table  edge  and  the  area  at  the 
anterior  knee,  from  just  below  the  tibial  tubercle 
to  above  the  patella  extending  medially  and 
laterally  to  the  collateral  ligaments  is  prepared 
as  described.  Anesthesia  is  then  accomplished  l)y 
skin  wheal  at  the  lower  edge  of  the  patella  over 
the  central  portion  of  the  infrapatellar  ligament. 
The  aspiration  needle  is  directed  straight  pos- 
teriorly into  the  intercondylar  notch  but  stopping 
short  of  the  anterior  cruciate  ligament.  An  ad- 
vantage of  this  technique  is  that  the  flexed  knee 
produces  compression  of  the  supra-patellar  pouch 
by  the  stretched  quadriceps  mechanism  and  most 
of  the  joint  fluid  will  then  be  found  in  the  inter- 
condylar notch  area.  A disadvantage  is  that  the 
patient  must  be  in  a sitting  position  and  syncope 
may  occur. 

While  it  is  true  that  many  intra-articular  ef- 
fusions and  hemarthroses  will  spontaneously  ab- 
sorb and  resolve,  nonetheless,  it  is  frequently  ad- 
vantageous to  have  the  fluid  for  study.  Further- 
more, injection  is  frequently  indicated.  The  phy- 
sician who  adheres  to  the  principles  outlined 
above  should  be  able  to  carry  out  an  atraumatic 
procedure,  obtain  adeipiate  material  for  analysis, 
and  in  some  cases,  speed  recovery  by  removal  of 
the  excess  fluid.  With  the  exercise  of  care  and 
application  of  principles  described,  introduction 
of  exogenous  infection  should  not  occur. 
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ELECTROCARDIOGRAM  ^ OF  THE  MONTH 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 


See  Answer  on  Page  479) 


ftC.  E July  14^  1976 


61  YR  OLD  BLACK  FEMALE^  CHRONIC  RBJAL 
DISEASE^  WITH  SEVERE  METABOLIC  IMBALAMCE 


'16-7036 


Intensive  care  RHYrm  strip 


John  E.  Douglas,  M.D.,  Associate  Professor,  Acting  Chief,  Cardiology 
University  of  Arkansas  College  of  Medicine 
4301  West  Markham 
Little  Rock,  Arkansas  72201 
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PUBLIC  HEALTH  AT  A GLANCE 


Rabies 

Harvie  R.  Ellis,  D.V.M.*,  and  Paul  C.  White,  Jr.,  M.D.** 


review  of  the  197()  statistics  indicates  tliat 
Arkansas  is  one  of  the  states  with  a noticealde 
increase  in  animal  rabies.  In  1975  there  were  89 
cases  rejxtrted  in  30  counties  but  in  1970,  a total 
of  155  cases  were  rejtorted  in  35  counties  by 
species  as  follows:  skunk  129,  bats  14,  cattle  7, 
cats  3,  opossum  1,  raccoon  1.  In  addition,  there 
were  2,132  hmnan  exposures  to  animal  bites  re- 
|X)rted  for  the  year  1970.  Out  of  this  nnmber  of 
bite  exposures  it  was  necessary  for  the  Public 
Health  Laboratory  to  examine  1,930  animal 
heads  for  rabies. 

In  1970,  92  individuals  received  the  complete 
|x)st-exposure  treatment  for  rabies  which  con- 
sisted of  23  doses  of  duck  embryo  rabies  vaccine 
and  the  human  rabies  immune  globulin  accord- 
ing to  w’eight.  The  wholesale  cost  for  snfficient 
rabies  vaccine  and  hyjxtrimmnne  serum  for  anti- 
rabies treatment  may  range  from  .S127.00  for  a 
small  child  to  $207.00  and  more  for  adults.  4 his 
cost  figure  does  not  include  physician  fees,  time 
lost,  inconvenience,  worry  .and  anxiety.  The  total 
cost  from  a simple  animal  bite  exposure  may 
reach  a figure  in  the  neighborhood  of  $500.00. 

.\lthough  Arkansas  has  not  had  a hmnan  case 
of  rabies  since  1957,  the  opjxntunity  for  such  a 
tragedy  does  exist.  Furthermore  the  problem  of 
just  how  to  treat  jjersons  that  are  bitten, 
scratched,  or  otherwise  exposed  to  rabid  or  sus- 
jjected  rabid  animals  is  certainly  a jxaplexing 
one  for  physicians.  Adverse  reactions  further 
complicate  the  methods  of  treatment.  Decisions 
on  management  of  the  patient  and  disposition 
of  the  offending  animal  must  be  made  immedi- 
ately. Fhe  longer  the  treatment  is  delayed  the 

•Director,  Veterinary  Public  Health,  Arkansas  Department  of 
Health,  4815  West  Markham,  Little  Rock.  Arkansas  72205. 

••Director.  Division  of  Communicable  Diseases,  Arkansas  Depart- 
ment of  Health,  4815  West  Markham,  Little  Rock,  Arkansas  72205. 


greater  the  risk  becomes  to  the  exjtosed  individ- 
ual. 

4 he  efficacy  of  rabies  vaccine  has  been  (jnes- 
tioned  because  rabies  has  developed  occasionally 
in  humans  who  have  received  anti-rabies  ])ost- 
exposure  prophylaxis.  Field  experience  from 
many  areas  of  the  world  indicates  that  post-ex- 
}}osure  jtrophylaxis  is  usually  effective  when  ap- 
propriately used. 

Whenever  anti-rabies  treatment  is  indicated, 
it  should  include  passive  immunization  with 
human  rabies  immune  globulin  (HRICf)  and  a 
full  series  of  duck  embryo  rabies  vaccine  (DEV) 
injections,  or  if  the  person  has  been  successfully 
immunized  previously,  a .series  of  booster  (DEV) 
injections.  A new  rabies  vaccine  is  under  study 
by  the  Center  For  Disease  Control,  Atlanta, 
Ceorgia  (human  diploid  cell  culture  vaccine-WI- 
38)  reported  to  be  a more  |x)tent  product  but 
not  yet  available  commerci.ally.  HRIG  and  DEV 
are  available  at  cost  through  the  Arkansas  De- 
partment of  Health.  HRIG  can  also  be  obtained 
from  Cutter  Laboratories  in  Dallas,  Texas,  24 
hours  per  day  at  (214)  631-6240,  altliougli  there 
is  an  extra  charge  for  emergency  shipments.  A 
few  private  institutions  also  have  a supply  of 
HRIG;  and  DEV  is  kept  in  each  county  health 
unit. 

Unfortunately,  anti-rabies  treatment  is  all  too 
often  given  inappropriately  and  unnecessarily. 
Rabies  transmission  occurs  almost  exclusively  by 
a penetrating  bite:  only  a few  instances  due  to 
saliva  contaminating  a scratch  or  mucous  mem- 
brane, or  other  non-Iiite  modes  are  lecorded. 
Mere  contact  wdth  an  animal  body,  or  saliva  con- 
taminated articles  will  not  transmit  rabies.  Lack 
of  evidence  for  rabies  in  various  species  e.g.,  ro- 
dents and  rabbits,  or  in  a geographic  area,  or  the 
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benign  nature  of  the  liite  situation  e.g.,  clearly 
provoked,  are  further  e^■idence  in  favor  of  with- 
holding anti-rabies  treatment.  Although  the  de- 
cisions may  not  lie  easy,  the  physician  should  try 
to  make  a balanced  judgment  and  not  treat  sim- 
ply because  of  medical-legal  concerns. 

A GUIDE  TO  RABIES  PROPHYLAXIS 
RATIONALE  OF  TREATMENT 

Every  exposure  to  possible  rabies  infection 
must  be  individually  evaluated.  The  following 
factors  shoidd  be  considered  before  specific  anti- 
rabies treatment  is  initiated. 

Species  of  Biting  Animal 

Carnivorous  animals  (especially  skunks,  foxes, 
coyotes,  raccoons,  dogs  and  cats)  and  bats  are 
more  likely  to  lie  infective  than  other  animals. 
In  Arkansas  cattle  are  responsible  for  a number 
of  human  exposures  because  of  efforts  to  engage 
in  home  treatment  of  sick  livestock.  Bites  of 
rabbits,  sc|uirrels,  chipmunks,  rats  and  mice  sel- 
dom, if  exier,  call  for  rabies  prophylaxis. 

Circumstances  of  Biting  Incident 

.\n  unprovoked  attack  is  more  likely  to  mean 
that  the  animal  is  tabid.  (Bites  during  attempts 
to  feed  or  handle  an  apparently  healthy  animal 
should  generally  Ite  regarded  as  provoked.) 

Type  of  Exposure 

Rabies  is  transmitted  by  inoculation  of  in- 
fectious saliva  through  the  skin.  Thus,  the  likeli- 
hood that  rabies  infection  will  result  from  ex- 
posure to  a rabid  animal  varies  tvith  the  nature 
and  extent  of  the  exposure.  Two  categories  of 
exposure  should  be  considered. 

Bite  wounds:  any  penetration  of  the  skin  by 
teeth. 

Non-bite  wounds:  scratches,  abrasions,  or  open 
wounds. 

Vaccination  Status  of  Biting  Animal 

An  animal  properly  immunized  against  rabies 
by  a licensed  veterinarian  rvith  a potent  rabies 
vaccine  has  oidy  minimal  chance  of  developing 
rabies  and  transmitting  the  virus. 

Presence  of  Rabies  in  Region 

If  adequate  laboratory  and  field  records  indi- 
cate that  there  is  no  rabies  infection  in  a domestic 
species  within  a given  region,  health  officials 
are  justified  in  considering  this  in  recommenda- 
tions on  anti-rabies  treatment  following  a bite  by 
that  particular  species. 


MANAGEMENT  OF  BITING  ANIMALS 

A healthy  domestic  dog  or  cat  that  bites  a per- 
son should  be  captured,  confined,  and  observed 
by  a veterinarian  for  10  days.  Any  illness  in  the 
animal  should  be  reported  immediately  to  the 
local  and  state  health  authorities.  (See  Arkansas 
Rabies  Control  Act,  Act  11,  as  amended  by  Act 
725,  1975.)  If  the  dog  or  cat  develops  signs  sug- 
gestive of  rabies,  the  animal  should  be  sacrificed 
and  the  head  removed  and  shipped  in  a special 
rallies  container  provided  Iry  the  Arkansas  De- 
partment of  Health  Laboratory,  with  the  history 
fonn  (VPH-2)  in  the  container  completed. 

liarly  signs  of  rabies  in  wild  or  stray  animals 
cannot  be  interpreted  reliably;  therefore,  any 
such  animal  that  bites  or  scratches  a person 
should  be  humanely  destroyed  without  head 
damage  and  the  brain  examined  in  the  Arkansas 
Department  of  Health  I.aboratory  for  evidence 
of  rabies.  If  the  examination  of  the  brain  by 
fluorescent  antibody  technique  is  negative  for 
rabies,  the  bitten  person  need  not  be  treated. 


POST-EXPOSURE  ANTI-RABIES  GUIDE 


SperAes  of 
Animal 

Condition  of  Animal 

At  Time  of  Attack 

Treatment  of 
Exposed  Human 

Skunk 

Eox 

Coyote 

Regard  as  Rabid 

HRIG  + DEVI 

Raccoon 

Bat 

Dog 

Healthy 

None^ 

and / or 

ITnknown  (escaped) 

HRIG  + DEV 

s 

Cat 

Rabid  or 

HRIG  + DEV 

Suspected  Rabid 

Other 

Consider  individually  — See 

“Rationale  of  Treatment” 

1.  Discontinue  vaccine  if  fluorescent  antibody  (F.A)  tests  of  animal 
killed  at  time  of  attack  arc  negative. 

2.  Begin  HRIG  DEV  at  first  sign  of  rabies  in  biting  dog  or  cat 
during  holding  period  (10  days). 

3.  Please  remember  that  14  doses  of  DEV  is  no  longer  considered 
adequate  therapy  for  post-exposure  treatment  in  bite  wounds. 

4.  Fourteen  (14)  doses  DEV  may  be  used  in  non-bite  exposures 
in  special  situations. 

SCHEDULE  FOR  RABIES  PROPHYLAXIS 
WITH  SERUM  PLUS  VACCINE 
For  Bites  of  Rabid  or  Possibly  Rabid  Animals 

Immediately  — Vigorous  debridment  and  wash- 
ing of  wound  with  a soap  or  cpiaternary  am- 
monium solution  (not  together,  as  soap  neutral- 
izes quaternary  ammonium  compounds). 

Day  1 — DEV  — one  dose  (one  vial)  subcuta- 
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ncously*,  aiul  Human  Ral)ies  Imimmc  (ilolmlin 
(Cutter) -oivc  9 l.H  'll).  (20  I.H. 'kt-.).  This  fig- 
ures out  to  2c:(  (URIC)  lor  each  33  Ihs.  of  body 
weiglit.  Any  overage  of  (HRlCi)  should  be  di.s- 
carded.  Up  to  half  the  dose  may  be  infiltrated 
locally  in  large  wounds.  The  rest  should  be  given 
IM.  No  sensitivity  testing  is  routinely  required, 
but  patients  should  be  asked  about  sensitivity  to 
human  plasma  products. 

Days  2-21  — DFA",  one  daily.  ^Vith  centrally 
located  bites  or  long  delays  before  treatment,  14 
do,ses  can  be  given  in  the  first  seven  days  followed 
by  seven  more  daily  doses.  Antihistamines  may 
help  to  reduce  local  reactions. 

Day  31  — (or  ten  days  after  last  DEV^)  DEV 
booster. 

Day  41  — (or  20  days  after  last  DEV)  DEV 
booster.  Draw  a blood  sample  (j)lain  tube)  and 
send  the  serum  to  the  Division  of  Public  Health 
Laboratories,  Arkansas  Department  of  Health, 
4815  'West  Markham,  Little  Rock,  Arkansas 
72201,  for  anti-rabies  titer.  The  appropriate 
form  should  Ite  enclosed  and  marked  “Rush, 
Telephone  Results.”  The  test  will  be  done  at 
the  Center  For  Disease  Control,  Atlanta,  Georgia. 
If  no  titer  is  found,  the  patient  shoidd  have  five 
more  doses  of  DEV  followed  by  another  titer 
determination  in  10  days.  A titer  of  1:16  is  con- 
sidered a positive  response  to  the  rabies  vaccine. 

PRE-EXPOSURE  PROPHYLAXIS 

The  relative  low  frecpiency  of  severe  reactions 
to  DEV  has  made  it  practical  to  offer  pre-ex- 
posure immunization  to  persons  in  high-risk 
groups;  veterinarians,  animal  handlers,  certain 
laboratory  workers,  and  persons,  especially  chil- 
dren, living  in  places  where  rabies  is  a constant 
threat.  Others  whose  vocational  pursuits  bring 

•Precautions:  Vaccine  should  be  given  subcutaneously,  first  dose 
may  be  given  in  the  abdomen,  2nd  dose  in  lower  back  or  lateral 
aspect  of  thighs;  alternate  sites  for  each  injection  will  add  to  the 
patient’s  comfort.  Local  reactions  arc  common  and  do  not  con- 
traindicate continuing  treatment.  Antihistamines  may  help  to  re- 
duce the  reactions. 

Epinephrine  is  indicated  in  reactions  of  the  anaphylactoid  type. 
If  serious  allergic  manifestations  preclude  continuation  of  prophy- 
laxis with  DEV.  a new  experimental  vaccine  made  in  human  cells 
many  be  available  from  CDC  on  special  request  through  the  Ar- 
kansas Department  of  Health.  If  meningeal  or  neuroparalytic  re- 
actions develop,  vaccine  treatment  should  be  discontinued.  Corti- 
costeroids given  during  vaccine  administration  mav  interfere  with 
development  of  active  immunitv  and  should  be  avoided  if  possible. 


them  into  contact  with  potentially  rabid  animals 
shoidd  be  considered  for  pre-exposure  inmumi/a- 
tion. 

ADMINISTRATION 

1.0  ml.  (one  single-dose  vial)  subcutaneously  in 
the  deltoid  area  — three  injections  one  week  apart 
with  a fourth  one  month  later,  using  1.0  ml. 
(one  single-dose  vial)  subcutaneously  in  the  del- 
toid area. 

One  mondi  or  more  after  the  last  injection  a 
blood  sample  should  be  drawn  in  a plain  tube 
and  either  the  whole  blood  or  (preferably)  the 
serum  sent  to  the  State  Division  of  Public  Health 
Laboratories  with  one  of  the  attached  laboratory 
slips.  If  the  anti-rabies  titer  is  less  than  that  con- 
sidered ))rotective,  a further  course  of  two  in- 
jections one  month  ajjart  should  be  given  and 
the  .serum  again  tested  one  month  after  the  last 
injection.  .\  rabies  titer  of  1:16  is  considered 
POSITIVE  response. 

Rabies  prophylaxis  is  expensive  and  painful, 
although  the  advent  of  DEV  and  HRIG  have  re- 
moved most  of  the  danger.  At  present,  the  onlv 
effective  protection  we  have  is  the  prevention  of 
animal  bites,  vaccination  of  pet  animals,  evalua- 
tion and  proper  management  of  biting  animals 
and  meticulous  prophylactic  treatment  when  hu- 
man exposures  occur. 

If  you  have  any  ipiestions  or  desire  further 
consultation  on  this  subject,  ])lease  feel  free  to 
contact  the  following  individuals  anytime:  Harvie 
R.  Ellis,  D.\^M.,  office  phone:  661-2264,  home 
|)hone:  225-1832:  Paul  G.  4Vhite,  Jr.,  M.D.,  office 
plione:  661-2316;  or  Mark  E.  4Vhite,  M.D.,  office 
phone:  661-2316,  home  phone:  227-4210. 
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Post-Irradiation  Abortion: 

A Slaughter  of  Innocents? 

Glenn  V.  Dalrymple,  M.D.,  and  Max  L.  Baker,  Ph,D.* 


Since  the  atomic  bombings  of  Hiroshima  and 
Nagasaki,  the  biologic  effects  of  large  doses  of 
ionizing  radiation  have  been  well  described.  Al- 
thotigh  considerable  data  now  exists,  the  medical 
profession  and  the  lay  ptiblic  have  not  been 
overly  concerned  about  the  effects  of  diagnostic 
x-rays  or  radioactive  isotopes  until  the  last  dec- 
ade, when  radiation  was  rediscovered  to  cause 
damage  to  the  developing  fetus.  In  addition, 
large  ejtidemiologic  studies  showed  radiation  to 

l)e  associated  with  an  increased  incidence  of 
childhood  cancer.  At  about  the  same  time,  cyto- 
genetics emerged  as  a major  scientific  discipline, 
d’hese  methods  demonstrated  chromosome  dam- 
age after  relativelv  low  radiation  doses.  Also,  a 
number  of  disorders  of  the  birth  defect  type  were 
associated  with  cytogenetic  changes  similar  to 
those  induced  by  radiation. 

.As  the  lalioratory  residts  l^ecame  ptiblic,  wide- 
spread concern  followed.  This  can  be  exempli- 
fied by  the  attitudes  of  many  persons  toward 
nuclear  power  reactors.  A considerable  part  of 
the  anxiety  relates  to  the  possibility  of  contami- 
nating the  environment  with  radiation.  .Sensa- 
tionalism in  the  press  and  on  the  screen  stiggest 
tliat  radiation  can  create  large  ntimbers  of  hor- 
ribly deformed  individuals.  As  a result,  a large 
.segment  of  the  lay  jjtiblic  now  fears  radiation. 

Although  tliere  is  fear  of  radiation  in  any  form, 
|)erhaps  the  greatest  is  held  by  women  who  ate 
carrying  unborn  children.  AVhile  this  is  jtistified 
in  part,  because  the  embryonic-fetal  period  is  a 
period  of  great  radiosensitivity,  the  anxiety,  un- 
fortunately, lias  been  intensified  by  the  attitudes 

•From  the  Departments  of  Radiologs'.  Baptist  Medical  Center, 
9600  West  1 2th.  I.ittle  Rock,  .Arkansas  "2201,  and  the  University  of 
.Arkansas  for  Medical  Sciences,  4301  West  .Markham,  I.ittle  Rotk, 
.Arkansas  72201. 


of  some  physicians.  There  have  been  a number 
of  instances  in  which  the  pregnant  patient  re- 
ceived a very  small  amount  of  radiation  (as  a 
result  of  a diagnostic  x-ray  examination),  only 
to  be  advised  by  her  physician  that  she  should 
have  an  abortion.  This  was  recommended  be- 
cause the  amount  of  radiation  w^as  alleged  to  be 
able  to  deform  her  child.  A foreseeable  result  of 
this  has  been  litigation  against: 

1)  Physicians  who  refer  patients  for  x-ray 
examinations. 

2)  Physicians  who  perform  x-ray  examina- 
tions. 

3)  Physicians  who  recommend  the  abortions. 

I)  Physicians  who  perform  the  abortions. 

\\dule  we  in  Arkansas  feel  insulated  against 
litigation  of  this  type,  unfortunately,  cases  are  in 
existence,  in  Arkansas,  and  others  are  very  likely 
to  follow.  As  a countermeasure  to  the  prol^lem, 
we  suggest  the  following: 

a)  Do  not  irradiate  laomen  known  to  he  preg- 
)iant  ivitJujnt  a firm  clinical  indication.  Such 
simple  steps  as  asking  about  pregnancy  before 
the  examination  will  eliminate  the  accidental 
irradiation  of  pregnant  women.  We  personally 
try  to  avoid  irradiating  patients  in  the  second 
half  of  the  menstrual  cycle  unless  pregnancy  can 
be  excluded.  It  should  be  noted,  however,  that 
tills  is  not  the  official  jxisition  of  The  American 
College  of  Radiology  or  H.E.W.  (Joseph  Sarca- 
rese,  et  al.  Clinical  Methods  of  Avoiding  Med- 
ical X-ray  E.xposure  of  the  Human  Embryo  and 
F'etus:  A Technical  Overview.  U.  S.  Department 
of  Health,  Education  and  Welfare,  Public  Health 
Service,  Eood  and  Drug  Administration,  Bureau 
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ol  Radiological  I IcaUh,  Novciuhev  11)7(1;  Reynold 
F.  Rrown,  John  ^\^  Shaver,  I'lavid  A.  Famcl.  A 
CoiucjJt  and  Proposal  Concerning  the  Radiation 
Exposure  ol  AVonien.  Radiological  Health  Sci- 
ences Edncatioii  Project.  Pid)lication  No.  871, 
197(1.)  Tliesc  bodies  are  reconsidering  cnirent 
reconnncndations  lor  tlie  elective  schednliiig  ol 
women  on  the  Icasis  ol  position  in  the  menstrual 
cycle.  Recanse,  statistically,  relatively  lew  fetuses 
are  actually  at  risk  at  the  time  the  examination 
is  performed,  elective  sdiechding  may  provide 
less  “protection”  than  anticipated.  All  authori- 
ties recommend  that  ])atients  with  known  preg- 
nancy not  be  irradiated  without  firm  clinical  in- 
dications. 

b)  What  should  a physician  do  if  accidental 
irradiation  is  discovered?  We  recommend  the  fol- 
lowing series  of  steps.  First,  contact  a radiologic 
physicist,  a radiologist,  or  other  radiation  scientist 
to  estimate  the  actual  dose  delivered  to  the  fetus. 
In  our  view,  the  evaluation  should  include  meas- 
urements, with  phantoms,  as  well  as  calculations 
from  information  in  the  literature.  Such  factors 
as  the  quality  of  the  radiation  beam,  the  amount 
of  shielding,  the  amount  of  fluoroscopy,  the  type 
of  equipment,  etc.,  all  play  a role.  It  is  our  ex- 
|rerience,  as  well  as  that  of  others,  that  the  usual 
diagnostic  examination  (x-rays  and  radioactive 
isotopes)  will  deliver  fewer  than  five  rads  to  the 
fetus.  As  described  below,  doses  of  this  magni- 
tude do  not,  in  our  opinion,  represent  grounds 
for  abortion. 

SPECIFIC  RECOMMENDATIONS.  The  en- 
tire situation  should  be  discussed  with  the  woman 
and  the  father  of  the  child.  The  following  dose 
levels  are  based  upon  data  which  are  available 
in  the  literature,  together  with  our  thoughts  on 
the  matter  (E.  Hammer-Jacobsen,  Therapeutic 
Abortion  on  Account  of  X-ray.  Danish  Medical 
Bulletin,  6:113-122,  1959;  S.  C.  Bushong,  A. 
Welch,  N.  Prasad  and  S.  A.  Glaze.  Absences  of 
Chromosome  Damage  in  the  Newborn  Infant 
Following  X-ray  Pelvimetry.  American  Journal 
of  Obstetrics  and  Gynecology,  117:933-938,  1973.) 
They  shoidd  not  be  considered  to  be  absolute, 
however. 

0-5  Rads  — There  is  no  indication  for  abortion 
on  the  basis  of  radiation  dose  alone.  Most  inci- 
dental exposures  fall  within  this  range.  Reas- 
surance of  the  parents  would  be  given  in  this 
situation. 


5-10  Rads  — Abortion  could  be  cousideied,  but 
the  reason  for  aliortion  should  be  einphasized.  It 
is  very  indikely  that  aclual  somatic  damage  would 
follow  low  doses  of  this  magnitude.  That  is,  the 
child  Avould  appear  to  be  normal  at  birlli.  In- 
stead, tlie  jnoblem  is  one  of  the  iiqeclion  of  re- 
cessive mutations  into  the  population.  .\lso, 
there  is  tlie  possibility  of  an  inneased  likelihood 
of  concern  in  later  life.  Hopefully,  modem  radio- 
logic  practice  will  limit  the  number  of  fetuses 
irradiated;  the  impact  upon  the  po])ulation 
wotdd  thereby  be  negligilile. 

Above  10  Rads  — There  wotdd  lie  a somewhat 
stronger  consideration  for  the  recoimney^dation 
of  an  abortion  as  the  dose  increases.  Here  the 
attitudes  of  parents  certainly  must  be  taken  into 
account.  Doses  above  10  rads  would,  in  general, 
represent  a very  large  number  of  films  and/or 
isotopic  studies. 

The  background  probability  of  a “blighted 
pregnancy"  should  also  be  considered.  In  young 
women  there  is  a 3 to  5%  chance  of  an  abnormal 
child  developing  in  the  absence  of  radiation. 
With  advancing  maternal  age,  the  chance  of  an 
abnormal  child  increases.  In  addition,  the  im- 
pact of  other  environmental  factors  such  as  medi- 
cines, food  additives,  cigarettes,  coffee,  etc.,  are 
not  known.  A gieat  deal  of  the  fear  associated 
with  radiation  rests  upon  the  fact  that  so  much 
is  known  about  the  biological  effects. 

We  feel  that  proper  radiologic  practice  will 
eliminate  or  greatly  reduce  the  number  of  po- 
tentially pregnant  women  irradiated.  If  acci- 
dental irradiation  does  occur,  the  fetal  dose  very 
likely  will  be  less  tlian  five  rads.  As  a result  — 
abortion  is  not  indicated.  Our  experience  is  that 
the  effort  by  the  physician  to  determine  the  ex- 
istence of  pregnancy  (menstrual  history,  preg- 
nancy test,  etc.)  gives  the  patient  a .sense  of  con- 
fidence and  improves  physician-patient  relation- 
ship if  an  accidental  irradiation  has  occurred. 

If  any  of  our  readers  have  problems  with  the 
accidental  irradiation  of  the  unborn  child,  it 
w'ould  be  our  pleasure  to  assist  in  any  way  pos- 
sible. 
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THE  MONTH  IN  WASHINGTON 

Four  key  lawmakers,  representing  both  politi- 
cal parties,  have  introtlncecl  into  the  new  Con- 
gress an  American  Medical  Association  proposal 
for  national  health  insurance. 

.\ssociation  President  Richard  E.  Palmer, 
M.I).,  urged  the  95th  Congress  and  the  Carter 
Administration  to  consider  carefully  “this  forth- 
right approach  to  national  health  insurance. 
This  bill  would  extend  health  insurance  to  every 
.American  at  a cost  the  nation  could  afford.  It  is 
a viable  solution  to  the  problem  of  providing 
(piality  health  and  medical  care  to  everyone.” 

The  Comprehensive  Health  Care  Insurance 
.Act  of  1977  was  introduced  into  the  Senate  by 
Senator  Clifford  P.  Hansen  (R.-Wyo.)  and  in  the 
House  of  Reps.  Tim  Lee  Caiter  (R.-Ky.),  John 
M.  Murphy  (D.-N.Y.),  and  John  J.  Duncan  (R.- 
Tenn.). 

The  medical  profession’s  NHI  plan  would 
build  on  the  structure  of  the  present  system  of 
employer-employee  group  health  insurance  plans, 
mandating  each  employer  to  provide  compre- 
hensive and  catastrophic  benefit  coverage  with 
the  employer  picking  up  at  least  65  percent  of 
the  cost.  Employees  would  not  be  comjDelled  to 
participate. 

The  self-employed  as  well  as  the  non-employed 
could  purchase  qualified  private  health  insur- 
ance, through  pools  if  needed,  at  a cost  not  more 
than  125  percent  of  the  cost  of  group  plans.  They 
would  have  all  or  part  of  the  premium  paid  for 


by  the  federal  government  depending  upon  their 
income  tax  liability. 

Small  businesses  that  found  the  mandated  plan 
an  added  financial  burden  would  receive  federal 
assistance. 

Medicare  beneficiaries  could  purchase  sup- 
plemental insurance  to  bring  Medicare  benefits 
to  a par  with  those  offered  elsew'here,  with  the 
government  assisting  people  with  limited  re- 
sources. Medicaid  would,  for  the  most  part,  be 
supplanted  under  the  program. 

After  a certain  level  of  co-insurance  was 
reached,  depending  upon  income,  insurance 
would  cover  all  remaining  expenses  as  a com- 
plete protection  against  catastrophic  costs. 

lire  co-insurance  factor  would  deprive  no  one 
of  needed  care,  the  sponsors  said.  The  absolute 
maximum  that  any  individual  would  have  to 
pay  would  be  $1,500;  the  absolute  maximum  for 
any  family  would  be  $2,000  in  any  given  year. 

Senator  Hansen,  a member  of  the  Senate  Fi- 
nance Committee,  said: 

“The  bill  we  are  introducing  today  would 
solve  the  problem  of  financing  for  every  Ameri- 
can. It  would  guarantee  quality  medical  care 
to  everybody.  It  would  cover  the  cost  of  cata- 
strophic illness.  It  would  be  fully  comprehensive 
in  terms  of  benefits.  It  would  build  on  our 
present  system,  rather  than  dismantling  it  and 
replacing  it  from  scratch  with  a new  one  requir- 
ing the  creation  of  a giant  bureaucracy.  It  would 
allow  evei-yone  to  choose  his  or  her  own  physi- 


476 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Medicine  in  the  News 


cian,  dentist  and  health  insurance  plan.  .\nd  it 
would  be  a plan  we  can  afford. 

“This  legislation  would  cover  the  poor  by  pay- 
ing all  of  their  insurance  j)remiuins,”  llan.sen 
said.  “Those  better  al)le  to  afford  to  pay  those 
premiums  would  be  assisted  in  a fashion  com- 
mensurate to  their  need  by  lesser  degrees  of  gov- 
ernment help.  The  affluent  would  even  be  en- 
couraged to  buy  health  insurance  by  a tax  subsidy 
of  ten  percent  of  the  premium  cost. 

“As  the  principal  (Senate)  sponsor,  I am  con- 
fident that  this  measure  can  meet  our  needs  at 
a cost,  in  new'  dollars,  that  will  not  be  burden- 
some,” the  Senator  from  Wyoming  said. 

Rep.  Carter,  ranking  minority  memlier  of  the 
House  Health  Subcommittee,  said  that  “—as  a 
member  of  the  House  Sulicommittee  on  Health 
and  Environment  for  twelve  years,  I have  devoted 
much  of  my  legislative  effort  to  issues  concern- 
ing our  country’s  health  care  system.  And  as  a 
physician,  I have  made  a personal  commitment 
to  do  what  I can  to  help  improve  the  health  care 
of  our  people. 

“As  a co-sponsor  of  the  Comprehensive  Health 
Care  Insurance  Act  of  1977,”  Carter  continued, 
“I  believe  this  measure  offers  a workable  ap- 
proach to  extending  health  insurance  to  every 
American.  In  large  measure,  this  proposal  re- 
tains the  expertise  and  experience  of  our  exist- 
ing private  health  care  sector  in  both  its  admin- 
istration and  financing. 

“It  is  these  proven  skills  and  resources  of  the 
private  sector  which  I believe  we  should  build 
upon  in  developing  a national  health  insurance 
program,  and  w'hich  shoidd  be  supplemented 
onlv  when  necessary  by  government. 

“This  proposal  w'oidd  provide  coverage  to  the 
great  bidk  of  the  American  population  through 
employer-employee  financial  arrangements  in 
which  not  less  than  65  percent  of  the  premium 
would  be  paid  by  the  employer,”  Carter  said. 

“For  those  who  are  self-employed  or  unem- 
ployed, health  insurance  would  be  provided 
through  an  income-tax  credit  or  federal  certifi- 
cate of  entitlement  system.  Thus  this  plan  would 
correct  one  of  the  major  w'eaknesses  of  our  pres- 
ent system  by  removing  the  financial  barriers 
that  in  the  past  have  denied  some  Americans 
access  to  high  quality  care.” 

Rep.  Murphy,  with  Carter  a member  of  the 
House  Interstate  and  Foreign  Commerce  Com- 
mittee, said  the  proposed  legislation  would  pro- 


vide “—more  comprehensive  benefits  tlian  any 
other  (proposal)  j^reviously  considered  by  Con- 
gress; and  it  w'ould  deliver  cpialily  lieahh  care  to 
everyone  — including  the  poor,  and  the  elderly  — 
without  bankrupting  the  nation. 

“For  tho.se  unemployed,  or  of  low  or  fixed  in- 
come, and  the  elderly,  premium  costs  w'ould  be 
paid  by  the  government  on  an  etpiitable  sliding 
scale,”  Mr.  Murphy  said. 

“by  building  the  private  sector  and  helping 
those  w’ho  need  help  the  most,  this  approach 
asoitls  many  of  the  pioblems  inherent  in  other 
pro])osals  before  the  Congiess. 

“Further,  it  W'ould  avoid  additional  burdens 
on  an  already  beleaguered  social  security  system, 
the  preservation  of  which  must  be  one  of  our 
highest  national  priorities,”  according  to  Mr. 
Murphy. 

Rep.  Duncan,  a member  of  the  House  Ways 
and  Means  Committee,  questioning  how  Con- 
gress could  WT'ite  a national  health  insurance  plan 
while  preserving  at  the  same  time  the  fiscal  in- 
tegrity of  the  Treasury,  said  in  prepared  remarks: 

“’Fhe  Comprehensive  Health  Care  Insurance 
Act  of  1977  . . . controls  costs  by  limiting  federal 
help  to  those  in  need  by  determining  that  level 
of  need  from  income  tax  liability.  Additional 
cost  controls  are  found  in  its  co-insurance  factor, 
except  for  the  poor;  its  provision  of  jweventive 
care;  and  its  promotion  of  competition  among 
health  insurance  carriers.” 

# # * # 

The  Carter  Administration  has  announced 
through  its  new'  Secretary  of  Flealth,  Education 
and  ’fVelfare  that  a “w'ell-thought  through”  na- 
tional health  insurance  proposal  cannot  be  sub- 
mitted to  the  Congiess  this  year. 

Joseph  Califano,  at  his  first  press  conference 
after  confirmation  as  HEW  Senetary,  predicted 
that  the  Administration  w'ould  first  concentrate 
on  health  care  cost  controls  and  better  utiliza- 
tion of  existing  federal  progi'ams. 

“Quite  frankly,”  he  said,  “Em  not  sure  that 
we  know'  enough  about  the  larger  prolilems  to 
move  faster.”  In  addition,  he  said,  there  are 
other  more  pressing  problems  such  as  reorganiza- 
tion, energy,  welfare  reform  and  unemployment 
that  will  occupy  much  of  the  Administration  and 
Congress’  time. 

“There’s  a limit  on  how  much  work  can  be 
handled  intelligently  in  the  time  span,”  Califano 
said. 
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The  new  HE^V■  Secietaiy  also  said  the  crucial 
appointment  of  an  Assistant  HE’VV  Secretai7  for 
Health  probalily  would  not  he  made  for  a week 
or  10  days.  He  stressed  the  importance  of  such 
aiipointments,  saying  his  choices  could  be  the 
most  im])ortant  decisions  he  makes,  since  they 
will  affect  the  source  of  HEW-  operations  over 
the  next  four  years. 

Cialifano  added  that  most  of  the  policy-making 
officials  at  HEAV  under  the  Eord  Administration 
are  licing  replaced.  This  is  tvhat  the  American 
jieople  expect  of  a new  administration,  he  added. 

.\sked  aI)Out  reorgani/ation  of  the  HEW^  De- 
jiartment  and  the  compaign  proposal  to  make 
education  a cabinet  department,  Califano  pre- 
dicted there  woidd  lie  no  major  reorganization 
proposal  for  his  department  that  would  be  ready 
for  submission  to  Congress  this  year. 

Ffe  said  he  intends  to  “end  politicization”  of 
the  National  Institutes  of  Health,  especially  on 
tiie  advisory  committees,  hut  did  not  go  into  any 
detail. 

The  major  announcement  at  the  conference 
was  a comprehensise  study  of  welfare  reform 
liringing  in  all  areas  of  government  and  the  pri- 
vate sector  for  consultation.  Califano  said  it  is 
clear  there  is  national  support  for  an  income  se- 
curity system,  hut  that  the  public  also  is  “im- 
patient with  the  inability  of  our  government  to 
remove  from  the  welfare  rolls  those  persons  im- 
pro]>erly  on  them.”  He  foresaw  a “gieat  national 
debate”  on  the  issue. 

Asked  whether  groujts  such  as  the  American 
Medical  Association  and  the  Pharmaceutical 
Manufacturers  Association  groups  with  interest 
in  the  Medicaid  side  of  welfare  would  be  con- 
sulted, Califano  said  they  will  be  consulted  as 
well  as  all  other  groups  involved  in  welfare  pro- 
grams. 

Califano  took  a couple  of  swipes  at  the  former 
HEW^  Administration,  saying  he  found  a “sub- 
stantial entourage”  of  1 13  officials  at  the  level 
of  the  Secretary’s  Office.  He  said  he  plans  to  cut 
this  substantially  and  transfer  these  functions  to 
the  responsible  agencies,  at  a savings  of  more 
than  $500,000. 

•it  ^ 4^ 

'TP*  'K*  ^ “Jr 

Medicare  and  Medicaid  spending  next  fiscal 
year  is  predicted  to  to])  .$35  billion,  up  more  than 
$5  billion  for  the  estimate  of  the  current  fiscal 
year.  The  Ford  Administration’s  final,  and 
somewhat  academic,  budget  proposal  to  Congiess 


for  financing  the  federal  government  next  fiscal 
year  set  overall  health,  education  and  welfare 
spending  in  fiscal  1978  at  $159  billion,  an  in- 
crease of  $11  billion.  More  than  $100  billion  of 
this,  liow'ever,  is  in  Social  Security  Trust  Fund 
outlays. 

There  was  little  new  in  the  budget  plans  for 
health  compared  with  last  year’s  budget  except 
for  the  steady  creep  upwards  (19  jjercent)  of  costs 
for  Medicare  and  Medicaid.  Budget  recp.iests  for 
most  HEW’  health  activities  were  kept  to  about 
this  year’s  level.  The  Carter  Administration  is 
slated  to  sulmiit  its  own  federal  spending  plans 
about  mid-February.  The.se  are  certain  to  in- 
clude hefty  proposed  boosts  in  some  health  areas. 

HEW'^  spending  on  health  has  jumped  from 
$9.7  billion  in  1968  to  a predicted  $42.2  billion. 
It  will  rise  another  $3  billion  next  year,  accord- 
ing to  budget  charts. 

* * * * 

lightening  Medicare-Medicaid  fraud  provi- 
sions is  one  of  the  first  orders  of  Inisiness  before 
Congress.  Legislation  has  been  introduced  in 
House  and  .Senate  by  key  health  lawmakers  who 
pledged  speedy  action. 

The  bill,  sponsored  by  Sen.  Herman  Talmadge 
(D.-Ga.)  and  Reps.  Paul  Rogers  (D.-Fla.)  and  Dan 
Rostenkow'ski  (D.-IIL),  makes  provider  fraud  a 
felony  rather  tlian  a misdemeanor,  arms  Profes- 
sional Standards  Review  Organizations  (PSROs) 
with  power  to  review  “Medicaid  Mills,”  require 
certain  financial  disclosures  by  non-physician 
providers,  and  requires  PSROs  to  turn  over  in- 
formation to  state  and  federal  agencies  investi- 
gating fraud  and  abuse  as  well  as  health  planning 
agencies. 

Rep.  Dan  Rostenkowski  (D.-lll.),  Chairman  of 
the  Hoirse  W'^ays  and  Means  Subcommittee  on 
Health,  said  in  a House  floor  speech  that  “strong 
efforts  must  now  be  made  both  legislatively  and 
administratively  through  a renewed  commitment 
to  interdepartmental  cooperation  to  bring  a sense 
of  moralitv  Iiack  into  our  federal  health  payment 
programs.” 

Rep.  Paul  Rogers  (D.-Fla.),  Chairman  of  the 
House  Commerce  Subcommittee  on  Health,  said 
the  honest,  hard-working  provider  suffers  from 
instances  of  fraud  and  abuse  because  his  reputa- 
tion is  damaged.  “We  have  an  obligation  to  all 
concerned  to  improve  the  administration  and 
management  of  our  medical  care  programs.” 

Joint  hearings  will  be  held  shortly  by  the  two 
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subcoinniittccs  on  ilie  legislation. 

The  measure  was  considered  by  Congress  dur- 
ing the  last  session  bnt  time  ran  out  before  action 
conld  be  taken. 

More  sweeping  changes  in  ^^cdicare  and  Med- 
icaid, including  changes  in  reimbursement  meth- 
ods, are  expected  to  be  considered  later. 

* # # * 

The  Supreme  Court  has  refused  to  review  a 
1975  Florida  law  designed  to  snbstitute  media- 
tion for  professional  liability  litigation.  Left 
standing  was  a decision  last  May  by  the  Florida 
Supreme  Court,  which  upheld  the  state’s  Med- 
ical Malpractice  Reform  Act.  The  law  makes  it 
mandatory  for  a complainant  to  sid^mit  to  media- 
tion before  filing  a lawsuit.  The  three-member 
mediation  panel  is  composed  of  a circuit  judge, 
who  is  the  referee,  plus  a physician  and  a lawyer, 
the  panel’s  conclusion  as  to  liability  may  be  ad- 
mitted as  evidence  at  a later  trial. 

# # * * 

A congressional  budget  office  study  declares 
financing  of  catastrophic  medical  costs  “does  not 
appear  to  be  a serious  national  problem  for  the 
103  million  persons  estimated  to  be  covered  by 
major  medical  insurance.’’ 

According  to  the  report,  “major  medical  in- 
surance has  improved  so  significantly  over  the 
last  five  years  that  persons  holding  such  coverage 
are  adequately  protected  against  high  expenses, 
especially  when  such  costs  are  associated  with  a 
hospital  stay.’’ 

The  report  states  that  “serious  coverage  prob- 
lems” exist  for  both  routine  and  catastrophic  ex- 
penses incurred  by  low-income  families.  An  esti- 
mated 40  million  persons  with  projected  incomes 
of  less  than  |1 0,000  are  either  uninsured  and  not 
eligible  for  Medicaid  or  hold  individual  (non- 
gi'oup)  insurance  policies.  “Coverage  under  such 
insurance  is  generally  very  poor.”  And  an  esti- 
mated 5.6  million  families  with  projected  1978 
incomes  of  less  than  $10,000  will  have  out-of- 
pocket  expenses  for  medical  care  which  exceed 
15  percent  of  their  income,  the  report  said. 

In  addition,  a major  coverage  problem  con- 
tinues in  providing  protection  against  the  cost 
of  long-term  care.  “Neither  public  insurance 
programs,  such  as  Medicare,  nor  private  insur- 
ance plans  provide  meaningful  protection  against 
the  cost  of  long-term  care,”  the  report  noted. 
“Mental  health  services  are  also  frequently  ex- 
cluded from  coverage.”  The  study  said  even  peo- 


ple with  olherwise  good  insurance  can  experience 

catastrophically  high  expenses  for  these  services. 
* * * * 

GRANTS  TO  THE  UNIVERSITY 

'Fhe  Department  of  Ojjhthahnology  at  the 
Universily  of  Arkansas  College  of  Medicine  re- 
ceived a $5,000  grant  from  Research  to  Prevent 
Blindness,  Inc.  The  University  is  among  50  in- 
stitiuions  which  have  shared  three  million  dol- 
lars in  annual  grants  from  the  research  organiza- 
tion. The  Ophthalmology  Department  has  re- 
ceived $25,000  in  grants  during  the  last  six  years. 

Dr.  F.  T.  Fraunfelder,  department  chairman, 
said  the  grant  would  be  used  to  pursue  surgery 
techniques  for  ocular  cancer.  The  Department 
of  Ophthalmology  has  treated  a large  series  of 
eyelid  malignancies  with  cryosurgery. 

* * * # 

The  National  Cancer  Institute  has  granted  Dr. 
E.  Robert  Burns  $62,330  to  do  research  into  ways 
to  make  cancer  cells  more  susceptible  to  in  adia- 
tion  or  drugs,  or  both,  while  protecting  normal 
cells  from  damage.  Dr.  Burns  is  the  associate 
professor  of  anatomy  at  the  University  of  Arkan- 
sas College  of  Medicine.  He  has  been  a member 
of  the  anatomy  department  since  1968.  He  was 
a National  Institutes  of  Health  fellow  in  the 
pathology  department  at  George  Washington 
University  for  a year. 

Dr.  Burns  is  beginning  the  fourth  year  of  a 
five-year  Research  Career  Development  Award. 
Approximately  60  scientists  in  the  United  States 
have  received  awards. 

# * # # 


ANSWER— Electrocardiogram  of  the  Month 

Sinus  rhythm  at  84  per  minute  with  frequent  premature 
otrial  beats  which  show  delayed  AV  conduction*,  aber- 
rated conduction**,  or  complete  block  of  AV  conduc- 
tion***. In  addition  the  2nd  rhythm  strip  shows  what 
appears  to  be  a re-entriant  atrial  tachycardia,  probably 
set  off  by  the  premature  atrial  beats. 

PR  interval  of  sinus  beats  = 0.16 
QRS  interval  of  non-aberrated  beats  = 0.08 
QT  interval  of  non-aberrated  beats  “ 0.46 
The  QT  interval  for  a woman  with  a heart  rate  of 
80  to  85  should  be  0.35  ±0.04  second. 

The  QT  interval  is  abnormally  prolonged.  Note,  how- 
ever, that  there  are  no  U waves,  and  the  QT  attenuation 
results  more  from  prolongation  of  the  ST  portion  than 
of  the  T wave  portion.  This  type  of  QT  change  is  more 
characteristic  of  hypocalcemia  (also  some  drugs  such  as 
phenothiazines)  than  of  hypokalemia.  This  patient's 
serum  Ca  f -I-  was  4.4.  The  etiology  of  her  atrial  ar- 
rhythmia is  unexplained. 
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Dr.  Saltzman  To  Serve  As  Chairman 

Dr.  Ben  Saltzman,  director  of  Rural  Medical 
Development  Programs  at  the  University  of  Ar- 
kansas College  of  Medicine,  has  accepted  the  re- 
s})onsibility  of  Crusade  Chairman  of  the  Ameri- 
can Cancer  Society’s  Arkansas  Division  campaign 
this  year.  Dr.  Saltzman  is  a past  president  of  the 
.Arkansas  Division  of  the  American  Cancer  So- 
ciety. 


Dr.  Honghiran  Inducted 

Dr.  Theeradej  Honghiran,  Russellville  ortho- 
paedic surgeon,  was  recently  inducted  as  a Fellow 
of  the  .American  Academy  of  Orthopaedic  Sur- 
geons. 

Waldron  Honors  Its  Physicians 

Dr.  Harokl  B.  Wright,  general  practitioner 
from  ^Valdron,  was  among  the  honorees  of  a 
party  given  by  the  residents  of  that  community. 
I'he  community  party  was  given  to  show  ap- 
preciation for  the  work  and  dedication  of  the 
physicians  in  that  community  and  to  welcome 
their  new  physician.  Dr.  Swicegood,  and  his  wife. 


AND  NEWS  ITEMS 


Dr.  Davidson  Certified 

Dr.  Dennis  O.  Davidson,  Family  Practitioner 
from  Stephens,  was  certified  by  the  American 
Board  of  Family  Practice  recently. 

Dr.  MacDade  Speaks  On  Spina  Bifida 

Dr.  Albert  D.  MacDade,  Neurosurgeon  with 
Holt-Krock  Clinic  in  Fort  Smith,  recently  ad- 
dressed the  Spina  Bifida  As.sociation  of  America 
on  the  effects  of  the  disease,  spina  bifida. 

Dr.  Wheat  Speaks 

The  Lowell  Evangelical  Free  Church  of  Spring- 
dale  recently  heard  Dr.  Ed  Wheat  discuss  “Marri- 
age Foundations  in  Genesis.’’  Dr.  Wheat  is  a 
Sjwingdale  general  practitioner  and  the  president 
of  the  AVashington  County  Medical  Society. 

Dr.  Feder  Has  New  Associate 

Dr.  David  Hamblin  will  be  associated  with  Dr. 
Frederick  P.  Feder,  Fort  Smith  Urologist,  in  July. 
Dr.  Hamblin  comes  to  Fort  Smith  from  Okla- 
homa. 


THINGS 


TO 

COME 


NEW  YORK  UNIVERSITY 
POST-GRADUATE  COURSES 

APRIL  20-22,  1977,  the  New  York  University 
P(jstgraduate  Medical  School  will  offer  “Inter- 
pietation  of  Clinical  Lal)oratory  Data  for  Pri- 
mary Care  Pliysicians.’’  This  is  a practical  survey 
of  the  laboratory  repertoire  utilized  in  the  diag- 
nosis and  evaluation  of  jxitients  with  diseases 
commonly  encountered  in  office  practice.  Both 
basic  concepts  and  recent  advances  in  clinical 
enzymology,  hyperlipidemia,  thyroid  diseases, 
liver  disease,  anemia  and  infectious  disease  will 
be  discussed.  Tuition  is  $180  payable  when  sub- 


mitting application  and  there  is  a 25%  reduction 
in  tuition  for  Alumni  and  former  residents  or 
fellows  of  New  York  University  School  of  Medi- 
cine. This  meets  the  criteria  for  22  hours  of 
credit  in  Category  I for  the  Physician’s  Recogni- 
tion Award  of  the  AMA. 

MAY  19-21,  1977,  there  will  be  a postgraduate 
course  on  “Prevention,  Diagnosis  and  Treatment 
of  Clinical  Disorders  of  Hemorrhage  and  Throm- 
bosis.’’ 

This  course  is  designed  to  assist  physicians  in 
updating  their  diagnostic  and  therapeutic  skills 
in  acute  and  chronic  venous  and  arterial  throm- 
boembolism as  well  as  other  areas  of  peripheral 
vascidar  di,sease.  The  material  will  emphasize 
the  cardiac,  cerebral,  and  peripheral  circulations. 
Non-invasive  and  invasive  diagnostic  modalities 
will  be  analyzed.  The  areas  of  therapy  will  in- 
clude anticoagulants,  platelet  anti-aggiegants, 
thrombolytic  therapy  and  various  surgical  pro- 
cedures. Tuition  fee  is  $150  payable  when  sub- 
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mitting  application.  The  course  meets  the  criteria 
for  15  liours  ol  cieclit  in  Category  I lor  the  Phy- 
sicians' Recognition  Award  of  the  AMA. 

Roth  courses  will  be  held  in  the  Alumni  Hall 
of  the  New  5'ork  Ihiiversity  Postgraduate  Med- 
ical School,  550  Fiist  Aveuue,  New  York  City, 
10010. 

For  more  information  write:  Registration  Of- 
fice, New  York  Ihiiversity  Postgraduate  Medical 
School,  550  First  .Avenue,  New  York,  New  York 
10010,  or  call  212-079-3200,  Ext.  4038. 

HEALTH  CARE  SERVICES  CONFERENCE 

June  10-18,  1977,  the  Ninth  Annual  Emergency 
Health  Services  Conference  will  be  held  at  the 
Arlington  Hotel  in  Hot  Springs,  Arkansas.  The 
conference  is  presented  by  the  Arkansas  Trauma 
Research  Society,  Arkansas  Bureau  of  Emergency 
Health  Services,  the  American  College  of  Sur- 
geons, and  the  Arkansas  Committee  on  Trauma. 

Of  primary  interest  will  be  the  program  on 
“Care  of  the  Critically  Injured.”  The  first  gen- 
eral assembly  will  be  on  the  17th  and  the  interest 
group  meetings  are  scheduled  for  the  afternoon 
of  the  17th  and  the  morning  of  the  18th.  The 
four  sections  are:  physicians,  nurses,  administra- 
tors and  supervisors,  and  emergency  medical  tech- 
nicians. A second  general  assembly  will  conclude 
the  conference  on  Saturday  afternoon.  The  con- 
ference is  acaedited  by  the  American  Academy 
of  Eamily  Physicians. 

For  further  information:  Bob  Ford,  Executive 
Ahce  President,  .Arkansas  Trauma  Research  So- 
ciety, 550  Prospect  Building,  Little  Rock,  Ar- 
kansas 72207.  Tele])hone  661-1545. 

CONTINUING  EDUCATION  PROGRAMS 
FOR  MAY  AND  JUNE  1977 

MAY 

No  Date  “National  Orthopaedic  Seminar  — Hip.” 
Dr.  Carl  Nelson,  Program  Director. 

14  “Spring  ENT  Seminar  for  Eamily  Phy- 
sicians.” Dr.  James  Suen,  Program 
Chairman. 

20-21  “Clinical  .Anesthesia.”  Dr.  Richard 
Clark,  Program  Director 

JUNE 

3-4  “Basic  Princijiles  of  .ASIF  Fixation.” 
Dr.  Carl  Nelson,  Program  Director. 

No  Date  “Clinical  Obstetrics  and  F'ctal  Alaternal 
Medicine.”  Dr.  David  Barclay,  Program 
Director. 

■All  programs  are  lield  at  the  University  of  .Ar- 
kansas College  of  Afedicine  in  Little  Rock  unless 


otherwise  indicated.  For  additiontd  infoiinaticm 
write: 

Olfice  of  Continuing  Fducation  for  Physicians 
University  of  .Arkansas  College  of  Medicine 
4301  West  Markham,  Mail  Slot  525 
Little  Rock,  .Arkatisas  72201 
or  call  toll  free:  1-800-482-9612,  and  ask  lor  the 
Office  of  Continuing  Education. 


DR.  DONALD  S.  DOUGLAS 

Dr.  Donald  S.  Douglas  has  been  accepted  as  a 
member  of  the  Baxter  County  Medical  Society. 
He  is  a native  of  northwest  .Arkatisas.  Dr.  Doug- 
las received  his  M.D.  degree  from  the  LIniversity 
of  .Arkansas  School  of  Medicine  in  1968.  His  in- 
tertiship  and  residency  training  in  Pathology 
were  at  the  Oakland  Naval  Hospital.  Dr.  Doitg- 
las  was  Chairman  of  Lalioratory  Services  at  Pensa- 
cola Naval  Flospital.  He  was  in  Pensacola  three 
years  before  locating  in  Mountain  Home  in  .Au- 
gust 1976.  Dr.  Douglas  is  a board  certified  pa- 
thologist with  offices  in  the  Baxter  Getieral  Hos- 
pital at  Mountain  Home.  He  is  a member  of 
the  .American  Society  of  Clinical  Pathologists. 

DR.  RAY  W.  LEAVELLE 

Dr.  Ray  l.eavelle  is  a new  member  of  the  How- 
ard-Pike  County  Medical  Society.  Born  in  Eex- 
arkana,  .Arkansas,  he  attended  the  LIniversity  of 
Arkansas  School  of  Afedicine  and  received  his 
Af.D.  degree  iti  1970.  Dr.  l.eavelle  ituerned  at 
Baptist  Aledical  Center  in  Little  Rock  and  then 
served  a residency  in  Radiology  at  the  LIniversity 
of  .Arkansas  Medical  Center  from  1971  to  1974. 
He  was  in  the  United  States  .Air  Force  from  1974 
to  1976. 

Dr.  l.eavelle  is  associated  with  the  Howard 
County  Afemorial  Hospital  in  Nashville  in  the 
Department  of  Radiology. 
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JEFFERSON  COUNTY  ADDS 
FOUR  NEW  MEMBERS 

The  Jefferson  County  Afedical  Society  has  re- 
cently added  four  physicians  to  its  membership 
roll.  They  are: 

DR.  ROBERT  R.  GULLETT,  JR.,  has  joined 
the  Doctors'  Clinic  at  1421  Cherry  in  Pine  Bluff. 
He  is  a board  certified  Orthopaedic  Surgeon. 
He  is  a graduate  of  I.ouisiana  State  University 
School  of  Aledicine  in  New  Orleans  and  com- 
pleted his  internship  training  at  the  Confederate 
Memorial  Hospital  in  Shreveport.  He  was  in 
residency  at  the  Confederate  Memorial  Medical 
Center  in  Shreveport  and  the  Shriners  Hospital 
for  Crippled  Children.  Dr.  Gullett  served  in  the 
United  States  Army  for  two  years.  He  was  with 
the  Fort  Carson  Army  Hospital  in  Colorado 
Springs,  Colo. 

DR.  DANIEL  C.  McKINNEY,  who  is  associ- 
ated with  the  Children’s  Clinic,  is  a native  of 
Arkansas  and  attended  the  University  of  Arkan- 
sas College  of  Medicine  where  he  received  his 
M.D.  degiee  in  1972.  Dr.  McKinney  interned  at 
Emory  University  Hospital  in  Atlanta,  Georgia. 
His  residency  training  was  at  the  University  of 
Arkansas  Medical  Center  in  Pediatrics  from  1974 
to  1975.  He  held  a fellowship  in  Adolescent 
Medicine  at  the  Children's  Hospital  in  AYashing- 
ton,  D.  C.,  in  1976. 

Dr.  McKinney  is  board  certified  in  Pediatrics. 
1 he  Clinic  address  is  1420  AVest  43rd,  Pine  Bluff. 

DR.  CHARLE.S  E.  REAA^E.S  is  a Dermatologist 
located  at  1708  AVest  42nd  Avenue  in  Pine  Bluff. 
He  is  a native  of  Mississippi  and  attended  the 
LTniversity  of  Mississippi  in  Jackson  where  he  re- 
ceived his  M.D.  degree  in  1967.  Dr.  Reaves 
served  in  the  United  States  Air  Force  from  1967 
to  1976.  He  completed  his  internship  at  the 
United  States  Air  Foixe  Medical  Center  at  Keesler 
Air  Force  Base  in  Mississippi  and  had  residency 
training  in  Dermatology  from  1971  to  1974  at 
the  AVilford  Hall  United  States  Air  Force  Med- 
ical Center  in  San  Antonio,  Texas. 

During  his  active  duty,  Dr.  Reaves  served  in 
various  locations  and  attained  the  rank  of  Lieu- 
tenant Colonel.  Fie  is  /Assistant  Clinical  Professor 
of  Dermatology  at  the  University  of  Arkansas 
College  of  Medicine.  Dr.  Reaves  is  board  certi- 
fied and  a fellow  of  the  American  Academy  of 
Dermatology. 

DR.  STERLING  A.  ROAF  is  in  private  prac- 
tice at  1310  Linden,  Pine  Bluff.  He  is  a graduate 


of  the  Meharry  Medical  College  School  of  Medi- 
cine, Nashville,  Tennessee,  where  he  received  his 
M.D.  degree  in  1972.  His  internship  and  resi- 
dency training  were  at  the  Martin  Luther  King 
Hospital  in  Los  Angeles,  California.  Dr.  Roaf’s 
specialty  is  Gynecology,  and  he  is  board  eligible. 

DR.  WARREN  HARRISON  KSMSEY 

Dr.  AVarren  Kimsey  is  a new  member  of  the 
Lonoke  County  Medical  Society.  He  is  a native 
of  Tennessee  and  attended  the  University  of 
Tennessee  College  of  Medicine  where  he  received 
his  M.D.  dgree  in  1943.  He  completed  his  intern- 
ship at  the  Baptist  Memorial  Hospital,  Memphis. 
He  was  in  stirgery  residency  at  the  ATterans  Ad- 
ministration Hospital  in  Memphis,  neurosurgery 
at  Baptist  and  John  Gaston  Hospital,  Memphis, 
neuro.surgery  and  pathology  at  the  New  York 
Netirological  Institute,  and  neurology  training 
at  several  hospitals  in  Washington,  D.  C. 

Dr.  Kimsey  served  in  the  United  States  Army 
during  AVorld  AV^ar  II  at  Cushing  General  Hos- 
pital. During  the  Korean  AVar  he  was  Assistant 
Chief  Neurosurgeon  at  the  AValter  Reed  Army 
Hospital  and  Chief  Neurostirgeon  at  Valley  Forge 
Army  Hospital.  Dr.  Kimsey  was  in  the  private 
practice  of  Neurosurgery  in  Chattanooga,  Ten- 
nessee, for  twenty-two  years. 

Dr.  Kimsey  is  presently  the  company  physician 
of  the  Remington  Arms  Company  in  Lonoke  and 
specializes  in  occupational  medicine. 

POPE  COUNTY 

Pope  County  Medical  Society  has  added  four 
new  members  to  its  membership.  They  are: 

DR.  NATHAN  F.  AUSTIN,  located  at  2504 
AVest  Main  in  Russellville.  He  attended  the  Uni- 
versity of  Arkansas  College  of  Medicine  and  re- 
ceived his  M.D.  degree  in  1971.  He  completed 
his  internship  and  residency  training  at  the  Uni- 
versity of  Arkansas  Medical  Center. 

Dr.  Austin  is  a diplomate  of  the  American 
Board  of  Otolaryngology. 

DR.  R.  KINGSLEY  BOST  is  associated  with 
the  Millarcl-Henry  Clinic  in  Russellville,  at  3105 
West  Main  Place.  Dr.  Bost  was  born  in  Clarks- 
ville, Arkansas,  and  received  his  medical  degree 
from  the  University  of  Arkansas  in  1972.  He 
completed  his  internship  at  the  University  of 
Kentucky  Medical  Center  and  received  his  resi- 
dency training  at  the  University  of  Kentucky 
Medical  Center  and  the  University  of  Missouri 
Medical  Center. 

Dr.  Bost  has  been  in  practice  in  Russellville 
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since  1976.  He  is  l)oaid  eligil)le  in  Pediatrics. 

DR.  DON.VLl)  1..  DUNN,  Oljsieti ician-Uyne- 
cologist,  is  also  associated  with  the  Millard-l  lenry 
Clinic  at  3105  West  Main  Place  in  Russellville. 

Dr.  Dunn  attended  the  University  of  Arkansas 
College  of  Medicine  and  received  his  M.D.  in 
1972.  PTe  interned  and  completed  residency 
training  at  the  John  Peter  Smith  Hospital  in 
Fort  Worth,  Texas.  Dr.  Dunn  entered  private 
practice  in  July  1976.  He  is  boartl  eligible  in 
Obstetrics  and  Gynecology. 

DR.  \\aLLIAM  W.  GALLOWAY,  Dermatol- 
ogist, whose  office  is  at  2501  PVest  Main,  Suite 
H,  in  Russellville,  is  a native  of  Arkansas.  Dr. 
Galloway  received  his  M.D.  degree  from  the 
University  of  Arkansas  in  1972.  He  interned  at 
St.  John’s  Hospital  in  Tulsa,  Oklahoma,  and  re- 
ceived his  residency  training  at  the  University  of 
.Arkansas  Medical  Center. 

Dr.  Galloway  has  been  in  practice  in  Russell- 
ville for  approximately  eight  months. 

SALINE  COUNTY 

Saline  County  Medical  Society  has  two  new 
members.  They  are: 

DR.  JOHN  EARNEST  FRANDOLIG,  who  is 
company  physician  for  the  Reynolds  Metals  Com- 
pany of  Bauxite. 

Dr.  Frandolig  was  born  in  Corpus  Christi, 
Texas,  and  is  a graduate  of  the  University  of 
Texas  Medical  Branch  at  Galveston.  Lie  com- 
pleted his  internship  at  the  University  of  Texas 
Medical  Branch  Hospitals  in  pcdialrics  and  re- 
ceived residency  training  at  the  same  hospitals. 
Prior  to  attending  medical  school.  Dr.  Frandolig 
was  in  the  United  States  Army  Chemical  Corps, 
from  1958  to  1960.  He  has  M.S.  and  Ph.D.  de- 
grees from  Iowa  State  University. 

Dr.  Frandolig  was  in  practice  in  Naples,  Texas, 
from  1973  to  1976.  Since  April,  1976,  he  has 
been  at  Bauxite  with  Reynolds  Metals. 

DR.  ROBERT  K.  PAUL  is  a general  practi- 
tioner wdth  the  Benton  Services  Center  in  Ben- 
ton. He  was  born  in  Hopkinsville,  Kentucky, 
and  attended  the  University  of  Arkansas  College 
of  Medicine,  receiving  his  degree  in  1953.  He 
interned  at  the  City  Hospital,  Mobile,  Alabama, 
and  had  Radiology  residency  training  at  the 
Veterans  Hospital  and  Touro  InfiiTaai7  in  New 
Orleans. 

Dr.  Paul  was  in  private  practice  in  Mobile, 
Alabama,  from  1954  to  1959;  Malvern,  Arkansas, 
from  1962  to  1966;  Columbus,  Georgia,  1966  to 


1971;  New  Orleans,  Louisiana  (Charity  Hos- 
pital) 1974  to  1976.  He  has  been  in  Benton  for 
a|)pi  oximately  nine  months. 

SEBASTIAN  COUNTY 

Sebastian  County  Medical  Society  has  added 
another  six  nerv  members  to  its  membership  roll. 
44iey  are: 

DR.  DONNA  JEAN  CONARD,  i)cdiatrician, 
a native  of  Oklahoma,  attended  the  Univeisity 
ol  Missouri  School  of  Medicine  at  Columbia, 
Missom  i,  and  received  her  M.D.  degree  in  1973. 
Her  internship  was  at  the  University  of  Wis- 
consin in  Madison  and  she  received  her  residency 
training  at  the  Harbor  General  Llospital,  I’or- 
rance,  California,  in  Pediatrics.  She  is  board 
eligible. 

DR.  REY  D.  CONARD  is  associated  with  the 
Emergency  Department  of  St.  Edward  Mercy 
Hospital  in  Eort  Smith.  He  is  a native  of  Okla- 
home  who  received  his  M.D.  degree  from  the 
University  of  Missouri  School  of  Medicine  at 
Columbia  in  1973. 

Dr.  Conard  interned  at  the  LTniversity  of  Wis- 
consin Medical  Center  in  Madison  and  was  in 
lesidency  training  at  the  Harbor  General  Hos- 
pital, UCLA  Affiliate  in  Torrance,  California, 
specializing  in  surgery.  He  served  in  the  Marine 
Coi  ps  Re.serves  from  1962-1968. 

Dr.  Conard  was  associated  with  the  Eoothill 
Presbyterian  Hosjntal  in  Glendora,  California, 
and  the  San  Pedro  and  Peninsula  Community 
Hospital  in  San  Pedro,  California,  prior  to  locat- 
ing iit  Eoit  Smith.  He  became  associated  with 
the  St.  Edward  Mercy  Hospital  in  July  1976. 
Dr.  Conard  is  a member  of  the  American  College 
of  Emergency  Physicians. 

DR.  CLARK  ALLEN  ERICKSON,  Thera- 
peutic Radiologist,  is  associated  with  LIolt-Krock 
Clinic  in  Eort  Smith. 

Dr.  Erickson  was  born  in  Brokaw,  Wisconsin, 
and  received  his  M.D.  degree  from  the  George 
Whishington  University  School  of  Medicine  in 
Whashington,  D.  C.,  in  1958.  He  interned  at  St. 
Luke's  Methodist  Llospital,  Cedar  Rapids,  Iowa, 
and  w'as  in  residency  at  Wilford  Hall  Lhiited 
States  Air  Eorce  Medical  Center  in  San  Antonio, 
Fexas,  specializing  in  Radiology.  Dr.  Erickson 
served  in  the  LTnited  States  Air  Force  from  1956 
to  1976,  and  was  w’ith  the  Itazuke  United  States 
Air  Force  Llospital  in  Kyshu,  Japan,  Truax 
LTnited  States  Air  Force  Hospital,  Madison,  ^Vis- 
consin,  and  the  ^Vilford  Hall  LTnited  States  Air 
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Force  Medical  Center  in  San  Antonio,  Texas, 
during  that  time. 

Dr.  Erickson  has  served  as  Associate  Professor 
of  Radiology  at  the  University  of  Texas  Medical 
School  at  San  Antonio.  He  is  board  certified  in 
Radiology. 

DR.  JAMES  E.  HOLMAN  is  specializing  in 
Olistetrics-Gynecology  at  Cooper  Clinic  in  Fort 
Smith.  The  Clinic  is  located  on  ’Waldron  Road 
at  Ellsworth. 

Dr.  Holman  was  born  in  Texas  and  attended 
the  University  of  Arkansas  College  of  Medicine 
where  he  received  his  M.D.  in  1970.  Dr.  Holman 
interned  at  the  John  Peter  Smith  Hospital  in 
Port  AV'^orth,  Texas.  His  residency  training  was 
at  Emory  University  School  of  Medicine  Affili- 
ate Hospital  and  Grady  Memorial  Hospital  in 
Atlanta,  Georgia.  Pie  served  in  the  United  States 
Air  Porce  from  1971  to  1973  as  flight  surgeon. 

Dr.  Holman  has  been  with  tlie  Cooper  Clinic 
staff  since  July,  1976.  His  board  certification  is 
jtending. 

DR.  .MICHAEL  R.  WESTBROOK  is  on  the 
staff  of  Sparks  Regional  Medical  Center's  Emer- 
gency Room  in  P'ort  Smith.  He  is  a native  Ar- 
kansan and  received  his  M.D.  degree  from  the 
University  of  .\rkansas  College  of  Medicine  in 
197.5. 

Dr.  "Westbrook  interned  at  Sparks  Regional 
Medical  Center  in  P'ort  Smith. 

DR.  JOHN  A.  AVORREI.L  is  a Radiologist 
associated  with  Drs.  Rogers,  Parker,  Hnskison 
and  Cidp  at  318  North  Greenwood,  Port  Smith. 

Dr.  Whtrrell  was  Itorn  in  Tennessee  ami  was 
graduated  from  Vanderbilt  School  of  Medicine 
in  1971.  He  interned  at  the  Presbyterian  Hos- 
jtital  in  Nasliville  and  received  residency  training 
in  radiology  at  Vanderbilt  University  Hospital. 

Di . WMrrell  was  in  practice  at  Lovelace  Bataan 
Medical  Center  in  .-Mbmjnerqne,  New  Me.xico, 
for  one  year  prior  to  coming  to  Port  Smith.  He 
is  board  certified  in  Radiology. 

DR.  BRIAN  HAWLEY 

Dr.  Brian  Hawley,  Internist  and  Gastroenter- 
ologist, is  a new  member  of  the  St.  P'rancis 
County  Medical  Society.  He  is  associated  with 
Dr.  David  E.  Lockhart  at  the  Lockhart  Clinic, 
Forrest  City. 

Dr.  Plawley  was  born  in  Britain  and  received 
his  pre-medical  education  at  the  University  of 
Edinburgh,  Scotland.  In  1965  he  received  his 


M.D.  degree  from  the  University  of  Edinburgh. 
His  internship  was  with  the  Muhlenberg  Hos- 
pital, Plainfield,  New  Jersey,  and  he  then  re- 
ceived his  residency  training  at  the  Royal  In- 
firmary, Edinburgh,  Scotland. 

Dr.  Hawley  was  in  private  practice  in  the  San 
Francisco  Bay  area  for  six  years  prior  to  coming 
to  Arkansas.  He  was  a former  Research  Fellow 
and  Lecturer  at  the  University  of  Edinburgh. 

UNION  COUNTY  HAS  FOUR  NEW  MEMBERS 

The  Pinion  County  Medical  Society  has  four 
new  members  this  year.  They  are: 

DR.  PVAYNE  H.  SCHULTZ,  who  specializes 
in  Radiology  and  Nuclear  Medicine,  is  associated 
with  the  Warner  Brown  Hospital  in  El  Dorado. 

Dr.  Schultz  served  with  the  United  States  Navy 
from  1944  to  1946  and  then  entered  Washington 
University  in  St.  Louis  for  his  pre-medical  educa- 
tion. His  M.D.  degree  was  received  from  Wash- 
ington Plniversity  School  of  Medicine  in  1954. 
He  interned  at  Duke  University  Hospital.  Dr. 
Schultz  has  residency  training  in  Diagnostic 
Radiology  at  4Vashington  Plniversity  and  in 
1 herapeutic  Radiology  at  the  M.  D.  Anderson 
Cancer  Hospital  in  Plouston.  He  practiced  Radi- 
ology in  Oklahoma  City  from  1958  until  1974, 
was  in  Hutcliison,  Kansas,  for  a year,  and  in 
Clipton  Eorge,  Virginia,  for  a year.  While  in 
Oklahoma,  he  was  A,ssistant  Instructor  in  Radi- 
ology at  the  Plniversity  of  Oklahoma  School  of 
Medicine. 

Dr.  Schultz  is  board  certified  in  Radiology 
and  Nuclear  Medicine. 

DR.  J.\MES  D.  .SYKES  is  associated  with  the 
Cliildren's  Clinic  in  El  Dorado  at  209  Thompson. 
He  was  born  in  Hot  Springs  and  attended  the 
University  of  Arkansas,  receiving  his  M.D.  degree 
in  1970.  Upon  completion  of  his  internship  and 
residency  training  at  the  Wilford  Hall  Medical 
Center,  Lackland  Air  Force  Base  in  San  Antonio, 
4'exas,  in  1973,  he  was  with  the  Air  Force  Base 
Hospital  in  Jacksonville,  Arkansas,  until  October, 
1976. 

Dr.  Sykes  is  a board  certified  pediatrician.  He 
served  as  chairman  of  the  Little  Rock  Air  Force 
Base  Child  Advocacy  Committee,  was  the  Chief 
of  Hospital  Services,  and  Deputy  Hospital  Com- 
mander of  the  I.ittle  Rock  Air  Force  Base. 

DR.  SAM  D.  TAGGART  is  in  Family  Prac- 
tice with  Dr.  George  W.  Warren  of  Smackover. 
Dr.  Taggart  is  a native  Arkansan  and  received 
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his  nicclital  (lcf>TCC‘  Iroiii  tlic  Ihiixcrsily  ol  Arkan- 
sas in  l‘)7:k  He  liad  one  year  ol  family  praelice 
residency  and  served  two  years  active  duty  with 
the  United  States  Aiiny  before  join  in,”  Dr. 
^Varren. 

DR.  jOllX  R.  WII.I.IA.MSON  is  associated 
witli  Dr.  (iardner  H.  l.andeis  at  318  Tliompson, 
El  Dortulo.  Me  w;ts  hot  n in  .\la,s*nolia,  .\i  kansas, 
and  he  attended  Onaciiita  Haptist  University  for 
his  pre-medical  edneation.  He  then  attended  the 
llniversity  of  Arkansas  Colle,”e  of  ^fedicinc,  re- 
ceiving his  M.D.  degree  in  19()9.  He  interned 
and  had  residency  tiaining  ;it  the  University  of 
Arkansas  \fedical  Center.  Dr.  AVhlliamson  was 
in  the  Lhiited  States  Army  from  1970  to  1972. 

He  began  the  jMactice  of  ophthalmology  on 
July  1,  1970,  with  Dr.  Landers. 

WASHINGTON  COUNTY 

Washington  County  Medical  Society  has  added 
three  new  members  to  its  membershijt  roll.  They 
are: 

DR.  PETER  R.  HEINZELMANN  is  an  Ortho- 
jx?dist  associated  with  Drs.  Kaylor,  Coker,  John- 
son, and  Moore  at  2907  East  Joyce  in  Fayette- 
ville. He  was  born  in  New  York  City,  gradnated 
from  Grinnell  College  in  Grinnell,  Iowa,  in  1964 
with  a B.A.  de,gree.  He  was  gradnated  from  the 
University  of  Iowa  College  of  Medicine  in  1968. 

Dr.  Heinzelmann  interned  at  the  Ramsey  Hos- 
pital, St.  Paul,  Minne.sota,  and  remained  there 
for  one  year  of  residency  training.  He  continued 
his  residency  training  at  the  University  of  Ar- 
kansa.s,  specializing  in  Orthopedics.  He  held  a 
fellowship  in  hand  .surgery  at  the  University  of 
Iowa  for  six  months.  He  was  named  Clinical  As- 
sistant with  the  Department  of  Orthopedics  at 
the  LIniversity  of  Arkansas  School  of  Medicine 
in  1975. 

Dr.  Heinzelmann  has  been  in  practice  in  Fay- 
etteville about  nine  months. 

DR.  JAMES  EDWARD  McDONALD,  II,  is 
an  Ophthalmologist  with  offices  at  461  East 
Township  Road  in  Fayetteville.  He  was  born 
in  Texas,  received  his  B.S.  and  M.D.  degiees 
from  the  University  of  Arkansas  in  1967  and  1969 
respectively,  and  stayed  on  to  complete  his  in- 
ternship and  residency  at  the  University  of  Ar- 
kansas Medical  Center,  1969-1974. 

Dr.  McDonald  was  in  the  United  States  Air 
Force  from  1974  to  July,  1976.  He  is  board 
eligible  in  Ophthalmology. 


DR.  bORKO  B.  VISKOVICdl,  Anesthesiol- 
ogist, is  in  |)rivate  practice  at  1665  North  (iollege 
.\vemie  in  Fayetteville.  He  was  born  in  Jelsa, 
A'lygoslavia,  and  attended  the  University  of 
Zagreb,  in  Zagreb,  Yugoslavia,  where  he  leceived 
his  M.D.  degree  in  1961.  He  had  an  internship 
in  Yugoslavia,  and  at  St.  Mary’s  Hosjrital  in  .Mil- 
waukee, Wisconsin.  Dr.  Viskovich  was  in  resi- 
dency tiaining  at  the  County  Hospital  in  Afil- 
waukee  from  1973  to  1975,  and  the  University 
ol  Arkansas  Afedical  Center  in  I.ittle  Rock  from 
1975  to  1976. 

Dr.  Viskovich  has  been  with  the  Washington 
County  Regional  Hospital  for  approximately  six 
months. 

WHITE  COUNTY 

There  are  two  new"  members  of  the  White 
County  Afedical  Society  to  add  to  their  member- 
ship roll.  They  are: 

DR.  KENNETH  R.  AIEACHAAf  has  his  office 
at  910  East  Race  Avenue  in  Searcy.  He  is  a 
native  Arkansan  and  received  his  Al.D.  degiee 
from  the  University  of  Arkansas  College  of  Afedi- 
cine  in  1969.  After  graduation,  he  remained  at 
at  Lbiiversity  of  Arkansas  Medical  Center  for  his 
internship  and  residency  training.  Dr.  Afeacham 
served  in  the  United  States  Navy  from  1974  to 
1976.  He  moved  to  Searcy  for  the  practice  of 
Urology  after  his  military  service. 

DR.  WILLIAAI  H.  NEYINS  is  in  private 
practice  of  Ophthalmology  at  910  East  Race  in 
Searcy.  He  was  born  in  Chica,go,  Illinois,  and 
received  his  B.A.  degree  from  Elendrix  College 
in  1962,  and  his  Af.D.  from  the  University  of 
Arkansas  College  of  Medicine  in  1967. 

Dr.  Nevins  completed  his  internship  at  the 
University  of  Tennessee  in  1968  and  then  was  in 
residency  training  at  Vanderbilt  LIniversity  Hos- 
pitals in  Nashville  from  1968-1971.  He  w'as  in 
the  United  States  .Army  at  Fort  Knox,  Kentucky, 
from  1971-1973. 

Dr.  Nevins  has  been  in  private  practice  in 
Heber  Sjwings  and  Searcy  for  three  years.  He 
is  board  certified. 

MR.  REGINALD  ALAN  LUCAS 

Pulaski  County  Afedical  Society  has  extended 
membership  to  Air.  Reginald  Alan  Lucas  who  is 
a sophomore  at  the  University  of  Arkansas  Col- 
lege of  Aledicine.  He  received  his  pre-medical 
education  at  Northeast  Louisiana  University  at 
Alonroe,  I.ouisiana.  He  is  a native  of  Crossett. 
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B I T U A R Y 

HAL  R.  DILDY,  M.D. 

Dr.  Hal  R.  Dikiy,  Little  Rock  Internist,  died 
January  30,  1977.  Dr.  Dildy  was  born  March  21, 
1921,  in  Hope,  Arkansas.  He  was  graduated  from 
the  University  of  Arkansas  School  of  Medicine 
in  1944  and  interned  at  the  Univei-sity  Medical 
Center.  Following  internship,  he  had  a fellow- 
ship with  Dr.  E.  P.  Joslin  of  Boston,  Massachu- 
setts. Dr.  Dildy  served  in  the  United  States  Air 
Force  from  1953  to  1955.  He  was  in  practice  in 
Little  Rock  from  1947  to  1964,  except  for  those 
two  years  in  service.  From  1964  to  1970,  Dr. 
Dildy  was  with  the  Dow  Chemical  Company  in 
Golden,  Colorado,  United  States  Steel  Corpora- 
tion, Pittsbtirgh,  Pennsylvania,  and  the  Reming- 
ton Arms  Company  in  Lonoke,  Arkansas.  At  the 
time  of  his  death,  he  was  in  private  practice  at 
500  South  University. 

Dr.  Dildy  was  a member  of  the  St.  Mark’s  Epis- 
copal Church  and  an  officer  of  the  Arkansas  Dia- 
betic Society. 

Dr.  Dildy  is  survived  by  his  wife,  Mrs.  Eliza- 
beth T.  Dildy,  and  two  daughters.  Miss  Leslie 
B.  Dildy  and  Miss  Lori  M.  Dildy. 


RESOLUTIONS 


WHEREAS,  the  recent  death  of  onr  fellow 
member,  William  O.  Young,  M.D.,  is  noted  with 
sincere  sorrow,  and 

WHEREAS,  for  twenty  years.  Dr.  Young  had 
been  a loyal  member  of  the  Pulaski  County  Med- 
ical Society,  and 


W^HEREAS,  his  devotion  to  the  profession  and 
to  the  care  of  his  patients  is  worthy  of  the  highest 
praise: 

BE  IT  THEREFORE  RESOLVED: 

TH.\T,  this  resolution  be  adopted  and  made 
a part  of  the  permanent  records  of  this  Society, 
and 

THAT,  a copy  of  this  resolution  be  made 
available  to  the  Journal  of  the  Arkansas  Medical 
Society  for  publication,  and 

THAT,  a copy  of  this  resolution  be  sent  to  Dr. 
Young’s  family  as  an  expression  of  heartfelt 
sympathy. 

By  Direction  of  the  Memorials  Committee 

Signed:  T.  Duel  Brown,  M.D.,  Chairman 
Robert  Watson,  M.D. 

Henry  Hollenberg,  M.D. 

•Approved:  Executive  Committee 
February  16,  1977 

* # * # # 

WHEREAS,  the  members  of  the  Pulaski 
County  Medical  Society  are  deeply  gideved  by 
the  recent  death  of  onr  colleague,  Hal  R.  Dildy, 
M.D.,  and 

WHEREAS,  Dr.  Dildy  was  held  in  the  highest 
respect  by  his  fellow  physicians  for  his  interest 
in  the  well  being  of  his  patients,  and 

\VHEREAS,  we  desire  to  express  our  apprecia- 
tion for  his  devotion  to  the  interests  and  affairs 
of  the  Society: 

BE  IT  THEREFORE  RESOLVED: 

TH.A'r,  this  resolution  be  made  a part  of  the 
jtermanent  archives  of  this  Society,  and 

TH.Vr,  Dr.  Dikiy’s  family  be  sent  a copy  of 
this  lesolntion  as  an  expression  of  onr  sincere 
sympathy,  and 

THAT,  a copy  of  this  resolution  be  sent  to 
the  Journal  of  the  Arkansas  Medical  Society  for 
publication. 

By  Direction  of  the  Memorials  Committee 

Signed:  T.  Duel  Brown,  M.D.,  Chairman 
Robert  Watson,  M.D. 

Henry  Hollenberg,  M.D. 

y\pproved:  Executive  Committee 
February  16,  1977 
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Chronic  Active  Hepatitis  — A Broad  Spectrum 

David  M.  Johnson,  M.D.* 


(^hronic  active  hepatitis  is  cHlficult  to  tlefine. 
To  most  physicians  it  represents  a young  woman 
with  progressive  liver  lailnre  and  leads  to  inevi- 
table hepatic  cirrhosis. 

Some  of  the  diflicnlty  arises  with  the  diverse 
etiology  of  chronic  active  hepatitis.  The  classic 
case  is  related  to  immune  mechanisms.  I.ess  fre- 
quent causes  are  drugs,  alcohol,  Wilson’s  disease 
and  continued  presence  in  the  blood  of  hepatitis 
associated  Australia  antigen. 

Presented  herein  is  a spectrum  of  this  disease 
with  regard  to  the  diverse  nature  of  its  presenta- 
tion regarding  age,  sex,  clinical,  biochemical, 
histologic  manifestations  and  ultimate  course. 

CASE  #1  SMC  5859 

This  59-year-old  white  male  was  first  seen  on 
August  5,  1973,  with  a history  of  liver  disease  for 
three  years.  He  had  jaundice  approximately  one 
month  prior  to  that  admission.  There  was  no 
history  of  alcoholism  or  hepatitis.  Liver  biopsy 
done  in  the  j^ast  at  the  Veterans  Administration 
Hospital  had  diagnosed  chronic  active  hepatitis. 
His  complaint  during  this  episode  was  ascites 
with  an  episode  of  hemetemesis  one  month  prior 
to  admission. 

Physical  examination  showed  ascites  with  a 
fluid  wave.  The  liver  edge  was  palpable.  There 
was  pre-tibial  edema  and  spider  angioma  present 
on  the  chest. 

An  Upper  GI  Series  showed  no  evidence  of 
esophageal  varices,  dhere  was  some  scarring 
present  of  the  duodetial  bulb  without  evidence 
of  actual  ulcer  present.  The  hematocrit  was  34%. 
Platelet  count  was  120,000.  llie  retie  count  was 
2%.  The  BUN  was  nonnal.  A total  serum  pro- 
tein was  6.0  (albumin  1.8,  globulin  4.2).  1 he 

total  bilirubin  w\as  2.2.  The  alkaline  phosphatase 

was  190.  The  SCOT  was  330. 

Our  impression  was  chronic  active  hepatitis 

•Searcy  Medical  Center,  P.A.,  2900  Hawkins  Drive,  Searcy,  Ar- 
kansas 72143. 


with  superimposed  post-necrotic  cirrliosis  compli- 
cated by  hypoalbuminemia  with  secondary  as- 
cite.s,  jaundice,  elevated  alkaline  phosphatase, 
elevated  SCOT,  anemia  and  thrombocytopenia. 
He  was  seen  in  the  office  on  .\ugust  28,  1973.  The 
total  serum  protein  was  7.5  (albumin  3.1,  globu- 
lin 4.4).  The  total  bilirubin  was  1.8.  The  alka- 
line phosphatase  was  201  (normal  20  to  115). 
The  SGPT  was  71.  A liver  biopsy  on  November 
29,  1973,  showed  chronic  active  hepatitis  and 
post-necrotic  cirrhosis. 

On  Novemljer  18,  1973,  patient  was  hospital- 
ized with  abdominal  pain.  He  was  noted  to  be 
more  jaundiced  at  that  time.  Physical  findings 
showed  a jaundiced,  acutely  ill  white  male  with 
abdominal  tenderness,  ascites  and  edema.  The 
total  bilirubin  was  19.3  (Indirect  11.0).  The 
amylase  was  1,088.  The  alkaline  phosphatase  was 
125.  I he  SGOT  was  360.  The  patient's  hospital 
course  was  very  lengthy  but  his  primary  problem 
was  thought  to  be  pancreatitis  and  chronic  active 
hepatitis  with  cirrhosis,  llie  patient  did  poorly 
and  expired  Decemlter  23,  1973.  An  autopsy  was 
performed  which  revealed  chronic  active  hepa- 
titis, ])ost-necrotic  cirrhosis,  pancreatitis;  ascites, 
splenomegaly,  jaundice,  acute  and  chronic  pan- 
creatitis and  acid  peptic  disease  with  an  acute 
idcer  crater. 

CASE  #2  SMC  5033 

This  19-year-old  white  female  was  first  seen 
November  5,  1970,  with  a histot7  of  being  hos- 
pitalized in  June,  1970,  with  jaundice.  .She  was 
told  she  had  chronic  hepatitis,  but  a liver  biopsy 
was  never  performed. 

She  was  started  on  Prednisone  30  mg.  daily  and 
later  this  was  tapered.  When  first  seen  on  No- 
vember 5,  1970,  she  gave  a history  of  four  to  five 
days  previously  becoming  more  jaundiced.  There 
was  no  history  of  birth  control  pills,  tranquilizers, 
no  work  with  cleaning  fluid,  no  family  history  of 
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liver  disease,  arthritis,  exposure  to  anyone  with 
liepatitis,  no  blood  products,  no  hepatotoxins,  no 
unusual  travel,  no  history  of  alcoholism.  She 
denied  fever,  chills  or  pruritus. 

Examination  at  that  time  showed  a jaundiced 
white  female.  The  liver  was  down  2 an.  The 
spleen  tip  was  palpable.  The  physical  examina- 
tion was  otlierwise  nonnal. 

The  hematocrit  was  45%.  The  prothrombin 
time  was  17  seconds  with  control  of  13  seconds, 
riie  alkaline  phosphatase  was  3.3  (normal  0.8 
to  2.3).  The  total  bilirubin  was  5.5.  The  total 
serum  protein  was  8.5  (albumin  2.8,  globulin 
5.7).  The  SCOT  was  550.  The  patient  was  a 
college  student  and  wished  to  go  home,  where 
she  was  hospitalized  on  January  7,  1971,  in  Salt 
Lake  City,  Utah.  At  tliat  time,  slie  was  taking 
Predisone  25  mg.  daily.  The  LE  Prep  was  posi- 
tive at  this  time.  The  Australia  antigen  was 
negative.  A liver  biopsy  was  perfonned  and  was 
compatible  with  chronic  active  hepatitis.  She  was 
discharged  on  Prednisone  10  mg.  twice  daily. 

The  patient  was  lost  to  follow-up  aftei’  IVlay  9, 
1974,  and  has  not  been  seen  since  that  time.  She 
apparently  has  moved  away. 

CASE  #3  SMC  2374 

This  61-year-old  white  female  was  seen  first  on 
April  4,  1973.  She  had  a history  of  increasing 
fatigue  and  decreasing  appetite  with  malaise, 
(hirrent  medications  she  w'as  taking  then  in- 
cluded Premarin,  thyroid,  Valium  and  Bufferin. 
She  had  liad  surgery  a year  previously  for  gall- 
bladder disease,  at  which  time  a liver  biopsy  was 
performed.  The  biopsy  was  compatible  with 
clironic  active  hejiatitis.  There  was  no  recent 
history  of  fever,  chills,  weight  loss,  pruritus  or 
alcoholism. 

Physical  examination  at  this  time  was  essen- 
tially unremarkable.  The  liver  or  spleen  were 
not  enlarged. 

A liver  scan  was  normal.  An  IV  CholangiogTam 
was  normal. 

The  prothrombin  time  was  normal.  The  he- 
matocrit was  41%.  I’he  sedimentation  rate  was 
38  millimeteis  per  hour.  The  urinalysis  was  nor- 
mal. The  SCOT  was  285.  The  alkaline  phos- 
phatase was  150  ('normal  20-115).  The  total 
seruiu  protein  was  8.5  (albumin  3.2,  globulin 
5.3).  The  total  bilirubin  was  0.8.  .Smooth  muscle 
antibodies  were  positive.  The  antimitochondrial 


test  was  negative.  The  Australia  antigen  was 
negative.  The  antinuclear  antibody  was 
positive  1 to  80.  4'he  purified  protein  derivative 
skin  test  was  negative  at  72  hours.  The  patient 
was  started  on  Prednisone  20  mg.  daily. 

On  May  2,  1974,  the  patient  was  hospitalized 
with  leukoplakia  of  the  tongue  and  mild  Cush- 
ionoid  changes.  The  antinuclear  antibody  was 
negative.  The  antismooth  muscle  test  was  still 
positive.  The  total  bilirubin  w'as  0.7.  The  alka- 
line phosphatase  was  8.9.  The  .SGOT  was  40. 
The  LE  Prep  was  negative.  The  protein  electro- 
phoresis showed  minimal  elevation  of  gamma 
globulin.  She  w'as  continued  on  Prednisone  10 
mg.  daily. 

CASE  #4  SMC  2588 

This  66-year-old  white  female  was  hospitalized 
on  February  25,  1974,  because  of  jaundice.  The 
jaundice  was  present  four  days  prior  to  admis- 
sion. She  denied  exposure  to  blood,  jaundiced 
persons,  hepatotoxins,  pruritus,  unusual  travel 
or  alcoholism.  Gallbladder  x-rays  w'ere  done  six 
months  previously  and  were  normal.  She  had  a 
history  recently  of  weight  loss,  nausea,  anorexia, 
fever  and  chills.  Recent  medications  included 
Lanoxin,  Cerespan,  Aldomet,  Triavil,  Bufferin, 
Phenobarbital  and  Antivert. 

Examination  showed  a jaundiced  white  female. 
'Eire  liver  edge  was  down  3 cm.  The  spleen  was 
not  palpable.  The  remainder  of  the  physical  was 
normal. 

A liver  scan  was  normal.  The  prothrombin 
time  was  normal.  The  hematocrit  was  38%.  The 
white  blood  cell  count  and  differential  were 
normal.  4’lie  SGO'E  was  1800.  The  alkaline 
jrhosphatase  was  40  (normal  4.5  to  11).  The 
SGP'E  was  1530.  The  BETN  was  15.  The  uri- 
nalysis was  normal.  The  bilirubin  total  was  16 
ing.%  with  indirect  9.3  and  direct  6.7.  The 
VDRL  was  negative.  The  platelet  count  was 
227,000.  The  Australia  antigen  was  negative.  An 
RA  factor  was  negative.  The  LE  Prep  was  nega- 
tive. 

On  March  3,  1974,  the  SGOT  was  1770.  The 
alkaline  phosphatase  was  31  (normal  4.5  to  11). 
The  total  bilirubin  was  11.2.  A protein  electro- 
phoresis showed  the  albumin  4.32,  Alpha  I,  0.68; 
Alpha  11,  0.78;  Beta  1.37,  Gamma  2.65  with  dif- 
fuse pattern  noted. 

On  March  10,  1974,  the  hematocrit  was  33%. 
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The  platelet  count  was  288, ()()().  Tiie  S(i()l'  was 
The  alkaline  phosphata.se  was  ()7  (iionnal 
•1.")  to  11).  1 he  total  bilii  iiliin  was  6.2.  The 

reticulocyte  count  was  3.5%.  'I'he  antinuclear 
antibody  was  positive  1 to  160.  The  Ciooniljs  test 
was  negative.  1 he  screening  hemolysins  were 
negative.  A G6  PI)  screening  test  was  negative. 
The  prothrombin  time  was  normal.  I'he  stool 
guaiac  was  negative. 

I'he  patient  refused  a liver  biopsy.  A PPD 
skin  test  was  negative  })rior  to  steroid  therapy. 
The  patient  was  thought  to  have  chronic  active 
hepatitis  on  the  basis  of  an  elevated  .SCOT, 
alkaline  phosphatase,  bilirubin,  gamma  globulin 
(with  a diffuse  pattern),  positive  antinuclear 
antibody  and  a hemolytic  anemia.  On  March  14, 
1974,  she  was  started  on  Prednisone  60  mg.  daily 
and  other  medications  were  discontinued. 

On  October  25,  1974,  the  patient  stated  she  had 
stopjjed  taking  Prednisone,  since  she  was  doing 
well  and  did  not  want  to  take  medication.  It 
has  not  been  given  further. 

CASE  #5  SMC  743 

This  52-year-old  white  male  was  hospitalized 
on  April  10,  1973,  because  of  abdominal  pain  of 
ten  days  duration.  The  pain  was  in  the  epigastric 
area  associated  with  tenderness  and  cramping. 
He  had  not  taken  antacids  in  an  attempt  for  re- 
lief. Upper  GI  Series  showed  evidence  of  acid 
peptic  disease.  Reinforced  gallbladder  series 
showed  faint  visualization  thought  to  be  con- 
sistent with  chronic  cholecystitis.  He  denied  ex- 
posure to  toxic  agents  or  drugs  and  had  been 
around  no  one  with  jaundice  and  had  received 
no  blood  transfusions.  There  was  no  history  of 
standing  in  water,  unusual  travel,  recent  medica- 
tion, fever,  chills,  light-colored  stools  or  weight 
loss. 

Physical  e.xamination  at  the  time  of  admission 
showed  a cooperative  white  male  with  normal 
vital  signs.  The  abdomen  was  flat.  The  liver 
and  spleen  were  not  enlarged.  There  was  some 
tenderness  present  in  the  epigastric  area.  The 
remainder  of  the  physical  examination  was 
normal. 

An  Upper  GI  Series  showed  acid  peptic  dis- 
ease without  actual  ulcer  crater  present.  Rein- 
forced gallbladder  series  showed  faint  visualiza- 
tion thought  to  be  consistent  with  chronic  chole- 
cystitis. A barium  enema,  RT  and  liver  scan 
were  normal. 


1 lie  hematocrit  and  urinalysis  were  normal. 
I he  SGI*  1 was  193.  The  SGOT  was  150.  1 he 
alkaline  phosphatase  was  124  (normal  20-115). 
1 he  total  bilirubin  was  1.1.  A prothromiriu  time 
was  normal.  A PPl)  skiu  test  was  negative  at  72 
hours.  I'he  protein  electrophoresis  showed  a 
total  serum  protein  of  6.9  (albumin  3.6,  Alpha 
1 — 0.4,  Alpha  II  — 3.6,  Beta  — 0.9,  Gamma  — 
1.25).  The  day  of  discharge  the  .SGOT  was  190. 
The  alkaline  phos])hatase  was  120. 

4'he  patient  was  re-admitted  to  the  hospital  on 
May  9,  1973,  for  liver  biopsy.  At  this  time,  an 
R"  Cholangiogram  was  done,  which  was  normal. 
A liver  biopsy  was  compatible  with  chronic  active 
hepatitis  and  superimposed  |X)st-necrotic  cirrho- 
sis. During  that  hospitalization,  a platelet  count 
was  276,000.  The  total  bilirubin  was  1.1.  A total 
serum  protein  8.0.  The  albumin  was  5.2,  glob- 
ulin 2.8,  Alpha  I - 0.8,  Alpha  II  Globulin  - 0.7, 
Beta  Globulin  — 1.2,  Gamma  Globulin  — 1.76, 
with  pattern  showing  diffuse  hypergamma-glob- 
ulin present.  The  SGOT  was  215.  The  alkaline 
phosphatase  was  150.  The  BSP  showed  35%  re- 
tention at  45  minutes.  The  Australia  antitten 
was  positive.  The  patient  was  started  on  Predni- 
sone 30  mg.  daily. 

Follow-up  on  January  5,  1975,  showed  the  liver 
ftmetions  normal.  He  remains  asymptomatic  on 
15  mg.  Prednisone  daily. 

CASE  #6  SMC  14,807 

This  25-year-old  white  female  was  first  hos- 
pitalized on  January  30,  1971,  because  of  jaun- 
dice. I'he  patient  was  essentially  well  until  three 
to  four  days  prior  to  admission,  when  she  was 
noted  by  colleagues  to  be  jaundiced.  There  was 
no  exposure  to  anyone  with  infectious  hepatitis 
or  jaundice.  I'here  was  no  blood  transfusions, 
injections,  and  she  denied  history  of  gallbladder 
disease,  past  history  of  right  upper  quadrant 
j)ain.  There  was  no  fever,  chills,  weight  loss, 
jn'uritus,  arthritis  or  family  history  of  jaundice. 

Physical  examination  at  time  of  admission 
showed  a jaundiced  white  female.  There  was  no 
significant  adenopathy,  iritis,  arthritis,  spleno- 
megaly, hepatomegaly,  or  spider  nevi. 

A chest  film.  Upper  GI  .Series,  liver  scan  were 
normal.  An  1-131  uptake  showed  12%  retention 
at  twenty-four  hours. 

The  total  serum  protein  was  8.6  (albumin  3.8, 
globulin  4.8).  The  SGOT  was  420.  The  alkaline 
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pliosphaiase  was  145  (normal  20-115).  Hie  total 
bilirubin  was  9.7  (direct  5.9,  indirect  3.8).  The 
BUN  was  normal.  A mono  test  was  reactive.  The 
prothrombin  time  was  17  seconds  with  a control 
of  12  seconds.  The  hematocrit  was  40%.  The 
urinalysis  was  normal.  The  platelet  count  was 
171,000.  The  RA  factor  was  positive.  The  direct 
and  indirect  Coombs  were  negative.  An  IT  Prep 
was  positive.  A T4  was  11.6.  A protein  electro- 
phoresis showed  total  sertnn  protein  7.80,  albu- 
min 2.89,  globulin  4.91,  Beta  globulin  1.16,  Gam- 
ma globulin  2.96  with  a diffuse  pattern  noted. 
A PBl  was  1 1.4.  The  antimtclear  antibodies  were 
positive  at  1 to  160.  A PPD  skin  test  was  negative 
at  seventy-two  hotirs.  1 he  serum  free  thyroxin 
was  2.5.  The  antithyroid  globulin  titer  was  posi- 
tive 1 to  1021.  Repeat  T4  was  6.8  (normal  was 
2.9  to  6.4):  normal  free  thyroxin  was  1.0  to  2.1. 

A liver  biopsy  was  not  done  at  this  time  be- 
cause of  elevated  prothrombin  time.  On  Feb- 
ruary 11,  1971,  the  patient  was  started  on  Predni- 
sone 80  mg.  every  other  day.  Otir  impression  was 
chronic  active  hepatitis  manifest  by  jaundice,  in- 
creased .SCOT  and  increased  alkaline  phospha- 
tase, increased  Gamma  globulin  with  diffuse  pat- 
tern, positive  TE  Prep,  positive  mono  test,  ele- 
vated prothrombin  time,  and  a positive  anti- 
nuclear antibody.  Thyroiditis  was  manifest  by 
increased  PBI,  increased  T4  and  free  thyroxin, 
increased  antithyroglobuhn  titer,  and  deci eased 
Iodine  131  uptake. 

April  13,  1974,  the  patient  was  re-admitted  for 
liver  biopsy  which  was  done  tinder  local  anesthe- 
sia in  the  operating  room  because  of  prolonged 
prothrombin  time.  "1  he  hematocrit  was  35%. 
The  reticulocyte  count  was  4.6%,  the  platelet 
count  was  218,000.  The  Ivy  bleeding  time  and 
clotting  time  were  normal.  An  LE  Prep  was  nega- 
tive. The  B.SP  excretion  test  showed  38%  reten- 
tion in  45  minutes.  The  prothrombin  time  was  14 
seconds,  with  a control  ol  1 1 seconds.  "1  he  total 
bilirubin  was  2.2  (direct  0.8).  The  antinuclear 
antibody  was  postive  with  a 4%  homogenous  pat- 
tern. The  serum  compliment  was  normal.  The 
SGOT  was  42.  The  alkaline  phosphatase  120 
( normal  being  up  to  80).  A liver  biopsy  was  done 
and  was  compatiltle  with  stibacute  and  chronic  — 
“Lupoid  hepatitis.” 

She  was  last  seen  by  me  on  July  22,  1974,  and 
was  doing  well.  The  physical  examination  was 


normal.  There  was  no  icterus.  T.he  liver  and 
spleen  were  not  enlarged. 

It  was  recommended  that  she  stay  on  a regimen 
of  Prednisone  5 mg.  Mondays,  Wednesdays  and 
Fridays  and  return  in  six  months  for  follow-up. 
She  was  doing  well  and  was  asymptomatic  at  that 
date. 

CASE  #7  SMC  2013 

This  58-year-old  white  female  was  hospitalized 
April  13,  1973,  because  of  jatmdice.  The  patient 
was  well  until  three  weeks  prior  to  admission 
when  she  noted  fever,  malaise  and  nausea.  There 
had  been  no  history  of  blood  products,  injections, 
exposure  to  jatmdiced  people  or  alcoholism.  .She 
had  a cholecystectomy  two  years  prior  to  admis- 
sion. Medications  from  previous  physicians  in- 
cluded Donnazyme,  Valium,  Elavil,  Nagua,  1 hy- 
roid,  Indocin  and  Darvon  Compotmd  65. 

Physical  examination  at  the  time  of  admission 
showed  an  obese,  jaundiced  white  female.  There 
was  no  lymphadenopathy  or  hepatosplenomegaly. 
The  remainder  of  the  physical  examination  was 
unremarkable. 

X-ray  sttidies  — A PA  and  Lateral  Chest  was 
normal.  An  LIpper  GI  Series  showed  a large 
hiatal  hernia,  otherwise  nonnal.  A Liver  Scan 
was  normal. 

Laboratory  data  — The  Atistralia  antigen  titer 
was  negative.  Fhe  liver  biopsy  showed  chionic 
active  hepatitis  with  biliary  stasis.  An  antinuclear 
antibody  titer  was  negative,  lire  SGOT  was 
1300.  The  bilirubin  total  was  10.0  (direct  4.2). 
The  alkaline  phosphatase  was  262.  The  total 
serum  protein  was  7.7  (albumin  3.7,  globulin 
4.0).  The  prothrombin  time  was  12  (control  of 
12).  The  hematocrit  was  35  mg.  percent.  The 
white  blood  cell  cottnt  was  4,300  with  54  polys, 
26  lymphs,  12  monocytes,  7 eosinophils  and  1 
basophil.  The  platelet  count  was  523,000. 

On  April  28,  1973,  the  patient  was  started  on 
Prednisone  60  mg.  every  other  day. 

On  March  25,  1975,  the  liver  ftmetions  were 
normal.  Prednisone  was  discontinited. 

When  last  seen  on  July  11,  1975,  the  liver 
functions  were  normal.  She  was  continued  off 
Prednisone  and  was  doing  well. 

Chronic  hepatitis  is  a reaction  of  the  liver 
manifested  by  abnormal  histology  and  liver  ftinc- 
tion  tests  wdthout  improvement  for  six  months.^ 
Histologically  two  varieties  emerge,  chronic  per- 
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sisicnt  aiul  ihronic  ;uti\c  hepatitis.-  All  tan  Itc 
associated  will  hepatitis  1>  anligeii  :nul  thus  tou- 
siclerecl  a secpielae  ol  acute  B \ iral  hepatitis.  The 
type  A virus  may  also  he  iuc riiiiiiialecl.'^  Drug 
reactions  may  also  produce  identical  responses 
such  as  Isonia/itlA  Aspirin,^  '’  Methyldopa"  and 
O.xyphenisatin®  in  laxatives. 

Chronic  active  hepatitis  implies  clinically  a 
chronic  syndrome,  usually  with  jaundice  and 
ultimate  chronic  liver  disease.  One  variety  is 
called  “lupoid.”  Another  is  posthejtatitic.  It  is 
occasionally  seen  with  \Vilson’s  disease, Isoni- 
azid,^  Aspirin,^’'’  Methyldopa,"  and  the  laxative 
Oxyphenisatin®  may  ctiuse  chronic  active  hepa- 
titis. The  liver  disease  o£  Alpha,  antitrypsin  de- 
ficiency may  be  associated  with  chronic  active 
hepatitis.^® 

Deckel'll  proposed  that  hepatitis,  usually  anic- 
teric, was  not  uncommon  in  systemic  lupus  ery- 
thematosus and  usually  due  to  drugs.  The  pro- 
longed use  of  Aspirin  might  lead  to  changes  com- 
jxttible  with  chronic  active  hepatitis.  Some  pa- 
tients might  have  been  changed  from  classic  sys- 
temic lupus  erythematosus  to  “lupoid”  hepatitis 
by  drugs,  particularly  Aspirin. 

ETIOLOGY 

In  chronic  active  “lupoid”  hepatitis  there  are 
many  immunological  changes.  Serum  globulin 
levels  are  inaeased.  T he  positive  LE  cell  leads 
to  the  name  “lupoid”  hepatitis.^-  Antinuclear 
antibody  is  present  in  3()%-50%  of  patients.'’'^ 

The  mitrochondrian  antibody  seen  in  primary 
biliary  cirrhosis^^  is  found  in  patients  with 
chronic  active  hepatitis.  Sixty  percent  of  pa- 
tients tvith  chronic  active  hepatitis  have  a posi- 
tive smooth  muscle  antibody  test.^^ 

H istology  in  the  liver  has  been  said  to  be 
similar  to  those  of  the  rejected  hepatic  trans- 
plant.-'* The  prognostic  value  of  bridging  in  sub- 
acute hepatic  necrosis  was  described  by  Boyer.^® 
He  found  the  ptittern  of  necrosis  and  inti  alobular 
and  interlobular  bridging  of  portal  triads/or  cen- 
tral veins,  when  found  during  acute  viral  hepa- 
titis, indicated  a severe  form  of  the  disease  that 
may  lead  to  hepatic  failure  or  development  of 
cirrhosis. 

Bridging  is  therefore  a forerunner  or  cirrhosis 
described  as  postnecrotic,  multilobular  or  cryp- 
togenic. Chronic  hepatitis  with  bridging  necrosis 
is  a histopathological  diagnosis  that  cannot  al- 
ways he  made  clinically  or  w'ith  the  laboratory. 


Siiue  some  patients  present  with  ;t  ty|)ical  ;tl- 
latk  of  \ir:d  heptilitis,  this  has  been  cnterttiined 
;ts  a cause  of  chronic  tictive  he|)atilis.  I’liis  type 
of  hepatitis  is  not  likely  rehited  to  hepatitis  w'ith 
;i  positive  .\uslralia  antigen  ( Eype  B),  as  tests 
for  this  have  been  negative  in  chronic  active 
“hi])()id”  hejxititis.i''- A relationship  to  dype 
A heptnitis  has  never  been  proven. 

CLINICAL  FEATURES 

Eh  is  disease  is  classically  one  of  young  women. 
However,  it  can  occur  in  childhootl  and  old  age. 

Ewcniy-five  percent  present  as  typical  acute 
viral  hepatitis.^®  In  most  cases,  however,  the  pa- 
tient remains  asymjjtomatic  for  months  or  years 
before  the  diagnosis  is  made,  usually  because  of 
jaundice.**  They  may  be  found  sooner  if  routine 
testing  is  done. 

Ehe  kidney  may  be  involved.  Occasionally, 
lupus  nephritis  is  severe  and  may  progress  to 
renal  failure.-® 

Pulmonary  changes  have  been  seen  with  active 
tlisease.-* 

Ulcerative  colitis  may  present  with  chronic 
active  hepatitis.-- 

Serum  transaminase  and  bilirubin  are  usually 
elevated.  Serum  globrdin  is  usually  increased 
wuth  most  being  Gamma  globulin.  Serum  im- 
munoglobulin G (IgG)  is  usually  elevated.  Aus- 
tralia antigen  is  usually  not  present  in  classic 
“lupoid"  hepatitis.!"-**®  Prothrombin  time  may 
be  intieased.  A needle  biopsy  of  the  liver  is  the 
most  valuable  diagnostic  tool,  but  may  become 
unavailable  due  to  increased  prothrombin  time. 

RELATIONSHIP  TO  AUSTRALIA  ANTIGEN 

One  form  of  chronic  active  hepatitis  is  associ- 
ated with  Australia  antigen.-®  This  type  differs 
from  the  classical  variety.  Males  are  usually  af- 
fected, the  onset  is  abru])t,  and  as,sociated  dis- 
eases are  uncommon.  There  may  Ije  a clear  his- 
tory of  exposure  to  blootl  or  its  products.  The 
hepatic  histologic  picture  can,  how-ever,  be  iden- 
tical. The  value  of  steroid  therapy  is  not  estab- 
lished. 

TREATMENT 

.Ml  fonns  of  chronic  active  hepatitis  are  treat- 
able. Those  untreated  have  a poor  prognosis. 

A controlled  type  of  steroids  in  chronic  active 
hepatitis  was  carried  out  by  Sherlock  and  her 
co-w'orkers.  Analysis  showed  three  of  twenty-tw'o 
steroid-treated  patients  died,  whereas  seventeen 
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of  tiventy-seveii  control  patients  died.  Cure  of 
disease  was  not  suggested  nor  was  prevention  of 
cirrhosis.  Early  deaths,  however,  particularly  in 
the  first  two  years,  were  fewer.-^ 

In  another  series  over  three  years,  eleven  out 
of  thirty-one  patients  died  when  left  untreated 
or  when  treated  with  Azathioprine,  a drug  now 
been  shown  to  be  ineffective,  at  least  alonc.-^-^e 
Most  of  the  deaths  occur  early,  suggesting  that 
therapy  must  be  given  promptly. 

A study  from  Denmark-"  showed  that  female 
patients,  a mean  age  of  sixty  years,  and  who  had 
compensated  cirrhosis  at  time  of  biopsy,  had  a 
sixty  percent  chance  of  eight-year  survival  with 
treatment,  a figure  compatible  with  life  ex- 
pectancy in  women  of  this  age. 

Prednisone  has  a marked  effect  on  liver  func- 
tion parameters.  The  bromosulphthalen  excre- 
tion is  improved  in  treated  over  the  control 
group.  Albumin  levels  rose  in  one  year  in  treated 
over  untreated  groups,  but  in  three  to  five  years, 
both  grotijrs  were  eqtial. 

Results  from  the  Mayo  Clinic-^  showed  eight- 
een patients  in  the  steroid-treated  gi'oup  and 
seventeen  in  the  placebo  grotip.  Steroids  showed 
dcaeasing  serum  bilirubin,  SCOT,  Gamma  glob- 
ulin levels  and  piecemeal  necrosis.  The  initial 
dose  was  30  mg.  daily  of  Prednisone  with  main- 
tenance therapy  of  10-1.5  mg.  daily.  Attempts 
were  made  to  stop  therapy  when  serum  bilirtibin, 
SCOT  and  Gamma  globulin  were  normal.  Re- 
lapse occurred  in  fifty  percent  usually  within  six 
months  of  stopping  and  necessitated  restarting 
the  drug. 

Azathioprine  has  been  used  as  treatment. 
Mackay-^  found  Azathioprine  was  effective  in 
improving  biochemical  tests.  There  was,  how- 
ever, no  improvement  in  any  index  after  the 
three-month  period. 

In  the  Mayo  Clinic  group,-^  a groiqi  of  pa- 
tients received  Azathioprine  and  did  not  do  as 
well  as  the  Prednisone  group.  More  developed 
jaundice,  ascites  and  died.  Azathioprine  should 
be  reserved  for  those  with  complications  of  steroid 
therapy,  when  a condition  stich  as  diabetes  or 
tuberculosis  interferes  witli  its  tise  or  control,  or 
when  control  is  not  achie^■ed  with  Prednisone 
alone. 

Death  from  chronic  active  hepatitis  shotild  be 
uncommon.  Studies  from  Danish,  British  and 
Mayo  Clinic  have  shown  treatment  with  steroids 


to  be  effective.  Treatment  should  be  on  a daily 
basis  as  alternate  day  therapy  is  less  effective. 
Steroid  therapy  shotild  be  used  for  at  least  six 
months.  Relapses  usually  develop  within  three 
months  after  stopping  treatment.  Complications 
are  not  much  of  a problem  if  maintenance  of 
Prednisone  is  not  more  than  15  mg.  daily. 

Henley^®  pro|x)ses  to  titrate  the  patients  symp 
toms  and  biochemical  tests  against  dose  of  Predni- 
sone and  to  modify  dosage  according  to  liver  bi- 
opsy evidence  of  activity  at  yearly  intervals.  He 
lists  no  patient  as  being  in  an  indefinite  remission 
until  all  variables,  including  morphologic,  have 
remained  quiescent  for  at  least  six  months  while 
patient  off  therapy. 

PROGNOSIS 

This  is  variable.  If  the  course  is  one  of  rapid 
deterioration,  the  ultimate  course  is  that  of 
cirrhosis.  In  one  series  it  stated  two-thirds  die 
within  five  years  of  onset  of  symptoms.^^  Mor- 
tality is  greatest  during  the  most  active  first  two 
years.  The  question  of  cirrhosis  is  always  present 
and  most  patients  end  with  this  lesion.  However, 
SummerskilD  says  that  with  adequate  steroid 
treatment  a return  to  totally  normal  hepatic 
histology  can  take  place.  Thus,  an  estimate  of 
prognosis  would  be  as  follows; 

Twenty-five  to  thirty  percent  of  patients  — the 
prognosis  is  good,  and  there  is  a sustained  re- 
mission after  withdrawal  of  drugs.  In  fifty  per- 
cent, a remission  will  depend  on  continuous 
therajiy  for  years.  At  least  ten  years  of  survival 
could  be  suggested.  But  in  twenty  to  twenty-five 
percent  the  disease  progresses  with  therapy  and 
death  occurs  in  three  to  five  years.^^ 

Today  in  chronic  active  hepatitis  optimism  can 
be  based  on  current  therapy  which  can  usually 
preserve  life  and  even  result  in  a clinical  cure. 

Completed  July  9,  1975 
David  M.  Johnson,  M.D. 
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Hypoglycemia  Associated  with  Congenital  Syphilis 

Robert  H.  Fiser,  Jr.,  M.D.  and  Terry  Yamauchi,  M.D.* 


INTRODUCTION 

ogeiiital  sypliilis  is  increasing  in  the  United 
States.^--  'This  paper  descriltes  an  infant  with 
congenital  syphilis  in  whom  the  major  thera- 
j)entic  proldem  was  severe  hypoglycemia. 

CASE  REPORT 

A five-week-old  Mexican -American  girl  was 
brought  to  the  hospital  becatise  of  progressive 
abdominal  .swelling.  The  infant  was  a product 
of  full  term  gestation,  an  uncomplicated  preg- 
nancy and  delivery.  The  birth  weight  was  sesen 
jKJimds  three  ounces. 

Abdominal  distention  and  intennittent  vomit- 
ing was  first  noted  at  age  two  weeks.  The  vomit- 
ing usually  occurred  after  feeding  and  was  not 
influenced  by  smaller  feedings  or  positioning  of 
the  infant.  The  patient  had  no  bowel  move- 
ments for  the  previous  two  days.  Because  of  the 
progressing  abdominal  swelling,  the  infant  was 
referred  to  this  hospital. 

PHYSICAL  EXAMINATION 

The  physical  examination  upon  admission  re- 
vealed an  ill-appearing,  pale,  jaundice  infant 
with  a grossly  distended  abdomen.  Her  vital 
signs  were:  temperature  96°  (Axillary),  respi- 
ratoiw  rate  60/minute,  pulse  120/minute,  weight 
*1660  grams,  and  blood  pre,ssure  70/30.  The  dis- 
tended abdomen  measured  44  cm.  in  girth  and 
an  umbilical  hernia  was  present.  No  tenderness, 
fluid  or  shifting  dullness  was  appreciated.  Liver 
and  sjrleen  were  palpable  7 cm  below  the  costal 
margin.  Bowel  tones  were  hypoactive.  Symmet- 
rical pitting  edema  was  pre.sent  in  the  lower  ex- 
tremities, thighs,  buttocks  and  labial  folds.  Neu- 
rologically  the  infant  was  lethargic  with  a poor 
response  to  pain  and  decreased  tone.  The  re- 
mainder of  the  physical  exam  was  normal. 

LABORATORY  STUDIES  AND  HOSPITAL  COURSE 

Laboratory  studies,  itpon  admission,  revealed 
multiple  abnormalities  including:  Hematocrit 
of  13.6;  platelet  count  of  30,000;  fibrinogen  190 
nig%;  blood  glucose  ,52  mg%,  total  bilirubin  6.3 
mg%  (2.0  direct);  total  serum  protein  4 g%; 

♦From  the  Department  of  Pediatrics.  University  of  .■\rkansas  for 
Medical  Sciences,  University  Hospital  and  .■\rkansas  Children’s 
Hospital,  Little  Rock,  Arkansas. 


alkaline  phosphatase  1.50  mLT/ml;  and  .SCOT  55 
inLl/ml.  Twelve  hours  after  admission  a brady- 
cardia developed  and  a repeat  blood  glucose  was 
15  mg%.  An  intravenous  push  of  4 cc  of  50% 
dextro,se  alleviated  the  bradycardia.  'The  blood 
glucose  remained  in  the  20-30  mg%,  range  while 
on  15  to  20%  glucose  solutions  intravenously.  On 
hospital  days  two  and  three,  25%  glucose  was  in- 
fused continuously  and  on  three  occasions  bolus 
injections  of  D50W  were  required  to  maintain 
a normal  blood  sugar.  Attempts  to  obtain  steady 
state  levels  of  glucose  and  allow  assessment  of 
glucose  utilization  rate  were  unsuccessfid  at  rates 
of  15  mg/kg/minute  over  three  to  four  hours  but 
produced  constant  blood  glucose  levels  at  20 
mg/kg/minute.  On  the  second  hospital  clay,  the 
infant  was  found  to  have  a positive  VDRL  titer 
of  1 : 128,  the  mother’s  VDRL  was  positive  at  1:16. 
Both  infant  and  mother  displayed  a reactive 
fluorescent  trejxmema  antibody  absorption  test. 
Radiographic  studies  of  the  long  bones  revealed 
multiple  areas  of  periosteal  elevation  and  me- 
taphyseal destruction.  On  the  basis  of  these  find- 
ings, the  diagnosis  of  congenital  syphilis  was 
established  and  a ten-clay  course  of  aqueous  peni- 
cillin, 100,000  units/kg/day  in  six  divided  doses 
was  administered  intravenously.  Methylpreclniso- 
lone  sodium  succinate  was  begun  with  the  peni- 
cillin therapy,  2.7  mg  intravenously  followed  by 
0.7  mg  intravenously  every  six  hours  over  four 
consecutive  days.  Bacteria  and  viruses  were  not 
recovered  from  blood,  urine  and  cereirrospinal 
fluid  specimens.  .Serological  studies  for  rubella, 
toxoplasmosis  and  cytomegalovirus  were  also 
negative. 

By  hospital  days  four  and  five,  the  patient 
began  to  improve  clinically  as  evidence  by  main- 
taining blood  glucose  levels  in  the  normal  range, 
decreasing  edema,  decreasing  size  of  liver  and 
spleen,  and  inaeased  motor  activity.  Currently, 
followed  at  monthly  intervals,  radiographic 
studies  are  normal,  and  the  infant  has  maintained 
steady  growth  and  development. 

DISCUSSION 

This  infant  presented  many  of  the  classic  find- 
ings of  congenital  syphilis,  i.e.,  hemolytic  anemia, 
thrombocytojrenia,  hepato-splenomegaly,  and  typ- 
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ital  lacliographic  i'inclin^s:  all  ol  which  resolved 
or  improved  with  therapy,  ddie  most  jKTsistem 
and  difficult  therapeutic  problem  was  hypoglyce- 
mia. 

Heretofore,  hypoglycemia  has  not  been  de- 
scribed associated  with  congenital  sypliilis.  In 
this  case,  the  etiology  of  the  persistent  hypogly- 
cemia is  dificnlt  to  ascertain,  as  prior  dietary  in- 
take was  not  well  defined  and  the  infant  was  nn- 
donbtedly  in  a cattibolic  state  Imt  investigations 
have  demonstrated  altered  carbohvdrate  metabo- 
lism in  both  bacterial  and  viral  infections. 
multitude  of  metabolic  effects  are  known  to  occur 
during  infectious  illnesses. ^ Yeung  has  re]X)rted 
significant  hypoglycemia  during  sepsis  in  new- 
borns^ and  Felig,  et  ah,  have  reported  similar 
findings  in  young  achdts  with  acute  viral  hepa- 
titis.^ Hyperglycemia  has  been  documented  dur- 
ing experimental  viral  infections  in  man'’'  and 
following  endotoxin  administration  in  primate 
models.'^'® 

The  mechanism (s)  responsible  for  these  dis- 
orders of  carbohydrate  metabolism  remain  ob- 
scure. Yeung  has  shown  that  glucose  utilization 
is  increased  in  infants  with  sepsis,  suggesting  that 
increased  utilization  might  be  an  important  fac- 
tor in  infants  with  hypoglycemia. ^ Defects  at  the 
hepatic  level  secondary  to  syphilitic  involvement 
could  impair  hepatic  glucose  production  and 
contribute  to  hypoglycemia.  However,  in  the 
present  case  enhanced  glucose  disposal  seems  to 
have  contributed  more  importantly  since  the 
serum  glucose  remained  depressed  even  in  the 
face  of  glucose  infusion  rates  as  high  as  15  mg/ 
kg/minnte  and  provides  indirect  evidence  for 
increased  glucose  utilization. 

This  case  emphasizes  again  the  importance  of 


considering  sy[)hilis  “the  great  imitator”  in  any 
differential  diagnosis.  It  also  emphasizes  the  need 
for  closely  monitoring  blocxl  sugar  level  in  any 
seriously  ill  infant  particidarly  during  an  in- 
fectiotis  illness. 

SUMMARY 

Hypoglycemia  has  not  been  reported  in  as- 
sociation with  congenital  syphilis.  An  infant  with 
congenital  syphilis  is  described  in  whom  the 
major  therapeutic  prolilem  was  hypoglycemia. 
The  pos.sil)le  mechanism(s)  responsible  for  al- 
tered carbohvdrate  metabolism  during  infection 
are  discussed. 
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Primary  Brain  Tumors  Can  Occur  Bilaterally— Report  of 
a Case  with  Some  Unusual  Roentgenographic  Findings* 

Glenn  V,  Dalrymple,  M.D,,**  David  A.  Miles,  M.D.,***  Harold  J.  White,  M.D.,**** 

and  Stevenson  Flanigan,  M.D.  ***** 

"X^his  comimmicatioii  reports  the  case  of  one  radiotherapy  with  temporarily  satisfactory  re- 
of  our  patients  who  developed  a right-sided  in-  sidts,  but  who  subsecjuently  develof)ed  a left-sided 
tracerebral  mass  lesion  which  was  treated  with  lesion. 


•From  the  Departments  of  Radiology.  Neurology.  Patho!og\. 
and  Neurosurgery,  Veterans  Administration  Hospital,  Little  Rock, 
Arkansas. 

••Chairman,  Department  of  Radiolog^y;  Professor  of  Radiol- 
ogy, Biometry.  Physiology -Biophysics,  University  of  Arkansas  Med- 
ical Sciences  Campus;  Chief  of  Radiology  Service,  Veterans  Admin- 
istration Hospital,  Little  Rock,  Arkansas. 

•••Arkansas  Neurological  Clinic  Ltd.,  500  South  University. 
Little  Rock,  Arkansas. 


**** Professor  of  Pathology;  Vice-Chairman,  Department  of 
Pathology,  University  of  Arkansas  Medical  Sciences  (Campus;  Chief, 
Laboratory  Services,  Veterans  Administration  Hospital,  Little  Rock, 
Arkansas. 

***••  Professor  of  Neurosurgery;  Chairman,  Department  of 
Neurosurgery,  University  of  Arkansas  Medical  Sciences  Campus; 
Part-time  Neuiosurgeon,  Department  of  Neurosurgery,  Veterans 
Administration  Hospital,  Little  Rock,  Arkansas. 


Figure  1. 

Initial  (pre-radiotherapy)  right  carotid  arteriogram.  Panels  A and  B are  arterial  phase  Towne’s  and  lateral  projections;  panels  C and 
I)  are  the  corresponding  venous  phases.  Panels  A and  C show  the  anterior  cerebral  artery  complex  and  the  internal  cerebral  vein  to  be 
displaced  from  right  to  left.  1 he  thalamostriate  vein  is  also  carried  across  the  mid-line  by  the  displacement. 
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CASE  REPORT 

The  patient  was  a -lO-year-olcl  white  male  wlio 
presented  with  a history  ol  constant  headaches, 
nausea,  dizziness,  and  ataxia  ol  two  months'  dma- 
tion.  Immediately  before  admission  he  had  sev- 
eral confusional  episodes  and  was  told  that  he 
had  had  a convulsion.  Initial  physical  and  neuro- 
logical examination  showed  no  abnormalities. 
A brain  scan  was  negative.  .\n  EEG 

showed  a slow  focus  in  the  right  temporal  and 
parietal  areas.  An  echoencephalogTam  demon- 
strated an  8 mm  shift  of  the  midline  from  right 
to  left.  Bilateral  carotid  arteriograms  (Figures  1 


and  2)  and  a pnemnoenceplialogram-venti icnlo- 
gram  (Figure  3)  indicated  a deep  [)arietotempo- 
ral  lesion  within  the  right  hemisphere.  Because 
the  roentgenograms  suggested  involvement  of  the 
thalamus,  a craniotomy  was  not  |X?rfc)imecl.  In- 
stead, the  {xitient  received  a mid-line  close  of 
4875  rads  of  •’f’Co  gamma  radiation  in  five  weeks, 
d'he  entire  cranial  vault  was  homogenously  ir- 
radiated. 

Follcswing  the  radiotherapy,  the  patient  was 
discharged  on  anticonvulsant  medication.  .Al- 
though he  initially  showed  improvement,  his 
mental  status  deteriorated  over  the  [x;riod  of  the 


Fipure  2. 

Initial  (pre-radiotherapy)  left  carotid  arteriogram.  Panels  and  B are  arterial  phase  Towne’s  and  lateral  protections;  panels  C and  1) 
are  the  corresponding  venous  phases.  The  arterial  and  venous  phases  seen  in  panels  and  C reflect  the  displacement  seen  in  Figure  1. 
1 he  internal  cerebral  vein  is  displaced  8 mm  from  right  to  left.  Tne  septal  vein  is  kinked  and  bowed  upward,  somewhat. 
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next  lew  months.  He  was  seen  as  an  outpatient 
live  months  after  the  completion  of  his  radio- 
therapy, liecanse  of  seizures.  Although  an  echo- 
encephalogram  showed  rettirn  of  the  mid-line  of 
tlie  brain  to  its  normal  position  (which  would 
suggest  regression  of  the  tumor),  the  patient's 
mental  condition  had  ftirther  deteriorated. 

He  was  seen  again  two  months  later  (b  months 
after  radiotherapy).  Although  his  mental  status 
was  essentially  michanged,  he  had  developed  a 
right  homononious  hemianopsia  since  the  previ- 
otis  visit.  He  was  re-admitted  (7  months  after 
radiotherapy)  with  piiysical  signs  stiggestive  of 
a left-sided  lesion.  Neurological  examination 
showed  a riglit  hemiparesis,  a right  Hoffman’s 
sign,  and  a right  Babinski  sign.  An  EEC  showed 
bilateral  cerebral  dysftniction  — greater  on  the 
right.  A ^-'Tc  brain  scan  showed  increased  con- 
centration of  the  radioisotope  in  the  left  parieto- 
temporal region.  left  carotid  arteriogram  (see 
Eigtire  4)  demonstrated  a large  frontoparietal 
mass. 

Eisstied  removed  via  bilateral  craniotomies 
showed  Astrocytoma  Gr.  II.  Postoperatively,  the 
patient's  condition  deteriorated,  and  he  expired 
(8  months  after  radiotherapy). 

At  autopsy,  the  principal  findings  were  con- 
fined to  the  brain.  Coronal  sections  (Panels  A 
and  B of  Eigtire  5)  showed  reddish  orange. 


slightly  firm,  poorly  demarcated  lesion  on  the 
left.  Miaoscopic  examination  showed  this  to  be 
a celltdar  Astrocytoma  — Grade  III  — with  rather 
marked  pleomorjihism.  Sections  from  the  opera- 
tive site  in  the  right  hemisphere  confirmed  the 
biopsy  diagnosis  of  Astrocytoma  — Grade  II  — 
made  at  the  time  of  stirgery.  Of  interest,  the 
ttiinor  showed  no  evidence  of  radiation  induced 
histologic  changes  — although  the  patient  re- 
ceived almost  5000  rads  of  '*f'Co  gamma  radiation. 

DISCUSSION 

While  mtdtiple  primary  brain  ttimors  do  not 
occur  very  often,  a number  of  cases  have  been 
reported  in  the  literature. ^ We  have  found  re- 
ports of  two  cases  where  a “back-and-forth”  shift 
of  the  mid-line  was  demonstrated  — either  radio- 
graphically or  by  atitopsy.-’'"*  One  of  these  cases 
(reported  by  Batzdorf  and  Malamud)  had  a 
clinical  course  which  was  very  similar  to  our  pa- 
tient. Initially,  a left  parasagittal  lesion  was 
demonstrated  roentgenograph ically.  Although  a 
biop.sy  was  performed,  no  tumor  was  detected. 
The  patient  received  roentgen  therapy.  Two 
years  later,  clinical  signs  of  right  side  lesion  ap- 
peared. At  autopsy,  bilateral  tumors  (gliomas) 
were  found. 


Some  semantic  diffictihies  arise  when  describ- 
ing a pleurality  of  histologically  similar  primary 
brain  tumors.  By  definition,  multiple  (or  dis- 


Figure  3. 

PtieurnoeficepJialograTn-ventriculogram  (pre-radiotherapy).  The  veniricuiar  needle  was  placed  first  (via  burr  holes);  additional  air  was 
introduced  via  the  lumbar  route.  Panel  A (horizontal  beam,  left  side  down)  shows  excessive  fullness  in  the  deep  temporal  region.  There 
is  an  asscKiaied  impression  on  the  right  temporal  horn.  Panel  B (horizontal  beam,  patient  erect)  shows  dilatation  of  the  third  and  left 
lateral  ventricles  together  with  a pressure  defect  on  the  right  lateral  ventricle.  The  corpus  callosum  is  distorted  and  the  septum  pellucidum 
is  displaced  lrc»m  right  to  left. 
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scniiiiatecl)  tumoi.s  arc  lliosc  ^vhi(ll  arc  seeded  l)y 
a paient  tumor.'*  * MultieeiUrie  lumors,  on  llie 
otlicr  hand,  .seem  to  arise  irom  several  ^eo'^raph- 
ieally  separated  loci.  Since  our  patient  had  tumor 
in  l)oth  cerebral  hemispheres  without  evideiue 
of  cross  communication,  we  believe  tliat  the  lesion 
wonld  fall  into  the  «roup  of  muhicentric  tumors. 

The  response  of  the  patient  to  the  ladiation 
leatls  to  some  confusion.  Initially,  he  had  a righl- 
sided  lesion  which  pioduced  a right-to-lelt  shift 
which  was  demonstrated  by  several  means  — in- 
cluding echoencephalograpliy.  .\  second  echo- 


eu( ephalogram  made  some  six  months  alter 
radioilieia|)y  inditated  a leiurn  on  the  mid-line 
lo  the  proper  ])osilion.  I.ater  evidence  — radio 
gra|>hic  and  autopsy  — showed  a leil -to-righi 
shift.  1 he  cpiestion  is  then,  did  the  shilting  mid- 
line result  Ircjin  a regressiou  of  the  right  side 
lesion  followed  by  the  appeaiance  of  llie  lesion 
on  the  left,  or  were  both  lesions  jjiesent  initially, 
tlie  light  side  lesion  responding  more  favorably 
to  radiation,  and  the  left  side  lesion  enlarging 
after  therapy. 

.V  review  of  the  roentgenograms  suggests  that 


Figure  4. 

Second  (post-radiotherapy-preoperative)  left  carotid  arteriogram.  This  examination  was  performed  some  nine  months  after  the  arteriograms 
shown  in  Figures  1 and  2.  Panels  A and  H are  arterial  phase  Towne's  and  lateral  projections;  panels  C and  1)  are  the  correspoiKling 
venous  phases.  Panels  A and  C show  a marked  displacement  of  the  anterior  cerel)ral  artery  complex  and  the  deep  intiacerebral  veins 
from  left  to  right.  The  angiographic  sylvan  point  has  been  displaced  inferiorly.  A large  area  of  abnormal  vasculature  (tumor  stain) 
occupies  the  parasagittal  region.  Panels  B and  D show  a large  parietotemporal  area  of  abnormal  vasculature  which  is  projected  over 
a “U”  shaped  cleformity  of  the  callosal  marginal  arter>^  (compare  with  Figure  2). 
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abnormal  cJiaiiges  were  present  on  the  initial 
series  of  studies  wdiich  are  compatilile  with  the 
presence  of  a coexisting  left  side  tumor.  Panels 
A and  B,  Figure  2.  show  minimal  depression  of 
the  lateral  liinli  of  the  middle  cerebral  “t"  to- 
gether with  a slight  depression  of  the  roof  of  the 
ojrercular  triangle.  Granted,  these  changes  are 
minimal  and  were  visualized  in  retrospect.  They 
do,  however,  suggest  that  liilateral  tumors  were 
present  initially. 

SUMMARY 

.\  case  is  described  of  a patient  with  bilateral 
Astrocytomas,  who  initially  showed  evidence  of 
a right  hand  lesion,  received  radiotherapy,  and 


tvho  subsequently  showed  evidence  of  a left  side 
lesion.  We  feel  that  the  patient  probably  had 
botlt  lesions  initially.  The  right-sided  lesion  was 
at  first  the  more  prominent,  but  it  responded  to 
radiation.  The  left-sided  lesion  enlarged  after 
the  radiotlierapy. 
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Figure  5. 

Coronal  sections  and  photomicrographs  (H  and  E stain)  of  the  brain.  Panels  A and  B show  the  extensive  tumor  and  hemorrhage  involving 
the  left  cerebral  hemisphere.  The  arrows  in  Panel  B show  the  extent  of  the  involvement  by  the  tumor.  The  diffuse  tumor  on  the 
right  is  not  visually  apparent.  Panel  C is  a photomicrograph  of  the  right-sided  lesion  — fibrillary  Astrocytoma  Gr.  II  (X  150).  Panel  D 
is  a photomicrograph  of  the  left-sided  lesion  which  shows  a slight  increase  in  cellular  pleomorphism  as  compared  with  the  right  (Panel  C). 
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A Method  of  Elevating 
the  Hand  and  Forearm 


Kenneth  G.  Jones,  M.D.* 

11  surgeons  are  aware  of  the  benefits  which 
iiiav  accrue  to  inflamed  tissues  from  elevation  of 
the  affected  area.  Gravity  acts  to  enhance  drain- 
age of  the  venous  and  lymphatic  systems.  The 
interstitual  hydrostatic  pressure  is  reduced;  per- 
fusion of  the  limb  is  improved  when  the  arterial 
system  is  adequate.  Pain  is  diminished,  and  the 
healing  process  is  augmented. 

The  question  is  not  whether  or  not  to  elevate 
the  damaged  hand,  but  how  can  one  most  readily 
and  effectively  accomplish  this  end?  Perhaps  the 
most  frequently  used  means  for  this  purpose  are 
elevation  on  pillows  and  susj)ension  from  an  IV 
stand.  Both  are  inadequate,  and  neither  is 
wholly  comfortable  for  the  patient.  To  over- 
come these  objections,  the  author  has  devisetl  a 
svstem  of  elevation  which  is  both  effective  and 

j 

comfortable.  Also  it  is  inexpensive.  Ice  packs 
can  be  applied  and  retained  where  desired  when 
indicated.  Dressings  can  be  changed  without 
sacrificing  elevation  of  the  limb. 

.\  simple  arm  board.  Figure  I,  made  from 
three-quarter  inch  (1.9  cm.)  plywood,  when  suj> 
ported  by  the  ul)i(juitous  overhead  bed  frame, 
has  proven  to  be  most  efficacious.  The  rigid  fore- 
arm and  hand  siqrport  board  designed  by  the 
author.  Table  I,  was  constructed  specifically  for 
the  Zimmer  bed  frame  used  in  the  hospital  where 
he  practices.  However,  the  system  should  prove 
to  be  compatiI)le  with  other  frames.  The  Ijoard 
can  be  constructed  by  the  maintenance  depart- 
ment of  most  hospitals.  The  forearm  control 
panels,  as  seen  in  Figure  I,  are  effective  in  con- 

•Little  Rock  Orthopedic  Clinic,  P.A.,  P.  O.  Box  5270,  Little 
Rock,  Arkansas  72205. 


Figure  1 


trolling  the  forearm  and  hand  wlien  the  patient 
is  asleep  but  are  not  essential  and  may  be  elimi- 
nated to  further  simplify  construction.  When 
ordered  Ijy  the  treating  physician,  the  device  is 
applied  to  the  patient’s  bed  by  the  traction  or- 
derly. It  is  jxrssible  to  support  the  board  at  any 
angle  of  inclination.  However,  a position  near 
4,5  tiegrees  of  elevation  is  usually  ordered  as  this 
is  the  angle  of  greatest  comfort  and  secures  most 
of  the  benefits  of  elevation. 

I he  lower  end  of  the  board  rests  on  the  mat- 
tress wliile  the  upper  end  is  supported  by  posi- 
tioning an  IV  post  with  a clamp  which  is  attached 
to  the  Ited  frame  at  the  level  indicated  to  secure 
the  desired  angle  of  inclination.  The  round  end 
of  the  IV  jxrst  passes  through  the  jiroper  hole  in 
the  board  made  for  this  purpose. 

If  cold  is  indicated,  a bag  of  ice  can  be  posi- 
tioned o^•er  or  under  the  hand  or  forearm  and 
maintained  by  a loop  of  gauze  secured  to  the 
IV  post  which  extends  through  the  board.  This, 
too,  is  comfortable  for  the  patient. 

Patients  who  have  experienced  this  means  of 
hand  and  forearm  elevation  have  not  found  it 
unpleasant.  Their  surgeon  has  found  it  totally 
satisfactory. 

Table  I 

Matei  ial  — 3/4  inch  plywood  ( 1.9  cm.) 

Length  — 48  inches  ( 122  cm.) 

Width  — 8 1/8  inches  (20.6  cm.) 

Foicarm  control  panels  — 1 1/8  inches  deep  (2.85 
cm.),  16  inches  long  (40.6  cm.) 

Holes  — 1 /2  inch  diameter  ( 1.27  cm.) 

Ba.se  to  first  hole  — 19  3 /4  inches  (50.15  cm.) 

First  seven  holes  — 3 1/2  inches  centers  (8.9  cm.) 
Seventh  and  eighth  holes  — 1 1 ,'2  inches  centers 
(3.1  cm.) 

Support  — 4 inches  I\’  post  with  clamp  ( 10.16 
cm).,  I /2  inch  diameter  (1.27  cm.) 
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ELECTROCARDIOGRAM 


F THE  MONTH 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 


(See  Answer  on  Page  517) 


Patient  with  a Medtronic  5950  Pacemaker  (Bipolar  ventricular  inhibited)  who  has  atrial  fibril- 
lation with  a very  slow  ventricular  response.  The  patient  is  asymptomatic.  Rhythm  Strip  A 
was  taken  the  day  prior  to  Rhythm  Strip  B.  The  A strips  are  not  continuous. 


Mary  Richards,  M.D.,  Assistant  Professor,  Division  of  Cardiology 
University  of  Arkansas  College  of  Medicine 
4301  West  Markham 
Little  Rock,  Arkansas  72201 
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PUBLIC  HEALTH  AT  A GLANCE 


A Hypertension  Control  Project  for  Arkansas 


David  Crittenden,  M.D.* 


The  Arkansas  Department  of  Health  will 
soon  make  a major  effort  in  the  identification, 
referral,  and  follow-iip  care  of  persons  with 
hypertension.  The  HYPERTENSION  CON- 
TROL PROJECT  will  have  many  aspects,  tmiong 
them  pidalic  and  professional  education  and  some 
hypertensive  scTeening.  Its  main  thrust  will  be 
different  than  that  of  similar  efforts  by  other 
health  agencies  in  the  past.  In  this  program  major 
emphasis  will  be  placed  on  the  follow-up  care  of 
hypertensive  patients  refeired  by  physicians  in 
the  community,  utilizing  the  public  health  nurse 
as  a monitor  of  the  degiee  of  blood  pressure 
control.  A key  aspect  of  the  nurse's  role  is  that 
she  will  be  allowed,  under  direct  written  order 
of  the  refeiring  physician,  to  make  dietaiy,  ac- 
tivity, or  medication  changes  in  the  patient’s 
antihypertensix  e regimen. 

Clearly  hypertension  has  become  a major  public 
health  problem  today.  Some  estimates  place  the 
number  of  hyjiertensive  pet  sons  in  the  United 
States  at  15-18  million  peojde.  Many  people 
identified  as  hypertensive  are  never  treated.  An 
additional  substantial  number  of  those  tieated 
never  achieve  blood  pressure  control.  I’hese  facts 
are  discouraging  because  dia.stolic  blood  pressure 
of  greater  than  105  millimeters  of  mercury  ma- 
terially shortens  life  tluough  a higher  incidence 
of  stroke,  myocardial  infarction,  and  congestive 
heart  failure,  and  lowering  of  blood  pressure  with 
drugs  substantially  decreases  the  incidence  of 
morbid  cardiovascidar  events. 

The  hypertension  “epidemic”  has  not  gone 
unrecognized  by  public  health  audiorities.  Con- 
trol studies  of  groups  of  hypertensive  patients  and 
screening  of  nnselected  jx^pulations  have  yielded 

•Hypertension  Consultant,  Division  of  Chronic  Disease,  Arkansas 
Department  of  Health,  4815  West  Markham,  Little  Rock,  Arkansas 
72205. 


pai'tial  answers  to  imjxu  tant  tpiestions.  We  now 
know  what  a “dangerous”  level  of  blood  pressure 
is,  if  not  precisely  what  a “safe”  level  is.  Most 
elevated  blood  pressure  is  essential  in  nature  and 
must  be  attacked  pharmacologically.  Lowering 
of  elevated  diastolic  blood  pressure  of  105  milli- 
meters or  greater  is  clearly  of  benefit  to  the 
patient. 

Eollow-up  of  screened  populations  has  also 
exposed  an  uidortunate  fact.  Most  refened  hyper- 
tensive patients  do  not  achieve  blood  pressure 
control. 

Clearly  a gap  in  the  management  in  the  hyper- 
tensive patient  exists.  It  is  this  gap  that  the 
Hypertension  Control  Project  addresses.  Lhe 
name  of  the  program  itself  implies  its  aim— to  not 
only  identify  the  patient  with  hypertension,  but 
kee|z  him  on  his  medication  and  his  blood  pres- 
sure as  well  controlled  as  possible.  Utilizing  tlie 
public  health  facilities  in  each  county  and  the 
public  health  nurse  as  a physician  extendei',  the 
jdiysician  will  be  able  to  focus  his  attention  on  the 
initial  evaluation  of  the  hypertensive  patient, 
evaluation  of  target  organ  damage,  identification 
of  other  caidiovascular  risks  factors  and  initiation 
of  treatment.  The  public  health  nurse  trained  in 
hypertensive  management  may  then  shai'e  with 
the  doctor  the  task  of  continuing  folloa\’-up  care 
of  the  patient.  We  hope  this  program  will  provide 
a needed  service  to  Arkansas  physicians  as  well  as 
to  the  public. 

Pilot  programs  of  the  Hyjx;rtension  Control 
Project  will  be  instituted  in  certain  areas  of  the 
State  immediately.  Physician  will  be  hearing 
more  of  this  effort  through  their  county  health 
department,  their  county  medical  societ),  and 
through  hospital  staff  meetings. 
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EDITORIAL 


DeLuca  on  Vitamin  D 

Alfred  Kahn,  Jr.,  M.D. 


H.  F.  DeLuca  has  published  a laiidniaik  re- 
^iew  entitled  “Vitamin  D Endocrinology”  (An- 
nals ol  Internal  Medicine,  Volume  85,  page  367, 
September,  1976).  In  this  paper,  he  discussed 
how  Vitamin  D is  altered  to  literally  become  a 
hormone.  The  relationship  of  vitamins  to  hor- 
mones and  to  mctalrolism  is  a fascinating  subject; 
the  ingestion  of  some  of  the  Vitamin  B complexes 
is  known  to  provide  the  body  with  chemical  sub- 
stances, act  as  promoters  or  stimulators  of  certain 
essential  chemical  processes.  Now,  the  cycle  of 
Vitamin  D function  has  been  largely  worked  out. 

DeLuca  points  out  that  Vitamin  D itself  must 
he  chemically  changed  before  it  can  Irecome 
“active.”  Vitamin  D’s  major  job  is  to  raise  the 
plasma  level  of  calcium  and  jthosphorous  from 
its  sources  of  sttpply.  This  is  accomplished  in 
several  ways.  One  way  is  to  promote  the  absorp- 
tion of  calcium  from  the  intestine;  this  requires 
energy  and  is  not  a passive  process;  the  same 
applies  to  phosphate  — which  is  also  absorbed 
under  the  stimidus  of  Vitamin  D.  Another  ac- 
tivity of  Vitamin  D is  to  mobilize  calcium  from 
bone;  in  the  presence  of  parathormone,  Vitamin 
D decalcifies  old  bone  to  help  siqrply  calcium  for 
new  bone.  Lastly,  Vitamin  D is  thought  to  in- 
crease the  reabsorption  of  renal  calcium;  the 
renal  effect  of  Vitamin  D is  said  to  be  minor  and 
Vitamin  1)  proltably  has  influence  of  phosphate 
reabsorption. 

Vitamin  D itself  undergoes  a chemical  change 
before  it  becomes  a highly  potent,  chemically 
active  form.  Vitamin  D is  metabolized.  It  forms 
25  Hydroxy  Vitamin  Dg  which  is  said  to  be  two 
to  five  times  more  active  than  Vitamin  D in  the 
treatment  of  rickets  — vitamins  prevention.  De- 
Luca states  that  Vitamin  D undergoes  chemical 
alteration  to  25-0  H-Dg  in  the  microsomes  of  the 
liver;  the  blood  level  of  25-OH-D3  is  said  to  be 


virtually  constant  — and  a feedback  mechanism 
may  control  the  25  hydioxylation.  By  means 
studying  tissues  for  Vitamin  D,  an  even  more 
{X)tent  form  of  Vitamin  D than  25  hydroxy- 
Vitamin  D was  discovered.  This  most  active 
form  is  called  1,25-Dihydroxy  Vitamin  Dg  (or 

1.25- (OH)g  Dg.  l,25-(OII)g  Dg  is  said  to  be  ten 
times  more  active  than  \htamin  D with  regards 
to  rickets.  The  kidney  seems  to  be  the  sole  site 
of  the  change  from  25-OH-D  to  l,25-(OH)g  Dg. 

1.25- (OH),  Dg  is  1000  to  5000  times  more  active 
than  Vitamin  D,  according  to  the  author. 

l,25-(OH).,  Dg  is  the  chemical  which  produces 
the  physiological  effect  in  the  bone  and  intestine 
— and  to  DeLuca  this  makes  it  a hormone  — in 
view  of  the  fact  that  it  also  seems  to  have  a feed- 
back phenomena.  Calcium  is  the  substance 
which  raises  or  lowers  the  speed  of  synthesis  of 
L2.5-(OH).,  Dg.  Calcium  metabolism,  in  turn, 
is  intertwined  with  the  parathyroid  glands, 
which  also  work  in  the  feedback  process;  appar- 
ently parathormone  is  capable  of  stimulating  the 
production  of  1,25- (OH).  D,  from  24,25- (OH). 
Dg  when  there  is  hypocalcemia.  Experimental 
work  has  proved  that  intestinal  absorption  of 
calcium,  in  the  jrresence  of  hypocalcemia,  re- 
quires only  l,25-(OH).  Dg  but  the  mobilization 
of  calcium  from  bone  requires  L25-(OH)2  Dg 
and  parathormone.  DeLuca  states  that  in  hypo- 
parathyroidism, the  patient  cannot  mobilize  cal- 
cium from  bone  — thus  patients  with  this  dis- 
order require  1.0  _gr.  of  dietary  calcium  per  day 
or  lesser  amounts  of  calcium  plus  parathormone. 

It  has  been  observed  that  an  important  factor 
in  the  healing  of  rickets  is  a rise  in  plasma  phos- 
phorus. It  is  thought  that  l,25-(OH)2  Dg  is  the 
substance  that  stimulates  the  intestinal  absorp- 
tion of  phosphorus,  and  it  also  releases  phos- 
phorus from  other  sites.  If  the  plasma  phosphate 
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level  falls,  the  production  of  l,2r)-(()l  1).,  is 
stimulated  — another  feedback  mechanism.  It  is 
of  interest  that  l,25-(OH),  1)^  suppresses  the 
production  of  further  l,25-(OH)2  D.  — and  may 
stimulate  the  production  of  24,25-(OI I).. 

DeLuca  reminds  the  reader  that  man  can  make 
adequate  Ahtamin  D3  by  the  irradiation  of  7 
dehydrocholesterol  in  the  skin  but  clue  to  clothes 
and  buildup,  man  docs  not  get  enough  ultra 
violet  radiation  and  thus  has  to  ingest  Vitamin  D. 

From  a therapeutic  point  of  view  l,25-(OH), 
D3  is  an  important  substance.  It  is  of  benefit  in 
hypoparathyroidism.  Tcvo  bone  diseases  occur 
in  chronic  kidney  disease  with  failure:  osteoma- 
lacia and  osteitis  fibrosa  cystica  from  secondary 
hyperparathyroidism;  both  result  from  faulty 
formation  of  l,25-(OH)2  D3.  One  |Ug  of  1,25- 


(011)2  ^^3  intravenously  at  the  end  of  each 
dialysis  is  said  to  prevent  the  bone  disease  often 
seen  with  chronic  renal  disease.  Vitamin  1)  de- 
pendency disease  characterized  by  rickets  in  the 
presence  of  Vitamin  D also  responds  to  1,25- 
(OH).,  D3.  In  contrast  resistant  rickets  due  to 
x-linked  dominenl  hypopliospliateuric  Vitamin  D 
resistant  rickets  cannot  be  treated  satisfactorily 
with  1,25-(0H)2  Dg,  thus  leading  to  the  sug- 
gestion that  its  causation  is  a phosphate  leak. 

For  an  interesting  complementary  article,  the 
reader  is  referred  to  a four-part  article  entitled 
“The  Actions  of  Parathyroid  Hormone  On  Bone: 
Relation  to  Bone  Remodeling  and  Turnover, 
Calcium  Homestasis,  and  Metabolic  Bone  Dis- 
eases,” in  Metabolism,  beginning  July,  1976,  by 
A.  Michael  Parfitt.  This  review  is  exhaustive 
and  thorough. 


MEDICINE 


THE  MONTH  IN  WASHINGTON 

The  Carter  Administration  has  fired  the  first 
torpedo  in  its  opening  battle  against  escalating 
health  care  costs  by  asking  Congress  to  approve 
a “permanent  hospital  cost  containment  system” 
that  would  cover  all  hospital  operations,  private 
as  well  as  governmental. 

Recommended  in  the  revised  budget  prepared 
by  the  Administration  is  a limit  of  about  9 per- 
cent on  increases  in  reimbursement  for  operating 
costs  per  admission  for  each  hospital  for  the 
fiscal  year  that  starts  Oct.  1. 

Other  features  of  the  plan  “to  contain  the 
continued  rapid  and  disturbing  rise  in  the  cost 
of  health  care”  included: 

**waiver  for  states  with  acceptable  hospital 
rate  review  programs. 

**separate  controls  on  hospital  outpatient  de- 
partments, to  encourage  alternatives  to  in- 
patient care. 


**federal  programs  to  encourage  additional 
cost  containment  acti\'ities  such  as  second 
opinion  Ijefore  surgery,  pre-admission  review 
for  non-emergency  hospital  care,  etc. 
**monitoring  for  federal  compliance,  primarily 
using  data  already  reported  l)y  hospitals  for 
other  programs,  such  as  Medicare  and  Medic- 
aid. Hospitals  found  in  violation  of  reim- 
bursement ceilings  in  any  year  could  “repay” 
excesses  by  reducing  charges  or  reimburse- 
ment increases  in  future  years.  Civil  and 
criminal  penalties  would  be  included  to 
combat  fraud  and  abuse. 

Under  the  proposal,  the  Health,  Education  and 
Welfare  Department  Secretary  would  appoint  a 
National  Advisory  Committee  “of  l)road  repre- 
sentation” to  help  determine  future  trends  in 
spending  for  hospital  care. 

The  program  would  be  directed  by  the  Health, 
Education  and  Welfare  Department  and  would 
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liegiii  witli  a diiective  from  Congress  to  establish 
limits  on  annual  rates  of  increase  in  hospital  re- 
imbiu'sement  from  all  payors,  beginning  in  fiscal 
year  1978,  after  consultation  with  the  health  in- 
dustry and  the  public.  The  program  itself  would 
be  administered  in  large  part  by  the  hospitals 
and  private  third  party  payors,  according  to 
HEW. 

The  plan  is  to  evolve  a more  permanent  cost 
containment  program  later.  This  plan  would 
remain  in  effect  “until  absorbed  by  reimburse- 
ment provisions  of  a comprehensive  national 
health  insurance  plan.” 

Savings  of  such  a program  were  estimated  to 
be  about  $1  billion  the  first  year,  rising  to  $5.5 
billion  in  1981. 

The  cost  containment  plan,  which  hasn't  been 
fidly  worked  out  yet,  will  be  submitted  to  Con- 
gress shortly  for  legislative  approval  following 
meetings  with  such  interested  outside  organiza- 
tions as  the  American  Hospital  Association,  the 
American  Medical  Association  and  Blue  Cross, 
HEW  Secretary  Joseph  Califano  told  reporters 
at  the  HEW  budget  briefing.  Other  organiza- 
tions notified  to  meet  with  HEW  included  the 
Health  Insurance  Association  of  America  and 
the  Federation  of  American  Hospitals. 

Despite  the  sweeping  scope  of  the  proposal, 
covering  private  expenditures  as  well  as  those 
under  federal  programs,  Califano  denied  the 
])lan  represented  a return  to  the  wage-price  freeze 
system  of  several  years  ago.  He  insisted  the  new 
plan  was  a different  animal. 

A.sked  why  physician  fees  were  not  covered, 
the  HEW  Secretary  said  his  department  is  taking 
“one  step  at  a time.”  Califano  said  “we  will  be 
looking  at  that  to  see  what  should  be  done.” 
There  has  not  been  enough  time  to  move  in 
this  area  with  a proposal  that  could  work  and 
that  would  be  fair  to  the  people  involved,  he 
said. 

The  hospital  cap  is  no  cinch  to  clear  Congress 
which  has  Iteen  leery  in  recent  years  of  wage- 
price  freeze  plans  and  which  last  year  refused 
even  to  consider  President  Ford’s  recommenda- 
tion for  caps  on  Medicare  reimbursement  in- 
creases for  physicians  and  hospitals.  A key  factor 
coidd  Ite  the  position  of  organized  labor  which 
is  vigorously  opposed  to  federal  wage- price  re- 
straints. In  addition,  health  care  lawmakers  have 
Ireen  considering  their  own  proposals  to  curb  the 


costs  of  Medicare-Medicaid  including  a prospec- 
tive reimbursement  plan  for  hospitals. 

A ceiling  on  hospital  cost  inaeases  is  “an  es- 
sential prerequisite  to  a future  national  health 
insurance  program,”  said  Califano.  . . . “The 
cost  containment  program  represents  the  first 
step  in  making  national  health  insurance  finan- 
cially feasible.” 

Under  the  plan,  no  hospital  could  inaease  its 
overall  level  of  charges  by  more  than  the  nego- 
tiated and  federally  sanctioned  ceiling. 

Califano  said  that  if  hospitals  rai.se  charges 
without  economic  justification  before  the  pro- 
gram goes  into  effect  “it  may  be  necessary  for  the 
legislation  to  have  sufficiently  retroactive  impact 
to  nullify  the  benefits  of  such  improjrer  conduct.” 

John  Alexander  McMahon,  President  of  the 
American  Hospital  Association,  immediately  de- 
clared that  any  program  that  sets  an  arbitrary 
limit  on  one  segment  of  the  economy  while  ignor- 
ing the  rest  is  “inequitable,  unworkaftle  and  may 
w'ell  be  counterproductive.” 

Asserting  the  flat  opposition  of  the  AHA  to 
the  proposal,  McMahon  said  a cost  containment 
plan  must  take  into  account  wage  and  price  in- 
creases beyond  the  control  of  hospitals  as  well  as 
the  individual  circumstances  of  each  institution. 

Recent  statistics  show  that  food  and  fuel  prices 
are  rising  faster  than  those  of  health  care,  ac- 
cording to  the  AHA  President.  “Hospital  charges 
have  gone  up  as  a direct  response  to  the  public’s 
need  for  access  to  cjuality  health  care,”  he  said. 

The  Federation  of  American  Hospitals  called 
the  plan  “unrealistic  and  unfair,”  John  A.  Brad- 
ley, FAH  President  said,  “The  goal  is  laudable 
but  legislation  imposing  controls  on  prices  with- 
out controls  on  wages  and  supplies  is  unrealistic 
and  tmfair.  The  proposal  is  a retread  of  Presi- 
dent Nixon’s  Phase  IV  control  program  and  it  is 
inconsistent  with  President  Carter’s  policy  against 
wage-price  controls  as  well  as  his  desire  to  reduce 
the  growth  of  government.” 

Bradley  said  an  arbitrary  cap  on  reimburse- 
ment “would  be  a government  directive  to  hos- 
pitals to  sacrifice  the  quality  of  care.” 

He  added:  “It  is  disappointing  that  govern- 
ment has  not  addressed  the  causes  of  hospital 
inflation,  particularly  the  malpractice  problem. 
Under  an  arbitrary  cap,  a hospital  could  find 
itself  in  the  ludicrous  position  of  having  to  re- 
strict the  number  of  tests  a physician  may  order.” 
* # # * 
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The  Carter  Aclininistralion  has  announced 
plans  to  write  oil  the  military  medical  school  as 
a $50  million  mistake. 

Defense  Secretary  Harold  Brown  said:  “I'he 
Univei-sity  cif  Health  Science  is  to  lie  closed,  its 
cunent  students  placed  elsewhere  in  scholarshi|) 
programs  and  its  facilities  put  to  other  use. 
Physician  needs  of  the  military  services  can  be 
satisfied  more  economically  over  the  long  run  by 
direct  recruitment.  The  1978  budget  can  be  re- 
duced by  $14  million.” 

The  surprise  decision  came  as  the  military 
medical  school  was  michvay  through  its  first  year 
of  operation  with  32  students  and  construction 
of  a building  was  well  along  on  the  grounds  of 
the  Bethesda  Naval  Medical  Center  near  Wash- 
ington, D.  C. 

The  school  has  been  opposed  by  the  American 
Medical  Association  since  Congress  considered 
the  proposal  in  1972.  In  the  interim  it  also  has 
come  under  severe  attack  from  vaiious  study 
commissions  and  lawmakers  as  an  inordinately 
expensive  method  of  producing  relatively  few 
physicians  for  the  aimed  services. 

Congiess  may  move  to  reverse  the  Administra- 
tion's decision  although  the  prime  mover  for  the 
school  — former  Rep.  F.  Edward  Hebert  (D.-La.), 
Chairman  of  the  House  Armed  Services  Commit- 
tee — is  no  longer  in  Congress.  There  is  strong 
backing  for  the  school  on  both  committees,  Init 
it  has  not  been  tested  to  date  by  a forceful  presi- 
dential move  to  kill  the  facility. 

The  defense  announcement  was  jiart  of  a series 
of  policy  proposals  contained  in  President 
Carter’s  revised  budget  for  fiscal  1978. 

* * * # 

I'he  dilemma  facing  the  Carter  Administration 
on  national  health  insurance  was  bluntly  stated 
by  the  Congressional  Budget  Office  in  its  annual 
report.  A plan  fully  financed  by  taxes,  as  Labor 
jjroposes,  would  use  most  of  the  money  available 
for  new  programs  “and  would  most  likely  require 
compensating  reductions  in  other  federal  pro- 
grams or  tax  increases  above  current  policy 
levels.”  The  budget  office,  which  helps  guide 
and  determine  Congress’  spending  and  legislative 
)>lans,  put  the  1982  cost  of  such  an  NHI  plan 
at  a minimum  of  $108  billion. 

Alice  Rivlin,  Director  of  the  Budget  Office 
which  functions  in  relation  to  Congress  much  as 
the  Office  of  Management  and  Budget  functions 


in  relation  to  the  Executive  branch,  said  a strong 
economy  could  leave  room  lor  new'  federal  pro- 
grams adding  uj)  to  an  additional  $50  billion 
of  s|)ending  a year  over  the  next  several  years. 
However,  a wholly  tax-financed  NHI  plan  would 
swallow  this  and  more,  if  no  cost-sharing  devices 
wei'c  featured  such  a plan  — as  urged  by  orga- 
ni/ed  Labor  — “could  add  from  $168  billion  to 
$200  billion  to  federal  health  expenditure  by 
fiscal  year  1982,”  said  the  Budget  Office  report. 
In  contrast,  the  report  continued,  “a  compulsory 
employment-based,  premium-financed  plan  with 
cost-sharing  psuch  as  the  AM  A proposal)  might 
increase  federal  s|>ending  by  as  little  as  $15  to 
.$20  billion  in  1982.” 

# # * # 

President  Carter  has  nominated  a Vietnam 
war  veteran,  Max  Cleland,  34,  to  head  the  Vet- 
erans Administration.  Cleland  lost  two  legs  and 
an  arm  from  a grenade  explosion  in  battle.  In 
1971  he  became  the  youngest  member  of  the 
Georgia  Legislature. 

The  appointment  was  seen  as  a victory  for  the 
younger  Vietnam  veterans  groups  who  have 
urged  one  of  their  own  be  apjxiinted.  Cleland 
ran  unsuccessfully  for  Laeutenant  Governor  of 
Georgia  in  1974  and  then  joined  the  staff  of  the 
Eh  S.  Senate  Veterans  Affairs  Committee. 

# * # # 

The  government  is  moving  on  tw'o  fronts  to 
encourage  the  use  of  physician  extenders  (PE’s) 
in  rural  areas. 

Ihe  Social  Security  Administration  has 
launched  an  experimental  program  to  reimburse 
physicians  for  “independent”  medical  services 
provided  Medicare  beneficiaries  by  physician  ex- 
tenders. Previous  policy  had  been  to  reimburse 
physicians  for  PE  Medicare  Part  B services  only 
those  “incident  to”  to  physician’s  services  and 
performed  under  the  direct  .supervision  of  the 
physician.  The  new  policy  w'ill  permit  payment 
for  the  independent  services  of  physician’s  as- 
sistants, muse  practitioners,  medex  and  similar 
non-physician  health  care  providers.  Fhe  reim- 
bursement will  be  made  only  to  a physician  ex- 
tender’s employer,  not  to  the  PE  directly. 

The  new  Social  .Security  policy  was  announced 
shortly  before  Congress  opened  hearings  on  leg- 
islation wdth  strong  backing  in  House  and  Sen- 
ate to  recpiire  Medicare  reindiunsement  for  (piali- 
fiecl  PE  programs  in  rural  areas  w'ithout  the  re- 
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striction  of  direct  physician  supervision.  Al- 
though the  four  major  bills  up  for  consideration 
do  not  call  for  direct  payment  to  PE’s,  they  differ 
in  reimbursement  policies  with  some  allowing  re- 
imbursement to  rtnal  clinics  and  other  requiring 
that  reimbursement  be  channeled  only  through 
the  responsible  physician. 

Knotty  medical  ethical  and  policy  cj  nest  ions 
will  be  aired  at  the  hearings  by  the  House  Ways 
and  Means  .Subcommittee  on  Health,  with  the 
issue  of  professional  liability  heading  the  list. 
On  an  even  Itroader  front,  the  lawmakers  must 
consider  limitations  on  what  services  can  be  pro- 
vided by  the  PE’s  without  stepping  into  the 
province  of  physicians.  The  amount  of  super- 
vision and  responsibility  resting  on  the  physician 
for  the  services  of  PE’s  will  be  a key  isstie.  The 
reimbursement  procedure  is  involved  in  all  of 
these  questions. 

Practices  tliat  wish  to  Ije  considered  for  enroll- 
ment in  the  experiment,  or  wish  to  receive  fur- 
ther information  regarding  the  experiment, 
should  call  collect  to  tlie  ITniversity  of  Southern 
California,  Division  of  Research  in  Medical  Edu- 
cation, (Social  Security  contractor  at  213/221- 
2M7  from  9:00  a.m.  through  4:00  p.m.,  Cali- 
fornia time.  All  such  cpieiies  must  be  made  by 
May  1,  1977. 

'lire  government  noted  that  there  are  more 
than  7,000  formally  trained  PE’s.  “Whether  this 
manpow'er  resotirce  continues  to  grow,  or  even 
continues  to  exist,  depends  in  part  upon  federal 
reimbursement  policies.  The  effect  of  such  policy 
can  only  Ite  magnified  Ity  the  introduction  of 
national  Iiealth  insurance.’’ 

•TV*  Tr  'VP* 

The  State  and  Justice  Departments,  heeding 
the  pliglrt  of  hard-pressed  hospitals,  have  agreed 
to  a one-year  waiver  of  new  restrictions  on  ad- 
missions of  “exchange  visitor’’  foreign  medical 
graduates.  The  waiver  was  reqtiested  Ijy  the 
HEW  Department.  Congress  has  signalled  its 
agreement  with  the  relaxation  of  requirements 
in  the  health  manpower  bill  approved  last  year. 

Hospitals  had  complained  that  the  new  re- 
strictions, if  implemented,  would  have  sla.shed 
staffs  of  hospitals  dependent  on  FMGs.  The 


law’s  requirement  that  residence  in  this  country 
is  limited  to  tw'o  years  with  a third  year  on  ap- 
proval was  not  waived.  Since  more  than  half  of 
FMG  residents  are  on  immigrant  status  rather 
than  exchange  visitors,  hospitals  fear  FMG  staffs 
will  be  depleted  an)Tvay. 

The  American  Hospital  Association,  the 
American  Medical  Association  and  many  other 
medical  groups  had  argued  against  the  law’s 
clamps  on  FMGs,  contending  that  hardships 
woidd  result  and  that  the  inaeasing  supply  of 
domestic  physicians  over  time  would  end  hospital 
reliance  on  FMGs. 

Sen.  Edward  Kennedy  (D.-Mass.),  who  was  in- 
strumental in  securing  passage  for  the  contro- 
versial restrictions  on  FMGs,  and  Rep.  Paul 
Rogers  (D.-Fla.),  Chairman  of  the  House  Com- 
merce Health  SulKommittee,  have  written  a joint 
letter  to  the  State  and  Justice  Departments  urg- 
ing the  government  next  year  to  submit  a plan 
for  eventual  phasing-out  of  “ill-trained”  foreign 
physicians. 

# * * * 

ALDERSGATE  MEDICAL  CAMP 

Aldersgate  Medical  Camps  will  expand  this 
year  to  include  a fotirth  week  for  children  with 
Spina  Bifida.  Dates  for  the  camps  this  year  are: 

Diabetic  Camp,  June  13-18;  General  Medical 
Camp,  June  20-25;  Orthopedic  Camp,  July  11-16, 
and  Spina  Bifida  Camp,  July  17-22. 

Families  who  can  pay  the  full  $75  per  week 
cast.  Contribtitions  are  needed  to  help  .some  of 
the  campers.  Contributions  are  also  being  solic- 
ited for  an  infirmary  building  at  the  camp  to 
provide  a year-round  permanent  facility  at  the 
camp.  Tax  deductible  contributions  may  be 
made  in  any  amount,  and  should  Ire  directed  to 
Aldersgate  Medical  Camps,  2000  Aldersgate 
Road,  Little  Rock,  Arkansas  72205. 

Any  patient  recommended  by  a Society  mem- 
lier  will  be  accepted  for  camp  so  long  as  space 
is  available. 

For  any  additional  information  regarding  this 
camp  and  its  program,  contact  Dr.  Kelsy  J.  Cap 
linger.  Chairman,  Aldersgate  Medical  Camps, 
2000  Aldersgate  Road,  Little  Rock,  Arkansas 
72205  or  telephone  225-1444. 
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CONTINUING  MEDICAL  EDUCATION 
FOR  PHYSICIANS 

All  programs  lor  the  Continuing  Medical  Edu- 
cation Programs  are  held  at  the  University  of 
Arkansas  unless  otherwise  noted. 

MAY  20-21  — “Clinical  Anesthesia,”  Dr.  Richard 
Clark,  Program  Director. 

JUNE  3-4  — “Basic  Principles  of  ASIE  Eixation,” 
Dr.  Carl  Nelson,  Program  Director. 

No  Date  — “Clinic  Obstetrics  and  Fetal  Maternal 
Medicine,”  Dr.  David  Barclay,  Program  Di- 
rector. 

AUGUST  4-6  — “Sports  Medicine  Seminar,”  Dr. 
Carl  Nelson,  Program  Director. 

BY  ARRANGEMENT: 

“Radiologic  Sj^ecial  Procedures,”  Dr.  Phillip 
Smith,  Program  Director. 

“Esophageal  Manometry,”  Dr.  Clinton  Texter, 
Program  Director. 

“Elpjaer  Gastrointestinal  Endoscopy,”  Dr. 

Clinton  Texter,  Program  Director. 
“Comprehensive  Review  of  Pediatrics,”  Dr. 
^V4tit  Hall,  Program  Director. 

Courses  by  arrangement  are  designed  to  be  in- 
house  mini-residencies  for  the  practicing  physi- 
cian. Each  course  is  developed  on  an  individual 
basis,  determined  Ijy  the  participant’s  educa- 
tional needs  and  interest,  and  by  the  length  of 
time  a physician  can  be  away  from  his  practice 
for  such  in-depth  study.  Mini-residencies  in  other 
specialities  can  be  arranged  by  writing  the  Office 
of  Continuing  Education,  University  of  Arkan- 
sas College  of  Medicine,  4301  West  Markham, 
Little  Rock,  Arkansas  72201,  or  their  toll  free 
number  1-800-482-9612. 


THREE-DAY  SYMPOSIUM 

Children’s  Hospital  National  Medical  Center 
and  George  Washington  University  are  sponsor- 
ing a three-day  Symposium  on  Common  Pediatric 
Problems  June  8-10,  1977.  This  symposium  will 
focus  on  hematology',  oncology  and  immunology', 
adolescence  and  a day  of  workshops. 

This  program  has  been  approved  for  credit  by 


the  American  Medical  Association  and  the  Ameri- 
can Academy  of  Family  Physicians.  Further  in- 
formation may  be  obtained  by  writing  to  Mrs. 
Susan  WTiss,  13407  Brackley  4'enace,  Silver 
Springs,  Ahuyland  20904. 

EMERGENCY  HEALTH  SERVICE  CONFERENCE 

June  16-18,  1977,  the  Ninth  Annual  Emergency 
Health  Services  Conference  will  be  held  at  the 
Arlington  Hotel  in  Hot  Springs,  Arkansas.  The 
conference  is  presented  by  the  .Arkansas  'Erauma 
Research  Society,  Arkansas  Bureau  of  Emergency 
Health  Services,  the  American  College  of  Sur- 
geons, and  the  Arkansas  Committee  on  Trauma. 

Of  primary  interest  will  be  the  program  on 
“Care  of  the  Critically  Injured.”  The  first  gen- 
eral assembly  will  be  on  the  17th  and  the  interest 
group  meetings  are  scheduled  for  the  afternoon 
of  the  17th  and  morning  of  the  18th.  The  four 
sections  are:  physicians,  nurses,  administrators 
and  supervisors,  and  emergency  medical  tech- 
nicians. A second  general  assembly  tvill  conclude 
the  conference  on  Saturday  afternoon.  The  con- 
ference is  accredited  by  the  American  Academy 
of  Family  Physicians. 

For  further  information  contact  Bob  Ford, 
Executive  Vice  President,  Arkansas  Trauma  Re- 
search Society,  550  Prospect  Building,  Little 
Rock,  Arkansas  72207.  Telephone  1-501-661-1545. 

WORKSHOP  ON  AGING,  JUNE  18TH 

’I’he  Department  of  Psychiatry  and  Behavioral 
Sciences  and  the  Office  of  Continuing  Education 
for  Physicians  at  the  University  of  Arkansas  for 
Medical  Sciences  wall  co-sponsor  a nationally  de- 
veloped workshop  on  Aging  June  18,  1977,  at 
the  Arkansas  Mental  Health  Services  Audito- 
rium. (ASH) 

Leon  Epstein,  M.D.,  Ph.D.,  Professor  and  \'ice- 
Chainnan  of  the  Department  of  Psychiatry  at 
the  ITniversity  of  California  at  San  Francisco, 
will  be  the  guest  moderator. 

4'lie  workshop  has  been  ap})roved  for  eight 
hours  in  Category  I by  the  AMA.  Eight  hours 
of  A.\FP  jnescriljed  credit  has  also  been  reejuested 
by  the  Office  of  Continuing  Education  for  Phy- 
sicians. 

For  further  information,  contact:  Roliert  R. 
Matthews,  M.D.,  Director  of  Continuing  Educa- 
tion in  Psychiatry,  University  of  Arkansas  College 
of  Medicine,  Slot  568,  4301  W^est  Markham,  Little 
Rock,  Arkansas  72201,  or  call  1-501-661-5903. 
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THE  ARKANSAS  ACADEMY  OF 
FAMILY  PHYSICIANS 
30TH  ANNUAL  SCIENTIFIC  ASSEMBLY 
July  19-21,  1977 
Little  Rock  Convention  Center 
Tuesday,  July  19,  1977 

12  noon  — Board  of  Directors  Luncheon  and 
Meeting,  Camelot  Inn. 

6:30  p.m.  — Cocktail  Party.  Host:  Blue  Cross- 
Blue  Shield,  Camelot  Inn. 

Wednesday,  July  20,  1977 

8:00  a.m.  — “Use,  Abuse,  and  Therapeutic  In- 
dications for  Estrogens,”  Kermit  Krantz, 
M.D.,  University  of  Kansas  Medical  Center, 
Kansas  City,  Kansas. 

9:30  a.m. —Visit  Exhibits. 

10:00  a.m.  — “Basic  EKG’s,”  Peter  Carl  Block, 
M.D.,  Harvard  Medical  School,  Massachu- 
setts General  Hospital,  Boston,  Massachu- 
setts. 

12  noon  — Business  Luncheon,  Convention  Cen- 
ter Exhibit  Area. 

1:00  p.m.  — Visit  Exhibits. 

1:30  p.m.  — “Advanced  EKG’s,’’  Peter  Carl 
Block,  M.D. 

3:30  p.m. —Visit  Exhibits. 

3:45  p.m.  — “Management  of  Acute  Poisoning 
and  Overdose,”  Barry  H.  Rumach,  M.D., 
Rocky  Mountain  Poison  Center,  Denver, 
Colorado. 

7:00  p.m.  — Cocktail  Party.  Courtesy,  Marion 
Laboratories,  Camelot  Inn. 

Thursday,  July  21,  1977 

7:00  a.m.  — Razorliack  Breakfast.  Courtesy, 
Pfizer  Laboratories.  Guest  Speaker:  Coach 
Eddie  Sutton,  Head  Basketball  Coach  and 
-Assistant  Athletic  Director,  University  of 
Arkansas. 

8:00  a.m.  — “Hypertension  — Current  Concepts 
of  Therapy,”  Ban7  J.  Materson,  M.D.,  Uni- 
versity of  Miami,  Miami,  Florida. 

9:30  a.m.  — Visit  Exhibits. 

10:00  a.m.  — “Newer  Technicpies  in  Monitoring 
Critically  111  Patients”  and  “Newer  Concepts 
in  the  Management  of  Shock,”  Robert  J. 
Baker,  M.D.,  The  Abraham  Lincoln  School 
of  Medicine,  Chicago,  Illinois. 

12  noon  — Installation  of  Officers’  Luncheon, 
Convention  Center  Exhibit  Area.  Leslie  B. 


Huffman,  M.D.,  President  of  the  American 
Academy  of  Family  Physicians,  Presiding 
Officer. 

1:15  p.m.  — Visit  Exhibits. 

1:30  p.m.  — “Fluid  and  Electrolyte  Management 
in  Critically  111  Patients”  and  “Blood  Trans- 
fusional  Therapy;  Transfusion  Reaction,” 
Roliert  J.  Baker,  M.D. 

3:30  p.m.  — “Family  Physician  — Ideal  Sex  Ther- 
apist,” Domeena  C.  Renshaw,  M.D.,  Loyola 
University  Stritch  School  of  Medicine,  May- 
wood,  Illinois. 

For  further  information  contact  Mrs.  Alta  Jean 
Good,  Executive  Seo'etary,  Arkansas  Academy  of 
Family  Physicians,  Post  Office  Box  5721,  Brady 
Station,  Little  Rock,  Arkansas  72205.  Registra- 
tion fee:  $15.00  for  members,  $25.00  non-mem- 
bers. 


DOCTORS'  DAY  OBSERVED 

The  Woman’s  Auxiliary  of  the  Washington 
County  Medical  Society  oliserved  “Doctors’  Day” 
March  25th  liy  presenting  each  physician  with  a 
carnation  and  an  informal  pot-luck  dinner  hosted 
by  Dr.  and  Mrs.  Mitchell  Singleton,  Fayetteville. 
Ml'S.  Singleton  was  the  general  chairman  for  the 
day’s  observances. 

The  Yell  County  Hospital  recently  observed 
Doctors’  Day  by  honoring  its  staff  physicians  with 
a special  breakfast,  flowers,  and  colorful  posters. 
Physicians  honored  were  Drs.  W.  A.  Coger, 
Gerald  A.  Stolz,  W.  P.  Hands,  Damon  G.  H. 
Martin,  L.  J.  Bull,  J.  O.  Pennington,  and  R.  P. 
Edmondson. 

The  Sebastian  County  Medical  Society  hon- 
ored county  physicians  with  a dinner  dance  in 
observance  of  Doctors’  Day.  The  Bonneville 
House  was  beautifully  decorated  for  the  gourmet 
dinner  and  dance  on  March  26th.  Several  phy- 
sicians were  recipients  of  door  prizes.  Mrs.  Ken- 
neth Wallace  is  president  of  the  local  Auxiliary 
and  Mrs.  Steve  Wilson  was  chairman  for  the 
Doctors’  Day  observance. 
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COSTA  RICA  SERVICE 

Dr.  C.  Stanley  .Vpplegate,  Springdale  general 
practitioner,  lelt  in  early  .April  for  Costa  Rica, 
lender  sponsorship  of  the  Presbyterian  Chnrch, 
he  will  be  working  with  the  inetlically  needy  in 
Costa  Rica. 

PEA  RIDGE  PHYSICIAN 

Dr.  Homer  Russell  of  Great  Bend,  Kansas,  will 
be  moving  to  Pea  Ridge  in  September  for  the 
practice  of  medicine  on  a fxn  t-time  basis.  He  is 
a general  surgeon  with  a specialty  in  adult 
medicine. 

NEW  PHYSICIANS  FOR  BATESVILLE 

Two  physicians  will  begin  practice  in  Bates- 
ville  on  July  1.  They  are  Drs.  Paid  John  Baxley 
of  North  Little  Rock,  an  internist,  and  J.  R. 
Baker  of  Paragould,  a general  practitioner. 

DR.  CHEEK  APPOINTED 

Dr.  Benjamin  H.  Cheek,  general  practitioner 
from  Pine  Bluff,  was  appointed  medical  director 
of  the  Jefferson  Comprehensive  Care  Center  in 
March.  Dr.  Cheek  served  on  the  staff  of  the  in- 
firmary at  the  Pine  Blnff  Arsenal  for  twenty 
years. 

DR.  AUSTIN  RELOCATING 

Dr.  L.  K.  Austin,  Little  Rock  Pediatrician,  will 
relocate  in  Monticello  in  the  near  future. 

BAXTER  COUNTY  OFFICERS 

New  officers  for  the  Baxter  Comity  Afedical 
Society  include:  Drs.  James  Y.  Massey,  Mountain 
Home  ophthalmologist.  President;  Alichael 
Hawkins,  Mountain  Home  general  surgeon,  Ahce 
President;  Arthur  L.  Beard,  Mountain  Home 
general  practitioner,  Secretary-Treasurer;  John 
F.  Gnenthner,  Mountain  Home  general  practi- 
tioner, delegate,  and  A.  Meryl  Grasse,  Calico 
Rock  family  practitioner,  alternate  delegate. 

Dr.  Max  Cheney,  Mountain  Home  internist, 
was  elected  society  representative  to  the  North 
.Arkansas  Cliapter  of  the  Arkansas  affiliate  of  the 
.American  Dialietic  Association. 

BENTONVILLE  HAS  NEW  PHYSICIAN 

Dr.  Neil  D.  Afullins  has  located  in  Bentonville 
for  the  general  practice  of  medicine  with  Dr.  W. 


H.  Howard,  Jr.  Dr.  Mullins  moved  from  Marlin, 
I’exas,  where  he  worked  thirteen  months.  Prior 
to  that  time,  he  was  in  family  practice  for  five 
years  in  Afichigan. 

DR.  WILLIAMS  SPEAKS 

d he  new  gamma  camera  at  the  DeQueen  Hos- 
pital was  described  to  the  members  of  the  De- 
Qneen  Lions  Club  recently  by  Dr.  W.  Curtis 
Williams.  Dr.  Williams,  Radiologist,  is  the  head 
of  the  Nuclear  Aledicine  Department  at  the  De- 
Queen  Hospital.  The  new  ecpiipment  was  ob- 
tained with  the  assistance  of  a Weyerhaeuser 
Company  Foundation  Grant. 

DR.  HILL  LOCATES 

Dr.  John  AI.  Hill,  Jr.,  has  joined  the  AVhite 
River  Afedical  Center  in  Batesville.  He  is  a path- 
ologist. Prior  to  locating  i:i  Arkansas,  he  was 
.As.sociate  Pathologist  at  Parkview  Hospital  at 
Dyersburg,  Tennessee. 

DOCTORS  TO  WEST  MEMPHIS 

Dr.  S.  Aforris  Young  and  Dr.  C.  Herbert 
Taylor  have  joined  the  medical  community  in 
WYst  Alemphis.  Dr.  Young  had  practiced  at 
Parkin  and  Dr.  Taylor  recently  returned  from 
Alaska. 

DR.  CAPLINGER  CHAIRMAN 

Dr.  Kelsy  J.  Caplinger,  Little  Rock  allergist, 
has  been  named  Chairman  of  the  Boaid  of  the 
.Arkansas  Chapter  of  the  National  .Arthritis  Foun- 
dation. Dr.  Alichael  N.  Harris,  Little  Rock  in- 
ternist, is  vice  president. 

MEDICAL  OFFICIALS  SERVE  AT  OPEN  HOUSE 

Dr.  Roger  Bost,  executive  director  of  the  Area 
Health  Education  Center  Program,  recently 
participated  in  an  open  house  for  the  Family 
Practice  Center  in  Pine  Bluff.  Dr.  James  .A. 
Lindsey  of  Pine  Bluff  is  director  of  the  Center, 
and  Dr.  Don  Aliller  is  head  of  the  .AHECi  Pro- 
gram in  Pine  Bluff. 

DR.  HYMAN  APPOINTED  TO  BOARD 

Dr.  Carl  E.  Hyman,  Pine  Bluff  obstetrician 
and  gynecologist,  has  been  ajipointed  to  the  State 
Alcoholic  Beverage  Control  Board  by  Gov'ernor 
Pryor.  Dr.  Hyman  previously  served  on  the  State 
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Mental  Retardation-Development  Disabilities 
Board. 

SEARCY  MEDICAL  CENTER  CONTRIBUTES 

The  Searcy  Medical  Center  recently  made  a 
$1,000  contribution  to  the  Sunshine  School  Fund 
raising  campaign. 

MENA  HAS  NEW  PHYSICIAN 

Dr.  Robert  H.  Garrett,  general  practitioner 
from  Eastland,  Texas,  has  recently  moved  to 
Mena.  He  w’ill  be  in  general  practice  with  sur- 
gery. 

DR.  DODGE  SPEAKS  TO  PARENTS 

Dr.  Eva  Dodge,  director  of  the  Arkansas  State 
Family  Planning  Program,  spoke  to  parents  on 
“HOW  TO  HELP  TEENAGERS  THROUGH 
ADOLESCENCE”  at  the  Amity  School  in  March. 
Dr.  Dodge  also  spoke  to  the  teenagers  on  “How 
to  Gixnv  Up.” 

DR.  TOLLESON  TO  BULL  SHOALS 

Dr.  W.  J.  Tolleson,  Mountain  Home  internist, 
has  announced  the  opening  of  his  office  in  the 
Bull  Shoals  Community  Hospital.  He  specializes 
in  Internal  Medicine  and  Cardiology'. 

DIPLOMATES  NAMED 

A number  of  Arkansas  physicians  have  been 
named  diplomates  of  the  American  Board  of 
Eamily  Practice.  They  are:  Dr.  Charles  D.  Black- 
mon, Lake  Village;  Dr.  Ted  S.  Lancaster,  Whalnut 
Ridge;  Dr.  Jack  T.  Patterson.  Clarksville;  Dr. 
Carie  Dan  Buckley,  Jr.,  Eayetteville;  Dr.  Hugh 
A.  Nutt,  Eordyce;  Dr.  Robert  I..  Prosser,  III, 
Mt  Gehee,  and  Dr.  John  R.  Williams,  Eort  Smith. 

DR.  BEN  SALTZMAN  ADDRESSES  HOMEMAKERS 

Dr.  Ben  Saltzman,  Director  of  Rural  Medical 
Practice  Develojtment  at  the  University  of  Ar- 
kansas ISfedical  Center  in  Little  Rock,  addressed 
the  Extension  Homemakers  Bancpiet  in  Mari- 
anna recently. 

MARIANNA  HOSTS  MEDICAL  STUDENTS 

The  I.ee  Memorial  Hospital  and  Lee  County 
Coo|rerative  Clinic  hosted  a tour  of  Marianna 
by  the  junior  and  senior  medical  students  from 
the  University  of  Arkansas  College  of  Medicine. 
The  tours  are  part  of  the  attempt  to  encourage 
medical  students  to  remain  in  Arkansas  after  they 
have  completed  training. 


DR.  SIMPSON  GUEST  SPEAKER 

Dr.  P.  B.  Simpson,  Pine  Bluff  neurosurgeon, 
was  the  guest  speaker  at  the  Medical  Assistants 
of  Jefferson  Cotinty  monthly  meeting  recently. 

DR.  DAVIS  APPOINTED  CHAIRMAN 

Dr.  James  Davis,  Mount  Ida  family  practi- 
tioner, was  recently  appointed  chairman  of  the 
newly  organized  Montgomery  Cotinty  Medical 
Einance  Committee.  The  committee  was  orga- 
nized to  aid  in  procuring  physicians  and  other 
medical  assistance  for  the  county. 


BENTON  COUNTY  MEDICAL  SOCIETY 

The  Benton  County  Medical  Society  has  added 
four  new  members  to  its  roll.  They  are: 


DR.  BARRY  ALLEN,  Pediatrician,  whose 
office  is  located  at  1011  West  Poplar  in  Rogers. 
Dr.  Allen  was  born  in  Missouri  and  attended  the 
LTniversity  of  Arkansas  where  he  received  his 
B.A.  degree  in  1960.  He  then  entered  the  Uni- 
versity of  Arkansas  College  of  Medicine  and  was 
graduated  witlt  a M.D.  degree  in  1973.  Upon 
graduation,  he  remained  at  the  University  of  Ar- 
kansas for  a pediatrics  internship  and  residency 
training.  Dr.  Allen  has  Iteen  at  Rogers  approxi- 
mately ten  months. 

DR.  JAMES  H.  ARKINS  is  a general  practi- 
tioner at  216  North  Main  in  Bentonville.  He 
was  born  in  Little  Rock  and  was  graduated  from 
the  University  of  Arkansas  School  of  Pharmacy 
with  a B.S.  degree  in  1965.  He  attended  the  Uni- 
versity of  Arkansas  College  of  Medicine  and  re- 
ceived his  M.D.  degree  in  1975.  Dr.  Arkins  com- 
pleted his  internship  at  John  Peter  Smith  Hos- 
pital, Fort  Worth,  Texas,  and  began  private  prac- 
tice in  Bentonville  in  August  1976. 
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DR.  LOUIS  a FI.OVD  i,s  associated  with  the 
Concordia  Medical  Center  in  Bella  \hsta.  He  is 
a general  jnaetitioner  with  a special  interest  in 
(ieriatrics.  He  is  associated  with  l)rs.  F.dward  M. 
Cewper  and  Douglas  C.  Ronald. 

Dr.  Floyd  was  born  in  d'exas  and  attended 
Texas  Christian  Ihiiversity,  Fort  \Vc)rth,  Texas, 
and  'William  Marsh  Rice  at  Houston,  where  he 
received  his  B.S.  degree  in  1938.  In  1912,  he  was 
graduated  with  a M.D.  degree  from  the  Univer- 
sity of  Texas  Medical  Branch,  Galveston,  Texas. 
He  was  in  internship  with  the  ITnited  States  Bnh- 
lic  Health  .Services  Hos|)ital  in  Baltimore  and 
residency  training  with  the  United  States  Pub- 
lic Health  Services  Hospital  in  Boston. 

Dr.  Floyd  served  with  the  United  States  Pub- 
lic Health  Services  in  various  hospitals  through- 
out the  Fhiited  States  from  1948  to  1969.  He  was 
in  private  practice  in  Yukon,  Oklahoma,  from 
1969  tc:)  1976  and  then  moved  to  Bella  \'ista.  He 
is  board  certified  hv  the  .\merican  Board  caf  Fam- 
ily  Practice. 

DR.  MARION  A.  STEEIT,  Psychiatrist,  has 
his  office  at  Route  1,  Gentry.  Fie  was  born  in 
Gentry  and  rvas  graduated  from  the  University 
of  Arkansas  College  of  Medicine  in  1945.  His 
internship  was  at  Methodist  Hospital,  Peoria, 
Illinois,  from  1945  to  1946. 

Dr.  Steele  was  in  general  practice  in  Newton 
County  from  1949  to  1950,  wdien  he  moved  to 
Berkeley,  California,  to  begin  his  residency  train- 
ing. He  was  in  training  at  Herrick  Memorial 
Hospital  and  tlien  completed  another  year  of 
residency  at  Mount  Zion  Hospital  and  Medical 
Center  in  San  Erancisco,  California.  After  resi- 
dency training,  he  was  in  private  practice  in  psy- 
chiatry in  l)otli  Oakland  and  San  Erancisco,  Cali- 
fornia, from  1953  to  1975.  Erom  1975  to  1976, 
he  was  with  the  Russellville  Human  Services  as 
a staff  psychiatrist. 

DR.  ROBERT  R.  WILLIAMSON  is  in  gen- 
eral ]:)ractice  with  Gravette  Medical  .\ssociates  in 
Gravette.  He  received  his  B.A.  degree  in  Psy- 
cliology  at  the  University  of  Arkansas  in  F'ayet'.e- 
ville  in  1966,  M.S.  degree  in  Natural  Sciences  in 
1970,  and  M.D.  degree  from  the  Llniversity  of 
Arkansas  College  of  Medicine  in  1975. 

Dr.  4Villiam.son  rvas  in  the  Eamily  Practice 
Residency  Program  with  the  Area  Health  Edu- 


caiion  Center  in  Fayetteville  prior  to  moving  to 
Gravette. 

JOHN  R.  RUSSELL,  M.D. 

Lhe  Cliicot  County  .Medical  Society  has  added 
to  its  membership  roll  Dr.  John  R.  Russell.  Dr. 
Russell  is  a general  practitioner  associated  with 
Lake  \'illage  Clinic.  He  was  born  in  St.  Louis, 
Mi,s,souri,  and  attended  the  Uinversity  of  Ar- 
kansas College  of  Medicine  where  he  received 
his  M.D.  degree  in  1975.  He  interned  at  the 
University  of  Arkansas  Medical  Center  prior  to 
going  to  Lake  Village  in  July  1976. 

HARROL  L.  CRANFORD,  M.D. 

Dr.  Hanoi  L.  Cranford  is  a new  member  of 
the  Cleburne  County  Medical  Society.  He  is  a 
native  of  Heber  Springs. 

Dr.  Cranford  received  his  B.S.  degree  from 
State  College  of  Arkansas  in  Conway  in  1969, 
and  his  M.D.  degree  from  the  Llniversity  of  Ar- 
kansas in  1974.  His  internship  was  at  Baptist  Me- 
morial flospital,  Memphis,  4 ennessee.  LIpon 
com])letion  of  his  internship,  he  returnetl  to 
Heber  Springs  where  he  is  in  general  practice, 
associated  with  Drs.  McClanahan  and  Poff  at  401 
West  Searcy. 

THREE  NEW  MEMBERS  FOR  GREENE-CLAY 

Greene-Clay  County  Medical  Society  has  three 
new  members.  They  are: 

DR.  J.  D.VRRELL  BONNER  is  in  Family 
Practice  with  the  Eamily  Practice  Clinic  at  1015 
W'est  Ringshighway  in  Paragould. 

Dr.  Bonner  is  a native  Arkansan  and  received 
his  B.S.  tlegree  from  the  Universitv  of  .\rkansas 
in  1961,  his  B..\.  degree  in  1970  from  State  Col- 
'ege  ol  .\rkansas  in  Conway,  and  his  M.D.  degree 
in  1975  from  the  Llniversity  of  Arkansas.  His  in- 
ternship was  at  the  Llniversity  Hospital  in  Little 
Rock,  Veterans  Administration  Flospital,  and 
Baptist  Hospital,  all  in  Little  Rock.  Fhoni  1961 
to  1965,  Dr.  Bonner  was  in  the  Lhiited  States 
Navy. 

DR.  GEORGE  A.  HOBBY  is  in  lamily  prac- 
tice with  the  Paragoidd  Medical  Group  at  #1 
Medical  Drive.  He  was  born  in  Livingstone, 
North  Rhodesia,  Africa,  and  received  his  B.S. 
degree  from  Harding  College,  Searcy,  in  1966. 
He  was  graduated  from  the  llniversity  of  Arkan- 
sas College  of  Medicine  in  1970.  Dr.  Hobby 
served  his  internship  at  the  Naval  Hospital  in 
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Portsmouth,  Virginia,  and  was  with  the  United 
States  Navy  as  Flight  Surgeon  from  1972  to  1974. 
His  residency  w as  in  family  medicine  from  1975 
to  1976. 

Dr.  Hobby  has  been  with  the  Paragould  Med- 
ical Group  since  December  1976. 

MISSISSIPPI  COUNTY'S  TWO  NEW  MEMBERS 

The  Mississippi  County  Medical  Society  has 
accepted  into  membership  two  new  members. 
They  are: 

DR.  M.\X  G.  HAYNES,  pediatrician  who  is 
associated  with  the  Rainw'ater-Workman  Clinic 
located  at  527  North  6th  in  Blytheville.  He  was 
born  in  Blytheville  and  attended  the  Arkansas 
State  University  in  Jonesboro  where  he  received 
his  B.S.  degree  in  1960.  In  1964,  he  w'as  grad- 
uated from  the  University  of  Arkansas  College 
of  Medicine  and  then  w'as  in  internship  at  Detroit 
Receiving  Hospital,  Detroit,  Michigan,  for  one 
year.  Dr.  Haynes  w^as  in  residency  training  at 
the  University  of  Arkansas  Medical  Center  in 
Little  Rock  from  1967-1969  sjaecializing  in  pedi- 
atrics and  1969-1971  specializing  in  hematology. 
Dr.  Haynes  served  in  the  United  States  Air  Force 
1965-1967  and  1971-1975. 

Dr.  Haynes  was  Associate  Clinic  Professor  at 
the  Univeisity  of  Arizona  Medical  School  from 
1971  to  197.U  Assistant  Clinical  Professor  at  Tu- 
lane  Medical  Scliool  from  197.S  to  1975,  and  As- 
sistant Professor  at  the  LIniversity  of  •\rkansas 
Medical  Center  from  1975  to  1976. 

Dr.  Haynes  is  board  certified  in  pediatrics. 

DR.  MUNIR  ZUFARl  is  a Vascular  and 
1 horacic  Surgeon  w'ho  is  also  associated  with  the 
Rainwater-Workman  Clinic  in  Blytheville. 

Dr.  Zulari  w’as  born  in  Syria  and  attended  the 
University  of  Dtimascus  in  Syria  where  he  re- 
ceived Iiis  M.D.  degree  in  1969.  Fie  w’as  in  in- 
ternship at  St.  Anne’s  Hospital,  Chicago,  Illinois; 
had  two  years  of  residency  training  at  State  Uni- 
versity ol  New  York  in  Buffalo  from  1971  to 
1973;  and  completed  two  years  at  Burlington 
County  Hospital  in  New  Jersey  1973-1975.  From 
1975  to  1976,  he  hatl  a fellowship  with  Baptist 
Hospital  in  Nashville. 

Dr.  Zufari  w'as  assistant  instructor  of  Clinical 
Surgery  at  State  University  of  New'  York  at 
Buffalo. 


DR.  GORDON  E.  McCARTY,  JR. 

The  Phillips  County  Medical  Society  has  ac- 
cepted Dr.  Gordon  E.  McCarty,  Jr.,  into  mem- 
l>ership.  He  is  a native  Arkansan  and  received 
his  B.S.  and  B.A.  degrees  from  the  University  of 
Arkansas.  He  was  graduated  from  the  University 
of  Arkansas  College  of  Medicine  in  1975  and 
continued  on  there  for  his  internship. 

Dr.  McCarty  has  served  in  the  United  States 
Air  Force.  He  practiced  in  Paragould  prior  to 
establishing  his  office  at  107  Hickory  Hill  Drive 
in  Helena. 

PULASKI  COUNTY  GAINS  NINE 

DR.  SAMUEL  B.  CARUTHERS,  JR.,  is  a 
Radiologist  with  offices  at  1100  Medical  Towers 
in  Little  Rock. 

Dr.  Caruthers  was  born  in  Grenada,  Missis- 
sippi, and  attended  Princeton  University  in 
Princeton,  New'  Jersey,  from  1955-1958.  He  re- 
ceived his  M.D.  degiee  from  the  University  of 
Tennessee  in  Memphis  in  1962.  His  internship 
W'as  at  Parkland  Memorial  in  Dallas,  Texas,  from 
1962  to  1963.  From  1963  to  1966,  he  was  in  resi- 
dency training  at  the  FAiiversity  of  Colorado 
Medical  Center  and  Colorado  General  Hospital 
in  Denver. 

Dr.  Caruthers  is  board  certified  by  the  Ameri- 
can Board  of  Radiology.  From  1968  to  1976,  he 
was  at  the  Ihiiversity  of  Colorado  Medical  Cen- 
ter, as  Assistant  Professor  of  Radiology  and  was 
named  Associate  Professor  in  1976.  He  was  as- 
sociated w'ith  General  Rose  Memorial  Hospital 
in  Denver,  Colorado,  from  1970  to  1972. 

DR.  R.  E.  HARDBERGER  practices  ophthal- 
mology and  neuro-ophthalmology  at  405  North 
FTniversity  in  Little  Rock.  .\  native  of  I’exas,  Dr. 
Hardljerger  attended  the  University  of  Okla- 
homa  from  1959-1963  anti  received  his  M.D.  de- 
gree from  the  University  of  Oklahoma  Medical 
School  in  1967.  His  internship  was  with  the  Ihii- 
versity  of  Oklahoma  Metlical  Center.  From  1971 
to  1975,  he  was  in  residency  at  the  Fhiiversity  of 
Oklahoma,  specializing  in  Ophthalmology.  Dr. 
Hardlterger  had  a fellowship  at  Jtdes  Stein  Eye 
Institute,  FJniversity  of  California  in  Los  An- 
geles, for  one  year  in  Neuro-Ophthalmology.  He 
is  board  certified  by  the  American  Board  of 
Ophthalmology  and  he  is  Assistant  Clinical  Pro- 
fessor of  Ophthalmology  at  the  University  of 
Arkansas  Medical  Center  pending. 
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1)K.  CiARV  E.  HARPER  is  in  family  practice 
at  Suite  818  of  the  Doctor’s  Building,  500  South 
University  in  Little  Rock. 

Dr.  Harper  was  horn  in  Reckling,  California, 
and  attended  the  Lhiiversity  of  .\rkansas  in  Little 
Rock  from  1!)()5-1970  where  he  received  his  B.S. 
degree.  In  1971  he  received  his  M.D.  degree  from 
the  University  of  Arkansas  Ciollege  of  Medicine 
and  then  was  in  internshii)  and  residency  train- 
ing at  St.  \hncent's  Infirmary. 

DR.  SPENCER  LEE  JOHNSON  is  in  Suite 
711  of  the  Doctor's  Building  at  500  South  Lhii- 
versity,  Little  Rock.  He  specializes  in  obstetrics 
and  gynecology. 

Dr.  Johnson  was  Itorn  in  Sehner,  Tennessee, 
and  attended  Arkansas  State  University  at  Jones- 
boro where  he  received  a B.S.  degree  in  biology 
in  1969.  In  1973,  he  received  his  M.D.  degree 
from  the  University  of  Arkansas  College  of  Medi- 
cine and  continued  on  at  the  Lhiiversity  Medical 
Center  for  his  internship  and  residency  training. 

Dr.  Johnson  is  board  certified. 

DR.  RAYMOND  E.  KAEMMERLING  is  an 
Anesthesiologist  with  Doctor’s  Hospital  in  Little 
Rock  and  his  office  is  located  at  500  South  Uni- 
versity, Suite  720. 

Dr.  Kaemmerling  received  his  B.S.  degree  in 
biology  from  Arlington  State  College  in  1965  and 
his  M.D.  degree  from  the  Lhiiversity  of  Texas 
Medical  Branch  in  Galveston,  Texas,  in  1969. 
He  interned  at  R.  E.  Thomason  General  Hospital 
in  El  Paso,  Texas,  and  served  residency  training 
at  the  University  of  Texas  Medical  Branch  in 
Anesthesiology  from  1972  to  1975. 

DR.  ALBIN  J.  KRYGIER  is  the  medical  di- 
rector of  American  Blood  Conijxments,  Inc.,  615 
Main,  IJttle  Rock. 

Dr.  Krygier  was  born  in  Wisconsin  and  re- 
ceived his  M.D.  degree  from  Manpiette  Medical 
College  of  Wisconsin  in  Milwaukee  in  1936.  He 
interned  at  St.  Joseph’s  Hospital  in  Milwaukee 
and  served  in  residency  at  the  Veterans  Admin- 
istration Center  in  Wood,  Wisconsin,  from  1947- 
1951. 

Dr.  Krygier  has  served  as  Assistant  Clinical  In- 
structor at  the  Medical  College  of  Wisconsin 
since  1949  and  he  was  in  private  practice  in  Mil- 
waukee from  1951  to  1976. 

DR.  DONALd)  F.  MEACHAM  practices  cardi- 
ology at  the  Baptist  Medical  Towers  Building, 


Suite  690,  Little  Rock.  .\  native  of  Michigan,  he 
received  his  B.A.  degree  Irom  Kenyon  College  in 
(iambier,  Ohio,  in  1967.  In  1972,  he  was  gradu- 
ated from  the  University  of  Arkan.sas  College  of 
Medicine.  His  internship  was  at  the  University 
of  Arkansas  Medical  Center  and  he  also  .served 
residencies  at  the  Center.  From  1973  to  1975  he 
specialized  in  Internal  Medicine  and  from  1975 
to  1977  he  specialized  in  Cardiology.  Dr.  Meach- 
am  is  an  instructor  at  the  University  of  Arkansas. 
He  is  board  certified  by  the  Americ.in  Board  of 
Internal  Medicine. 

DR.  MARY  L.  RAGSDILL,  Neurologist  with 
the  University  of  Arkansas  College  of  Medicine 
in  Little  Rock,  is  a native  Arkansan.  .She  at- 
tended Hendrix  College  in  Conway  and  received 
a B.A.  degree  in  biology  in  1968.  She  was  grad- 
uated from  the  University  of  Arkansas  College 
of  Medicine  in  1972.  Her  internship  and  resi- 
dency training  were  also  at  the  Llniversity  of  Ar- 
kansas. Dr.  Ragsdill  is  an  Assistant  Professor  of 
Neurology  at  the  University  of  Arkansas  College 
of  Medicine. 

DR.  NANCY  F.  RECTOR,  890  Medical 
Towers  Building,  Little  Rock,  is  a specialist  in 
Pulmonary  Disea.se.  She  received  her  B.S.  degree 
from  Harding  College  in  1964  and  her  M.D.  de- 
gree from  the  University  of  Aikansas  in  1968. 
She  interned  at  Hillcrest  Medical  Center  in 
Tulsa,  Oklahoma,  and  then  served  in  residency 
training  at  the  Llniversity  of  .Vrkairsas  Medical 
Center  in  Internal  Medicine  from  1969-1972.  Dr. 
Rector  had  a fellowship  with  the  University  of 
Arkansas  Medical  Center  from  1972-1973  in  pul- 
monary di,sease. 

Dr.  Rector  is  board  certified  both  in  Internal 
Medicine  and  Pnlmonarv  Disease.  She  is  assistant 
professoi  of  Internal  Medicine  and  Pulmonary 
Disea.se  at  the  University  of  Arkansas  College  of 
Medicine. 

DR.  JAMES  H.  LANDERS  was  born  in  Tulsa, 
Oklahoma,  and  received  his  pre-medical  educa- 
tion at  the  Llniversity  of  Oklahoma.  In  1970,  he 
was  graduated  from  the  Lhiiversity  of  Arkansas 
College  of  Medicine.  After  completing  his  in- 
ternship at  the  Llniversity  of  Arkansas  Medical 
Center,  he  was  in  residency  there  in  Ophthalmol- 
ogy. At  Barnes  Hospital  in  St.  Louis,  Missouri, 
Dr.  Landers  w’as  in  Retinal  Fellowship  for  one 
ycxir. 
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Dr.  Landers  is  inslriictor  of  Ophthalmology  at 
the  University  of  Arkansas  and  is  in  private  prac- 
tice with  the  Retinal  Group,  519  Doctors  Build- 
ing, 500  South  University,  Little  Rock. 

SEBASTIAN  COUNTY  MEDICAL  SOCIETY 
ADDS  THREE  MORE 

The  Sebastian  County  Medical  Society  has 
three  additional  members.  They  are: 

DR.  A.  PAT  CHAAfBERS,  who  is  a member 
of  the  staff  of  the  Fort  Smith  Psychiatric  Clinic 
in  Fort  Smith.  Dr.  Chambers  is  a native  of  Okla- 
homa and  recei\'ed  his  B.A.  degree  from  the  Llni- 
versity  of  Oklahoma  in  1966.  In  1970,  he  re- 
ceived his  M.D.  degree  from  the  'Washington 
University  School  of  Afedicine  in  St.  Louis,  Mis- 
souri. He  interned  at  the  Babies  and  Children’s 
Hospital,  Cleveland,  Ohio,  and  was  then  in  resi- 
dency at  Barnes  Hospital  in  St.  Louis  from  1973 
to  1976  specializing  in  psychiatry. 

Dr.  Chambers  is  clinical  professor  of  psychiatry 
at  the  LTniversity  of  Arkansas  Medical  Center  in 
Little  Rock  and  has  been  in  association  with  the 
Fort  Smith  group  since  September  1976. 

DR.  STFPLIFN  C.  GRAVES  is  an  emergency 
room  physician  at  St.  Edward  Mercy  Medical 
Center  in  Fort  Smith.  He  is  a native  Arkansan 
and  received  his  B.A.  tlegree  from  the  University 
of  Arkansas  in  Fayetteville  in  1970.  In  1974,  he 
I'eceived  his  M.D.  degree  from  the  University  of 
Arkansas  College  of  Medicine  and  then  interned 
at  the  Columbus  Medical  Center  in  Georgia. 

Dr.  Craves  was  house  physician  and  emergency 
room  physician  at  Coljb  Memorial  Hospital  in 
Phenix  City,  Alabama,  for  six  months  prior  to 
coming  to  Fort  Smith. 

DR.  MERLE  E.  McCLAIN  is  a jjediatrician 
associated  willi  Dr.  Ben  Cabell,  at  312  South  16th 
Street,  Fort  Smith. 

Dr.  McClain  attended  the  University  of  Ar- 
kansas at  Fayetteville  and  was  graduated  in  1969 
with  a B.S.  degree  in  Chemistry.  In  1973,  he 
received  his  M.D.  degree  at  the  University  of  Ar- 
kansas College  of  Medicine.  Dr.  McClain  com- 
pleted internship  and  residency  training  at  Chil- 
dren’s Medical  Center  in  Dallas,  Texas. 

DR.  JEAN  F.  WISE 

Dr.  Jean  F.  "Wise  has  been  accepted  as  a mem- 
ber of  the  Union  County  Medical  Society.  He 
is  an  otolarynogologist  and  his  office  is  located  at 
306  Thompson  in  El  Dorado. 


Dr.  Wise  was  born  in  Jackson,  Tennessee,  and 
received  his  B.S.  degree  at  California  Baptist  Col- 
lege in  Riverside.  In  1972,  Dr.  Wise  was  grad- 
uated from  the  University  of  California  with  a 
M.D.  degree.  He  interned  at  Riverside  County 
General  Hospital  and  University  Medical  Center 
in  California,  and  completed  residency  training 
at  W^adsworth  Hospital  and  Veterans  Administra- 
tion Center  in  Whadsworth,  Kansas.  He  is  board 
eligible. 

DR.  VERNON  H.  CARTER 

Dr.  Vernon  H.  Carter  has  been  accepted  into 
membership  of  the  AVashington  County  Medical 
Society.  A native  of  Arkansas,  he  attended  the 
University  of  Arkansas  where  he  received  his 
B.S.  degree  in  chemistry  and  B.S.  degree  in  medi- 
cine. In  1959,  he  was  graduated  from  the  Uni- 
versity of  Arkansas  College  of  Medicine.  Upon 
completion  of  his  internship  at  St.  Vincent’s  In- 
finnary  in  Little  Rock,  Dr.  Carter  was  in  resi- 
dency training  at  the  University  of  Alabama 
IMedical  Center  in  Birmingham. 

Dr.  Carter  was  a pilot  in  the  LJnited  States 
Air  Force.  Prior  to  moving  to  Arkansas,  he  was 
in  general  practice  in  New  Smyrna  Beach,  Flor- 
ida, specializing  in  Dermatology.  Lie  was  an  In- 
structor of  Dermatology  at  the  University  of  Ala- 
bama Medical  Center  and  is  board  certified.  Dr. 
Carter  practices  Dermatology  at  114  South  Col- 
lege in  Fayetteville. 

DR.  GARY  W.  RUSSELL 

Dr.  Gary  W.  Russell,  family  practitioner,  has 
been  accepted  into  membership  of  the  Yell 
County  Medical  .Society.  He  is  a.ssociated  with 
Drs.  Gene  D.  Ring,  James  L.  Maupin,  and  Je- 
rome H.  Luker,  in  the  Dardanelle  Clinic  in 
Dardanelle. 

Dr.  Russell  was  born  in  Portland,  Oregon,  and 
received  his  M.D.  degree  from  the  University  of 
Arkansas  College  of  Medicine  in  1975.  He  in- 
terned at  the  University  of  Arkansas  Medical 
Center.  Dr.  Russell  served  in  the  United  States 
Army  Reserve  from  1962  to  1970. 

DR.  JOHN  F.  TROTTER,  JR. 

Pulaski  County  Medical  Society  has  extended 
membership  to  Dr.  John  F.  Trotter,  Jr.,  of  132 
Pearl  Street,  Little  Rock.  He  is  an  intern  at  the 
University  of  Arkansas  Medical  Center  specializ- 
ing in  pediatrics.  He  is  a graduate  of  the  Uni- 
versity of  Arkansas  College  of  Medicine. 
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D.  L.  OWENS,  M.D. 

At  the  age  of  79,  Dr.  D.  L.  Owens  of  Harrison, 
died  on  March  11,  1977.  He  was  born  Jnly  28, 
1897,  at  Limestone  Valley  in  Newton  County 
and  had  lived  in  Boone  County  since  1922  when 
he  began  his  medical  practice  in  Harrison.  Dr. 
Owens  retired  from  active  practice  in  1967. 

He  gi'adnated  from  the  University  of  Tennes- 
see Medical  College  in  1921  and  served  a year  iir- 
ternship  at  Charity  Hospital  in  Little  Rock.  On 
July  1,  1922,  he  began  his  private  practice  as 
general  practitioner  in  Harrison. 

Dr.  Owens  had  served  as  Vice  President  of  the 
Mid-South  Medical  Society.  He  was  a member 
and  secretary  of  the  Arkansas  State  Afedical 
Board  of  Examiners  for  eight  years.  He  was  a 
past  president  of  the  Boone  County  Medical 
Society.  Dr.  Owens  had  also  served  as  a District 
Councilor  of  the  Arkansas  Medical  Society  and 
was  a past  Vice  President  of  the  State  Society. 

Dr.  Owens  is  survived  Ity  his  wife,  Mrs.  Glenna 
]o  Owens,  and  tw’o  daughters  — Doris  E.  Johnston 
of  Hot  Springs  and  Laurel  }.  Burnett  of  Lub- 
bock, Texas. 


B.  F.  BANISTER,  JR.,  M.D. 

Dr.  Benjamin  Erederick  Banister,  Jr.,  of  Con- 
way, a retired  family  practitioner,  died  March  3, 


1977.  He  was  a graduate  of  tite  University  of 
Arkansas  College  of  Medicine  and  a veteran  of 
\Vov\d  War  11. 

Dr.  Bani.ster  was  born  at  Guy,  Arkansas,  on 
December  26,  1922.  He  attended  the  Arkansas 
State  'Leachers  College  in  Conway  and  was  grad- 
uated in  1943.  In  1946,  he  received  his  M.D.  de- 
gree from  the  Uni^’ersity  of  Arkansas  College  of 
Medicine  and  w.as  a general  practitioner  in  Con- 
way from  1950  to  1968.  He  served  in  the  United 
States  Army  from  1947-1949. 

Dr.  Banister  is  survived  by  his  wife,  Mrs.  Ella 
Krepps  Banister,  and  nro  daughters. 

WILLIAM  CARROLL  DODD,  SR.,  M.D. 

Dr.  William  C.  Dodd,  age  67,  retired  Bald 
Knob  j^hysician,  died  March  3,  1977.  He  was 
born  on  July  19,  1909.  Dr.  Dodd  was  in  private 
practice  in  Bald  Knob  for  30  years  and  had  re- 
tired just  recently. 

Lie  began  his  practice  in  1946  after  serving  in 
WMrld  ^Var  11.  He  graduated  from  the  Univer- 
sity of  Arkansas  School  of  Medicine  and  did  his 
residency  at  Jacksonville,  Elorida.  He  was  a gen- 
eral practitioner. 

Dr.  Dodd  is  survived  by  his  wife,  Mrs.  Ruth 
Llanison  Dodd,  two  sons,  Jimmy  and  William 
Dodd,  Jr.,  both  of  Bald  Knob;  a daughter,  Mrs. 
Carolyn  Gipson  of  North  Little  Rock,  and  a 
brother.  Dr.  Peiry  L.  Dodd  of  Augusta. 


ANSWER  — Electrocardiogram  of  the  Month 

Diagnosis;  A.  ECG  machine  malfunction  — sticking  paper 
roller. 

B.  Normal  trace  with  ctifferent  machine. 

Strip  B demonstrates  complete  pacemaker  capture  at  a 
rate  of  77. 

Strip  A — The  pacemaker  appears  to  be  firing  at  irreg- 
ular intervals  and  at  a faster  rate  than  is  noted  in  Strip  B. 
However,  note  that  the  width  of  the  complexes  and  T waves 
varies  without  changing  configuration  of  the  complexes  ex- 
cept for  the  last  beat  in  the  first  strip  which  is  a supra- 
ventricular conducted  beat.  This  variation  in  rate  and  QRS 
width  and  abrupt  drop  of  T wave  back  to  base  line  suggests 
a problem  with  the  ECG  machine.  The  paper  roller  is 
having  trouble  feeding  paper  through  and  gives  the  irreg- 
ularity and  faster  appearing  rate. 
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